RECORDS RELEASE / REQUEST

TO:

ADDRESS:
CITY: STATE: ZIP

| hereby authorize the release of my records and x-rays or copies of such and request
that they are transferred to:

/Heinecke

Dr. Philip N. Heinecke, DDS, PA
Phone: (352)-796-0917

103 Bell Avenue Brooksville, FL 34601
Brooksville Fax: (352)-796-0937

Brooksville Email: Brooksville@drheinecke.com

7135 Mariner Blvd Spring Hill, FL 34609
Spring Hill Fax: (352)-515-5761
Spring Hill Email: hmtooth@gmail.com

Print Name of Patient Date of Birth

Signature Date
** The documents accompanying this fax transmission contain confidential information belonging to the sender, which
is legally privileged. The information is intended only for the use of the individual or entity named above. If you are not
the intended recipient, you are hereby notified that any discloser, copying, distribution or taking of any action based
on the contents of this transmission is strictly prohibited. If you have received this fax in error, immediately notify us
by telephone or arrange for the return of the documents to us. **



