
Sidney D. Kelly Family and Cosmetic Dentistry 
Sidney D. Kelly, DMD & Jacob D. Kelly, DDS 

 
REQUEST OF RECORDS FORM 

 
Previous Dentist Requesting From: 
 

Name: __________________________________________________________ 
 

Address : ________________________________________________________ 
 
Phone: ________________________________  Fax:  __________________________ 
 
Email: ___________________________________________________________ 

 
 
I authorize the release of all current x-rays, dental records and relevant correspondence 
on myself and following members of my family be released and sent to: 
 

Dr. Sidney D. Kelly Family and Cosmetic Dentistry 
2360 Professional Drive, Suite 100, Roseville, CA  95661 

916-782-9479  
Email:  ​dr.sidkelly@gmail.com 

 
__________________________________________________________________ 

            Print: Requester’s Name            Date of Birth 
 

__________________________________________________________________ 
            Print: Family Member            Date of Birth 
 

__________________________________________________________________ 
            Print: Family Member           Date of Birth 
 

__________________________________________________________________ 
            Print: Family Member           Date of Birth 

  
 
 
Patient/Parent/Guardian Signature: ________________________________________________  
 
                                              Date : ________________________________________________ 

mailto:dr.sidkelly@gmail.com

