
 

 

 

 

 

 

MEDICAL RELEASE 
 
 

I, _____________________________________________________ authorize 
Patient Name 

 
 

Endodontic Associates, PA 
To release my dental records to: 

 
 
 

Name 
 
 

Address 
 
 

City, State, Zip Code 
 
 
 
 
 

Patient Signature/Date      Date of Service 
 
 
 

Cool Springs Office: 8112 Isabella Lane, Suite 105, Brentwood, TN  37027 * Telephone 615.371.9478 
Hill Center at Green Hills Office:  4027 Hillsboro Pike, Suite 805, Nashville, TN 37215 * Telephone 615.383.4455 

 


