
General new patient consent form

Informed consent for dental treatment

Please read and initial the following. If you have any questions please ask your doctor prior to initialing 

I understand dental treatment has potential risks and consequences. Likewise, so does the refusal of denial of dental treatment. Untreated
conditions may lead to pain, swelling, infection, tooth loss and or other severe consequences. I understand that dentistry in not an exact
science and that no exact results can be assured or guaranteed by reputable practitioners.  

I understand that it is very important to provide my dentist with accurate information before, during, and after treatment. I understand that It
is equally important to follow dentist’s advice and recommendations regarding medication, pre and post treatment instructions, referrals to
other dentists or specialists, and return for scheduled appointments. I understand that failing to follow the instructions and advises of my
dentist, may increase the chances of a compromised prognosis “poor outcome.”

I have had the opportunity to have all of my questions answered by my dentist.

1. Preliminary consent for treatment 

I understand I am having any or all of the following done today: Exam, radiographs “x-ray” and cleaning
“prophylaxis.”

Initial *

2. Medications, substances and medical condition

I understand that antibiotics, analgesics “pain medicines” and anesthetics, latex and other substances
can cause allergic reactions resulting in redness and swelling of tissue and itching, pain, vomiting and/or
more severe allergic reaction. I have informed the dentist of any known allergies and/or medical
conditions, including the possible pregnancy on my medical history form.

Initial *

3. Changes to treatment plan 

I understand that during treatment it may be necessary to change or add procedures because of
conditions found during treatment that were not evident during the initial examination. Some of these
changes are, but are not limited to, root canal therapy that is necessary following the placement of “deep
filling” or crowns recommended after placement of “large fillings”. I authorize my dentist to make any
changes and or additions to my treatment plan as necessary.

Initial *

4. Dental benefits

I understand that treatments that my dentist recommends are based on what he determines is best for
my dental health and not necessarily based on what an insurance plan will pay. Therefore, I understand
that my insurance may not cover all aspects of my treatment plan and I will be financially responsible for
any treatment not covered by the insurance plan, if any. I understand the financial breakdown provided to
me is an estimate of insurance benefits and actual coverage may differ due to frequency limitations,
group coverage, incomplete information provided by my insurance company, etc. I also acknowledge that
I am responsible for any balance remaining in the event that my insurance coverage is terminated for any
reason.

Initial *

5. We ask for at least 48 hour notice if you need to make any changes to your appointment. Please note
that charges may be applied for broken or missed appointments without a 48-hr notice ($100 per hr)

Initial *

6. Disclaimer: If a referral to a specialist is given please feel free to find a specialist on your own. The
referral we provide is simply a suggestion.

Initial *

* Date *
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