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CONSENT FOR TREATMENT

I, 1 heeby outhome dociof or cedignated staffl 10 foke x-1oys, study mades, pholograpis.
and ofher diognostic aids deemed opprogriaie by coctor fo make o thorough diognoss
of (neme of patiant) s dental needs,

2. Upon such diognosis, | authorize doclor to perform oll recommended freatment
mutually ogreed uoon by me ond 1o empioy such austance a: requred o provides
aropar core,

2. bagree to fhe use of cnesthelics, sedatfives and other medication as nacassary, | Hully
uncaniand thal usng anasthatic ogents embodies certaln risks. | understond that |
con ask for o complete recitol of ony posslble compscotions.

4, 1give consent to the doctors or dessgnated siall's e and disclosura of any ongl,
wiittan or elecironic health records thai are Indivicually kKenfifiable as.mine for the
purposa of corrylng oul my treatment, poyment ond healin cora operatians. |
understand that ondy the minimum cmeunt of nformation necassary to provide quality
care wlll be used or disciosed ond that a notice fully outining the protection of my
persanal health informotion B availoble.

5. | agres 1o be responsibie [or paymant of ol services rendarad on my behall o my
dependents. | understond that poyment s due at the time of sernvice unlass other
arrangemants have been mode, In the event payments amg not recenved by agraed
upon dates. | understand that a 1-1/2% late charge (18% APR) moy be added to my
account. If reguired, | oiso undesiand a chack of my credil higtory may ba made.
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