






Record Release Request  
 
John R McPherson D.D.S. P.C. 
1255 North 15th St  
Laramie Wy 82072 
 
307-742-2328 
 
 
Date________________ 
 
 
I authorize the release of dental records and dental x rays relevant to dental treatment and request that 
they be transferred to: mcphersondental@gmail.com 
 
 
 
To____________________________________________ 
 
Address_______________________________________ 
 
City ___________________State_________________Zip___________ 
 
Email Address_____________________________________ 
 
 
 
Print Name of Patient ______________________________________ 
 
 
Signature ________________________________________________ 


