
 
 

 
 

                                                  RECORDS RELEASE  
 

                       I hereby request that my dental records be released to: 
 

Cedar Creek Dental 
380 Suppiger Way 
Highland, IL  62249 
618-654-4551phone 
618-654-8523 fax 

businessteam@cedarcreekdental.org 
 

 
 
_________________________  
Dentist’s Name 
 
 
_________________________  
Patient’s Name (print)  
 
 
_________________________ 
Patient’s Signature 

 
 
_________________________  
Patient’s Date of Birth  
 
 
_________________________  
Date 
 
 


