
 
 
 
 
 
 
 
 
 
   RECORDS RELEASE REQUEST 
 
 
 
 
I authorize the release of my dental information/records (or copies of such), and request  
they be transferred to: 
 
  Dentist: Gary W. Boehne, DMD 
                                     1320 Chemeketa St NE 
                                     Salem, OR 97301 
                                     Phone (503) 363-9993 
                                     Fax (503) 399-7839 
 
                                     E-mail: 
                         
   
 
 
 
Patient Name: _____________________________________________________ 
 
 
DOB: ____________________ 
 
 
Patient Signature: __________________________________________________ 
 
 
Date: ____________________ 

Rachel Jablonski DMD

E-mail: smile@meadowlarkdentaloregon.com
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