








Record Release Form  
Coming to our office 

 

Shirene Orandi DDS, PA 

Family Dentistry 

(651)688-3545 

4178 Knob Drive 

Eagan, MN 55122 

 

 

I, ______________________am authorizing _______________________to 

release all viable records to Dr. Orandi's office. 

 

Please e-mail x-rays to office@shireneorandidds.com if possible. 

 

Also, please release records for my following family members: 

 

________________________________     _________________________ 

(Name)                                                         (Date of birth) 

 

________________________________     _________________________ 

(Name)                                                         (Date of birth) 

 

________________________________     _________________________ 

(Name)                                                         (Date of birth) 

 

________________________________     _________________________ 

(Name)                                                         (Date of birth) 

 

________________________________     _________________________  

(Name)                                                         (Date of birth) 

 

 

 

 

___________________________________________________________ 

(Signature)                                                   (Date) 

 

Reason for leaving office_______________________________________ 

____________________________________________________________ 
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