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South River Dental P.L.L.C
1305 13th Street, Suite D2
Waynesboro, Virginia 22981
(540)943-1222 Fax (540)943-1555
www.southriversmiles.com


Transfer To

I, ________________________________________________________________________________________
                     Patient, Parent, Guardian (Current Patient of South River Dental)
am changing dentists and authorize the release of my records to my new dentist office. Please forward my records (from SRD) to the following office:

Dr. - _____________________________________________________________________________________

Address - _________________________________________________________________________________

City - _____________________________________State - ___________________Zip - __________________

Telephone Number - ________________________________________________________________________

E-mail Address (if x-rays are able to be sent electronically) - ________________________________________

Family member/s names - ____________________________________________________________________

__________________________________________________________________________________________

Signed - ______________________________________Date - _______________________________________

******************************************************************************************

Transfer From



I, ________________________________________________________________________________________
                                                                       Patient, Parent, Guardian
am changing dentists and authorize the release of my records to the office of:


South River Dental 
1305 13th Street, Suite D2
Waynesboro, Virginia 22980
info@southriversmiles.com (please e-mail x-rays, if possible)

Family member/s names - ____________________________________________________________________

__________________________________________________________________________________________

Signed - _______________________________________Date - ______________________________________
