GENERAL CONSENT FORM

Please read this form carefully. Should you have any questions, our office professionals will
be delighted to help you.

1. Thereby authorize and direct Smith Family & Cosmetic Dentistry, and /or dental
auxiliaries to perform dental treatment with the use of any necessary or
advisable radiographs (X - Rays) and/or any other diagnostic aids in order to
complete a thorough diagnosis and treatment plan.

2. lunderstand that certain parts of the treatment may be performed by certified
paraprofessionals (Dental assistants) other than the dentist.

3. Tlalso authorize Smith Family & Cosmetic Dentistry and/or dental auxiliaries to
take and to use photographs, radiographs, other diagnostic materials, and
treatment records for the purposes of teaching or care coordination. The
photographs shall be used for dental records, teaching or use on the office’s web
page. Itis specifically understood in any such publication or use no patient will
be identified by name. The aforementioned photographs may be modified or
retouched in any way that my dentist, in his discretion, may consider desirable.

4. Tunderstand x - rays, photographs, models of the mouth, and/or any other
diagnostic aid used for an accurate diagnosis and treatment planning are the
property of the doctor but copies are available upon request and a fee may be
charged.

5. In general terms, the dental procedure(s) can include but not be limited to:

A. Comprehensive oral examination, radiographs, cleaning of the teeth, and the
application of topical fluoride.

B. Application of plastic “sealants” to the grooves of teeth.

C. Treatment of diseased, or injured teeth with dental restorations (fillings),
crowns, or root canal treatment.

D. Oral surgery: Extraction of one or more teeth, excision of hyper plastic and/or
pericoronal tissue, frenectomy, exposure of unerupted tooth, and dental
implant placement.

E. Placement of space maintainers and /or replacement of issing teeth with
dental prosthesis.

F. Treatment of diseased or injured oral tissues secondary to traumatic injuries
and/or accidents and/or infection.

G. Antibiotics, Analgesics, Local Anesthetics and other medicines that may be
administered can cause allergic reactions such as redness and swelling of
tissues, pain itching, vomiting and/or anaphylactic shock. Injections of local
anesthetics can cause paresthesia (numbness) of the teeth, lips and
surrounding tissues. Though quite rare, this numbness can sometimes be
permanent.

Over....



[ understand that the doctor is not responsible for previous dental treatment. |
understand that, in the course of treatment, this previously existing dentistry may
need adjustment and/or replacement.
. I realize that guarantees of results or absolute satisfaction are not always
possible in dental health service .
. IT'have answered all the questions about my or my dependent’s medical history
and present health condition fully and truthfully. I have told the dentist or other
office personnel about all medical conditions, including allergies. I also
understand if I, or my dependent ever had any changes in health status or any
changes in medication(s), | will inform the doctor at the next appointment.
. lauthorize Smith & Family Cosmetic Dentistry to forward a review of findings
and/or any other dental information to the referring doctor (if such has been the
referral source) or any other health care giver for his/her records, as well as any
third parties such as insurance companies who may request information.

[ hereby acknowledge that [ have read and understand this consent and the meaning of its
content. All questions have been answered in a satisfactory manner and I believe I have
sufficient information to give this informed consent. I further understand that this consent
shall remain in effect until terminated by me.

Patient Name

Person Authorized to Consent Relationship to Patient

Signature Date
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