
 

I S L A N D ’ S  E D G E  F A M I L Y  D E N T I S T R Y  
 

 
 
RECORDS RELEASE AUTHORIZATION 
 

DATE: ____________ 
 

OFFICE: ___________________________________________________________________________________ 

ADDRESS: _________________________________________________________________________________ 

CITY: ______________________________________________________STATE: ___________ZIP: ___________ 

PHONE: __________________________________________FAX: _____________________________________ 

EMAIL: ____________________________________________________________________________________ 

 
 
I AUTHORIZE THE RELEASE OF DENTAL RECORDS RELEVANT TO DENTAL TREATMENT, OR COPIES OF SUCH, 
AND REQUEST THEY BE TRANSFERRED TO: 
 
  

ISLAND’S EDGE FAMILY DENTISTRY 
ANDREW MULLET, DDS 

1301 PLANTATION ISLAND DR. S, STE 104B 
ST. AUGUSTINE, FL 32080 
PHONE: (904) 461-5566 

FAX: (904) 461-0084 
office@islandsedgedental.com 

 
 
_________________________________________  _____________________________________ 
PATIENT       DATE OF BIRTH 
 
__________________________________________________________________________________________ 
SIGNATURE (PATIENT, PARENT/GUARDIAN) 
 
 

 

mailto:office@islandsedgedental.com

