
CONS'ENT :fO'R T'R'E.JtTM'ENT

1. I fiereby autfiorize doctor or desiqnated staff to take x-rays,
stuay models, yfiotograyfis, ana otfier diaqnostic aids deemed
appropriate by doctor to make a tfiorougfi diagnosis of

(name of yatient) 's dental' needs.

2. 'Upon.such. diaqnosis, I autfiorize doctor to yerform a{{
recommended' treatment mutuailv aqreed. uyon by me ana to
emy{oy such. assistance as require a to yroviae yroyer care.

3. I agree to tfie use of anestfietic, sedatives ana otfier medication as
necessary. I furry understand. tfiat using anestfietic agents embodies
certain risks. I understand. that I can ask for a complete recitai of
any yossib{e complications.

4. I give consent to the doctor's or desiqnated. staffs use ana
disclosure of any oral; written or eiectronic fiea{tfi records that are
indivic£ua{{y ic£entifiabfe as mine for tfie yuryose of carrying out
my treatment, yayment ana fiea{tfi care operations. I understand
that on{y tfie minimum amount of information necessary to

provide quafity care wife be used. or disclosed. ana tfiat a notice
furry outlininp tfie yrotection of my yersona{ fiea{tfi information is
availahte.

5. I agree to be responsible for yayment of a{{services rendered on
my behalf or my dependents. I understand. that yayment is due at
tfie time of service unless other arrangements have been made. In
tfie event yayments are not received by aqreed. uyon dates. I
understand. that a 1-1/2% fate charge (18% .JlPR) may be added. to
my account. If re quire a, I also understand. a checi: of my credit
historq may be made.

Patient's Signature'----- 'Date. _

Parent/Responsibie 'Party's Signature'----- _

Relationship to 'Patient _


