Potient's Signature

CONSENT FOR TREATIMENT

| hereby autharze doctor or designatee stoff 10 take x-rays, stuay moedels, pho

) 4

MIIQPNS,
.

and other dicgnostic aids deemed appropnate Sy goctor to make ¢ thorcugh diagnosis

of (ncme of patient 's dental needs

Upan such diaganosis, | autharize doctor te cerform all recommencsd tregimeant
mutually agread upon by me and to employ such assistance Qs required o provide
Droper cam

| agree 10 the use of anasthelics, sedotives and cother medication as necessary, | fully

understand that using cnesthetic «

=rnits embodiaes certain ris<s | understand that |

can ask for a cemplete r2cial of gny possibie comelicalions.

2 consant to the doet

e fo icciors or designated staff's use ana disclosure of any oral,

Q

written Or electronic heaitn records that are individually iIcentitiakle as mine for the
curcese of carrying cut my trectment, payment and heglth care operations. |

unaerstond that only The minimum amount of information necessary t
care wil be used or disclased and that a not

oensongl heatn nfaormaotion is ovailakle

o provide guolty
ce fully cutining the prorection of my

fagree 1o oe responsible for paymen: of all services renderad on my behalf or my

cepencernts, | understand that poyment is due o1 the time of service unless ofher
agrrangements have been made. In the avent payments are not ieceived by agreed

unon dates, L undersiand Inat a 1-1/2% late cnarge (18% APR) may be added o my
ccount. If raquirea. | also understand o check of my credit history may be made
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Parent/Responsiole Party's Signature B LS £ Relohonship ta Fatient




