CONSENT FOR TREAIMENT

1. I hereby authorize doctor or designated staff 1o take xrays, study models, phofogrophs.
i other diagnostic cids desemed appropriafe by docior 16 make a thorough diagnosis

ime of patient) 's dentai needs.

2. Upon such dic;‘”‘r‘;a‘)sés, Vauthorize doctor to perform ol recommendesd iregtment
em

fed
rutually g ploy such assistance as required 1o provide

Lt 34 wi

DIODEr Care,

3. Lagree to the use of anesthetics, sedatives ond other
undsrstond incﬂ‘ usi 1{; ol 'ﬂ@“‘féf: agents embod
an ask for ¢ complet W possible complications.

4, e consent To the doctor's or designated staff's use anx osure of any ;
wiitten or electronic heagith records that are individudally identificble as mine for the
purpose of carrving out my freatment, payrent and health care operations. |
understand that only the minimum amount of ind ormcﬁ,an neceassary 1o provide quality
care will be used or disclosed and ng the protection of my
cersonal health Informationis ¢ f@%i@i

5 . to be responsible for paviment of all services rendered on my bahalf or my

P understand that payment i due at the fime of sewvice uniess other
nts hove bee“ made. In the event paymenis are nct recaived by agreed
Lunderstand that a 1-1/2% late charge (18% APR) may be added 1o my
requirad, | 03 o understand o check of my credit history may be mads.
Patierd’s Signuture Date Witness

Parent/Responsible Party's Signature elationship 1o Patient




