
Patient Records Request FormPatient Records Request FormPatient Records Request FormPatient Records Request Form    

Geoffrey Chan, D.D.S. 

22725 SE 29th street 

Sammamish, WA 98075 

Info@SammamishPlateauDentistry.com 

Phone: 425-391-5511 

Fax: 425-391-4923 

 

 

Name of Patient Whose Record is Requested _______________________________________________ 

 

Date of Birth _______________________________Phone _____________________________________ 

 

Address ______________________________________________________________________________ 

 

City/State/Zip _________________________________________________________________________ 

 

 

Please provide a copy of the record maintained by the provider/practice 

 

 The full health record maintained by this provider/practice 

 

 The Health record for the following time frame: _______________ through: _______________ 

 

 A specific section of the health record as described below: ______________________________ 

 

_____________________________________________________________________________________ 

 

_____________________________________________________________________________________ 

 

 

 

Signature of Patient ____________________________________________________________________ 

 

Signature of Authorized Personal Representative ____________________________________________ 

 

Relationship to Patient _________________________________________________________________ 

 

Date _________________________________________________________________________________ 

 

 

 


