11/11/2008 www.TheGreatSmile.com Page 1 of 1

CONSENT FOR TREATMENT

1. I hereby authorize doctor or designated staff to take x-rays, study models, photographs, and other diagnostic aids deemed appro-
priate by doctor to make a thorough diagnosis of (name of patient) ’s dental needs

2. Upon diagnosis, I authorize doctor to perform all recommended treatment mutually agreed upon by me and to employ such as-
sistance as required to provide proper care.

3. T agree to the use of anesthetics, sedatives, and other medication as necessary. I fully understand that I can ask for a complete
recital of any possible complications.

4. T agree to be responsible for payment of all services rendered on my behalf or my dependents. I understand that payment is due
at the time of service unless other arrangements have been made. In the even payments are not received by agreed upon dates, 1
understand that a 1.5% late charge (18% AOR) may be added to my account.

5. T understand that any insurance or reimbursement program is a contract solely between me and that company. I understand that I
am ultimately responsible for my accounts regardless of insurance payment.

PATIENT’S SIGNATURE:

DATE:
PARENT/RESPONSIBLE PARTY’S SIGNATURE:

RELATION TO PATIENT:

This information is NOT shared with anyone outside this office. This material is strictly confidential and collected soley for the use of this office to process your medical/dental records chart. This
data will be stored in your dental record. This information will not be shared with anyone without written consent that is signed and dated only by you

The Art of Dentistry 7960 S. University Blvd. Suite 200 Phone: (303) 773-9400
Dr. Peter Amundson, D.M.D., P.C. Centennial CO, 80122 Fax: (303) 773-9518


kristenmattingly
Line

kristenmattingly
Line

kristenmattingly
Line

kristenmattingly
Line


	Print Patient Name: 
	Date: 
	Parent/Guardian Signature: 
	Relationship to Patient: 


