
FAYE E. LICATA, D.M.D., F.A.G.D., P.C. 

111 HILLTOWN VILLAGE CENTER #200    CHESTERFIELD, MO  63017 

(636)532-2101       Office@LicataDental.com 

Request for Access or Transfer of Patient Information 

Privacy Official: Dr. Faye Licata at 636-532-2101/ office@licatadental.com 

Patient’s Name (print):___________________________________________________________ 

Date of Birth: ________________________________ (for identification purposes)  

We will routinely transfer the most recent dental x-rays and any pertinent charting information.  

Describe any additional  records you wish to access and the approximate dates of the records: 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Indicate how you would like the information sent: mailed via USPS or emailed.   

Enter the email address here (PLEASE PRINT VERY CLEARLY!):  

_______________________________@__________________________  

Phone # of office receiving the information:_____________________________ 

I want you to send a mailed copy of the requested records to:  

Name: _______________________________________  

Address: ________________________________________________________________ 

Fees:   Our practice may charge a reasonable, cost-based fee to for copies of patient information, and 

for postage to mail records if requested. 

Questions? Please contact our privacy official listed at the top of this page if you have any questions 

about your request to inspect or copy records.  

If the request is by a patient:  

Patient Signature: ___________________________________________________ Date: _______ 

 If the request is by a patient’s personal representative: 

Print the Name of the Personal Representative: _______________________________________ 

Relationship to the Patient: _______________________________________________________  

I certify that I have the legal authority under federal and state laws to make this request on behalf of the 

patient identified above.  

Signature of Personal Representative: _______________________________________________ 

Date: _______________________________  


