
Sultan Dental Center 

 
29811 US 2 Sultan, WA 98294 

 

 

Records Release 

 
            Date: ____________ 

 

 

To: ______________________________________________________________________ 

 

 

Email or fax number: ________________________________________________________ 

 

 

 

I hereby request release of any current FMX, PANO (within 5 years), 

and recent bitewing x-rays to Dr. Carl Fricke at Sultan Dental Center. 

 

Phone: 360-793-2211 

Fax: 360-793-2213 

Email: Debbie@sultandentalcenter.com 

 

 

 

Patient Name: _______________________________________DOB: ___________________ 

 

 

Patient Signature: ____________________________________________________________ 

 

 

Patient Name: _______________________________________DOB: ____________________ 

 

 

Patient Signature: _____________________________________________________________ 

 

 

Parent/Guardian Name (if patient is a minor): _______________________________________ 

 

mailto:Debbie@sultandentalcenter.com

