
Patient Information: 

Name: 

Address: 

Telephone: 

Birthdate: 

Brant P. Rouse D.D.S. 

New Direction Dental  

559 Meadow Creek Drive  

Tahlequah, OK 74464 

(918)456-0977

REQUEST FOR DENTAL RECORDS 

Previous Dentist Information: 

Dental Office: 

Address: 

City, State, Zip: 

Telephone: 

Fax: 

I request that my dental records be released and mailed or e-mailed to the office of: 

Brant P. Rouse, D.O.S. 

Email to: finance@newdirectiondental.com

(Please include FMX and/or PANO taken within the last 5 years; BWX, Perio charting, and the dates of 

service for each. Thank you in advance.) 

Signature: ____________________ Date: _____ _ 

DISCLAIMER: 

The information contained in this message is intended for the sole confidential use of the designated recipients and may contain confidential 
information. If you have received this information in e"or, any review, dissemination, distribution of copying of this information is strictly 
prohibited. If you have received this communication in e"or, please notify us immediately by telephone and return the original message back to 
the sender. If you do not receive all pages,_ please call the sender at the number listed above. Thank you! 
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