
 

 

 

 

     Record Request Form 

I, (Parent or legal guardian name) ___________________________________________ herby request 

that ALL records for ( NAME OF CHILD OR CHILDREN)______________________________________ 

From: Pediatric Dental Land  

8320 W. Sunrise Blvd St.210 Plantation FL 33322 

Be forwarded to: _______________________________________________________________________ 

 

Thank You,  

Signature:X____________________________________________________ 


