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INFORMED CONSENT

General Consent for Treatment

I understand that I have the following conditions requiring dental treatment 
in the opinion of my dentist:

SIGNATURE OF PATIENT _________________________________________________________________________ DATE ______________________________

     WITNESS _________________________________________________________________________________ DATE ______________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________

All dental and anesthetic procedures have associated risks. These may be, but are not limited to:

I understand the recommended treatment for my conditions, the risks of such treatment, 
any alternatives and risks, as well as the consequences of doing nothing. 
Any fee(s) involved have also been explained. All of my questions have been answered, 
and I have not been o!ered any guarantees.
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