PATIENT RECORDS REQUEST FORM
Please send or email information to:

Vernon L. Sheen, D.M.D., P.A.

888 Bestgate Road, Suite 201

Annapolis, MD 21401

410-266-1007 Office
410-266-3850 Fax
Please email to:                 admin@drsheen.com
Name of Patient Whose Record is Requested ___________________________________

D.O.B. ___________________
Phone ____________________________________

Address _________________________________
City/State/Zip __________________

Please provide a copy of the record as indicated below:

X
The full health record maintained by this provider/practice
□
The health record for the following time frame: _________ through __________.

X
A specific section of the health record as described below:

PLEASE INCLUDE MOST RECENT RADIOGRAPHS (FMX/BWX), NOTE HISTORY, & PERIODONTAL CHARTING.  _________________________________________________________________


_________________________________________________________________.

□
A summary of the information required above is adequate to fulfill this request.

As permitted by federal and state law, I understand that a fee of $0.00 cents per page will be charged for copying the records. I agree to pay this charge in full at the time I receive the copy of the record.

Signature of Patient _____________________________________________________

Signature of Authorized Personal Representative ______________________________

Relationship to Patient ___________________
Date _________________________________

