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I, 







 Date of Birth   dd / mm / yyyy
Address: 

hereby authorise below mentioned dentist to release my dental records or copies thereof (including radiographs and photographs where applicable) 
Dr 




  of





(Practice Name) 
and those of my following dependants (if applicable)
Name








Date of Birth   dd / mm / yyyy

Name








Date of Birth   dd / mm / yyyy

Name








Date of Birth   dd / mm / yyyy

and to provide such records to:

Sunshine Dental Care 

501/5 Emporio Place, Maroochydore QLD 4558

admin@sunshinedentalcare.com.au
Phone: (07) 5475 4866   

I understand that the release of these confidential records is at the discretion of the dentist who created them and that the original records remain the property of said dentist.

Signature 


Date: 

DR AMANDA MALLABAR

Dental Surgeon | Sunshine Dental Care

B.D.S. (Newcastle UK) Provider No: 4863824Y
DR LORENA DIAZ                                                                 DR FRANCES WILLIAMS
Dental Surgeon | Sunshine Dental Care                                     Dental Surgeon | Sunshine Dental Care
       B.D.S. (Colombo) Provider No: 5126973L                             B.D.S. (Johannesburg) Provider No: 407834AK


501/5 Emporio Place, Maroochydore QLD 4558

(07) 5475 4866 | admin@sunshinedentalcare.com.au
www.sunshinedentalcare.com.au 

