
SIGNATURE OF PATIENT (or Parent if minor) __________________________________________ DATE ______________________

Mobley Family Dentistry ▫ Rhonda Mobley, DMD ▫ Alan Mobley, DMD
 2281 Hog Mountain Road ▫ P.O. Box 979 ▫ Watkinsville, Georgia 30677

Phone 706.769.6671 ▫ Fax 706.769.2103 ▫ www.MobleyFamilyDentistry.com

I authorize the release of my dental records to:

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________

RECORDS RELEASE
MOBLEY FAMILY DENTISTRY, P.A.


