
 
 

 

Request for Release of Dental Records 

 

 

I, ________________, hereby authorize release of my dental records 

and/or x-rays to the office of Dr. Todd O’Neil and Dr. Meagan Rondeau. 

 

Patient Name (Print) 

 

Patient Signature        Date 

 

 

Blue Valley Cosmetic & Family Dentistry 
6300 West 143rd Street, Suite 110 

Overland Park, KS 66223 
913.338.3443 

913.239.9488 (f) 
Email: info@bluevalleysmiles.com 

 
 
 


