
 

 

 

Records Release Form 
 

I give my permission to have all of my records and xrays released to the following 
provider. 

 

Dr. Valerie Preston, DDS PA                
8320 Falls of Neuse Road             
Raleigh NC 27615             
919-518-0540                  
frontdesk@vprestondental.com 

 

Patient Name: _____________________________________ 

DOB: _____________________________________________ 

 

 

________________________________  _________________________                                                 
Signature        Today’s Date 


