








​Smile Design by Brian M. Olitsky, DMD PA​
​Exquisite Dentistry, Extraordinary Smiles​

​Phone: (239)992-9929​
​Fax: (239)992-9939​

​REQUEST TO RELEASE RECORDS​
​*For digital X-rays, please send to our office email. (​​smiledesigninfo@gmail.com​​)​

​(First and Last Name )​

​(Date of Birth )​

​(Home Phone)                                              (Cell Phone)​

​I request the release of my records to Smile Design by Brian M. Olitsky, DMD PA​

​(Patient Signature )                                                                ( Date )​

​*Bottom portion to be filled out by a previous or alternating dental office.​

​Last recall appointment :​

​Last seen in your office :​

​Radiographs:​

​Last complete series (FMX) :​

​Last bitewing series :​



​PATIENT RELEASE FORM​

​I hereby authorize Dr. Brian Olitsky to release in the dental records of​

​____________________________ to the​​American Dental​​Association​​,​

​(Patient’s Name)​

​Department of Testing Services. The records will include copies of​

​current radiographs, intraoral and extraoral photographs – photos of​

​dental casts and any relevant dental materials or appliances, dental chart,​

​and a brief medical/dental history. These records will be used for​

​purposes of educational assessment only. My name and personal​

​identification information will not be included in these records. I​

​understand that this authorization is effective on the date signed below​

​and that a copy of this authorization will be received upon my request.​

​________________________________                      ___________​
​Signature                                                                                                           Date​



​PHOTO CONSENT AND RELEASE FORM​
​Patient Name: _________________________​

​I consent for photographs and/or video images to be taken of me by Dr. Brian Olitsky or​
​staff. I understand the images will be a part of my medical record and may be used for purposes​
​of medical teaching or training or for marketing purposes (website, print, digital or social​
​media). By consenting to photographs and/or video images I understand I will not be​
​compensated from any party. Although photographs and/or video images will be used without​
​identifying information such as name, I understand it is possible someone may recognize me. I​
​further acknowledge that my participation is voluntary and agree that use of any photographs​
​and/or video images confers no rights of ownership or royalties whatsoever.​

​I authorize the use of photographs and/or video images:​
​(please initial indicating YES or NO below)​

​________ YES ________ NO​
​For educational purposes (medical teaching or training),​

​________ YES ________ NO​
​For marketing and advertising purposes (website, print, digital, or social media),​

​________ YES ________ NO​

​At my request, my photographs and/or video images will only be used as part of my​
​medical record. I hereby release Smile Design by Dr. Brian Olitsky and its employees, and any​
​third parties involved in the creation of or publication of educational or marketing materials,​
​from liability for any claims by me or any third party in connection with my participation.​

​By signing this form, I confirm understanding of this consent. If I wish to withdraw my​
​consent in the future, I may do so via a written request submitted to Smile Design by Dr. Brian​
​Olitsky or by completion of a new form.​

​Patient Signature: ______________________ Date:________________​




