
 
 
 

Date: 
 
 
To:  __________________________ 
 
       __________________________ 
 
       __________________________ 
 
Name of Patient::  ________________________ 
 
                               ________________________ 
 
                               ________________________ 
 
Please forward any pertinent dental records, including any recent 
dental x-rays, on the above named patient to the office of Bayview 
Dental Associates. You may email the records to the following 
email  
address:  Bayview.clinical@Portland.TWCBC.com 
 
Your cooperation in this matter is appreciated. 
 
 
Patients Signature  ________________________________ 
(Parent or Guardian) 

 


