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PATIENT NUMBER (800@3§‘
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After an examination, the dentist has ex%ayd e ﬁy dental cﬁﬁgr@ i@‘éﬂ@ 0

The@ @t@ﬁeco@ended the follo Xﬁ% tré&%@ » DO NO
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The d@t@ ha@ilgsed me %wgfé{ow@ @fsks and consequences of the treatment:

The d@ Qas Evnsed me of the risks and consequences should | choose not to have this treatment done:
The dentist has advised me of the following alternative treatments:
The dentist has advised me of the following risks, advantages and disadvantages of these alternative treatments:

| hereby authorize

Doctor’s Name
and whomever he/she may designate as his/her assistants, to perform the following treatment or procedure:

| realize that in spite of the possible complications and risks, my contemplated treatment is necessary and desir; ﬁ
by me. | am aware that the practice of dentistry is not an exact science and | acknowledge that @r@@wﬁ
been made to me concerning the results of this treatment or procedure. n@

| am allergic to the following antibiotics, drugs, medications and foods ﬂ% &
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hayeih t@ﬁpon ity to ask que o&f & ve answers t @esﬁge explanatlons for all questions
o@n ical co @, t@ﬁg) and altern ﬁ&t&t atment and procedures, and the risks and potential
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compllcatlons m ted a& aﬁ&rﬁ fy&treatments and procedures, prior to signing this form.
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Panent or Guardian’s Signature Date

| personally have explained the above information to the patient or the patient’s guardian.

Dentist’s Signature Date

Witness's Signature Date
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