
Bryan T. Harris, D.M.D.   |   Taylor Ruby, D.M.D  
12010 Shelbyville Road, Ste. 100 

Louisville, Kentucky 40243 

502-589-4671

Email: info@smilelouisville.com 

I, _________________________________________authorize the release of information 

concerning dental care history for the following patient’(s) to the office below. 

Patient(s) Name: _____________________________________________________ 

Address: _____________________________________________________________ 

City, State, Zip: ________________________________________________________ 

Phone: ________________________________ 

Date(s) of Birth: _____________________________ 

Transfer Records To: 

Dr. Bryan T. Harris and Dr. Taylor Ruby 
12010 Shelbyville Road, Ste. 100 
Louisville, Kentucky 40243 
Email: info@smilelouisville.com 

________________________________________     ___________________ 

Patient or Guardian Authorized Signature                    Date 

________________________________________     ___________________ 

Office Signature     Date of Transfer 

karaomalley
Cross-Out
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