MAGNOLIA
DENTAL

DENTAL RECORD RELEASE FORM

, , (patient’s name) hereby authorize

(former dentist's name) to provide

(new dentist's name) with copies
of my dental records with respect to any dental care and treatment that | have received.

| understand that the specific type of information to be disclosed includes a detailed report on

examination, treatment provided, x-rays and all other records which pertain to me.

Signed:
(Patient)

Signed:
(Parent, legal guardian, or POA of the patient, if the patient is unable to sign for themselves)

Please send records to:

Practice Name:

Practice Address:

. 14335 W Capitol Drive
N1
9 (262) 783-3311 .D Frontdesk@MagnoliaDentalWl.com 9) Brookfield, WI 53005




	March 3, 2026
	Dear Valued Patients,
	We are writing to inform you that after years of serving the Brookfield community, Magnolia Dental will be closing permanently as of March 19, 2026.
	This decision was not made lightly. It has been a true honor to care for you and your family over the years, and we are deeply grateful for the trust you have placed in our team. As we are preparing to close the practice, we want to ensure a smooth transition for your continued dental care.
	What You Need to Know:
	The last day for appointments is March 19, 2026.
	All appointments scheduled after March 19, 2026, will be cancelled.
	Dental records will be securely maintained for 10 years in accordance with legal requirements.
	To request a copy of your records prior to the clinic closing, please contact us by phone at                 (262) 783-3311, email us at frontdesk@magnoliaDentalWi.com. The attached form must be completed and returned.
	After March 19, 2026, you can request your record by emailing frontdesk@glendbrookedental.com, and your records will be provided within 30 business days of your request.
	For continued care, we recommend:
	Glen Brooke Dental (affiliate office), N213N16755 Glen Brooke Drive, Jackson, WI 53057
	(262) 677-4990
	Brookfield Family Dentistry, SC, 17185 W North Ave, Brookfield, WI 53005
	(262) 821-1000
	Galleria West Family Dental, 18900 W Bluemound Road, Brookfield, WI 53045
	(262) 754-2727
	If you have any questions or need assistance, please do not hesitate to reach out before the closing date. We are here to support you during this transition.
	Thank you for allowing us to be part of your dental health journey. Serving this community has truly been a privilege.
	Warmest regards,
	The Magnolia Dental Team
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