












• Please inform us if you think you are pregnant

Benefits: 

• Detection of decay

• Detection of pathology of the bone or tooth

• Bone loss associated with periodontal

• Integrity of existing fillings

• Impacted or unerupted teeth

It is very important that you provide your dentist with accurate information before, during and 

after treatment. It is equally important that you follow your dentist's advice and 

recommendations regarding medication, pre and post treatment instructions, referrals to other 

dentists or specialist, and return for the recommended cleaning rotation (3, 4 or 6 months). If 

you fail to follow the advice of your dentist, you may increase the chances of a poor outcome 

and possibly require additional or more extensive treatment. 

If you are a woman on birth control medication you must consider the fact that antibiotics 

might make oral birth control less effective. Please consult with your physician before relying on 

oral birth control medication if your dentist prescribes, or if you are taking antibiotics. 

CONSENT: 
I understand that dentistry is not an exact science, therefore: reputable practitioner cannot 

properly guarantee results. I acknowledge that no guarantee or assurance has been made by 

anyone regarding the dental treatment which I have requested and authorized. I understand the 

potential benefits, risks and complications of recommended treatment. This form is intended to 

provide you with an overview of potential risks and complications. Please be certain that all of 

your concerns have been addressed to your satisfaction before commencing treatment. 

Printed Patient Name: 
---------------------------

Signature: ___________________ Date: _________ _ 
(patient, legal guardian or authorized agent of the patient) 

Patient ID: 
----------

Today's procedure: ___________________________ _ 
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