
 
 

 

 

 

 

 

 

 

I, _____________________________, request that you release all of my x-rays and 

relevant healthcare records to Denis C. Scharine DDS.   

 

Please contact the office of Denis C. Scharine, DDS with questions or concerns at 

920.446.2213.   

 

Thank You,   

 

 

 

 

Signature_________________________ 

 

 

Date_____________________________ 


