PATIENT CONSENT TO TREATMENT

Dr. _______________, has explained to my satisfaction the nature of [INSERT CONDITION TO BE TREATED] to me, the potential consequences of this condition  if left untreated and his/her opinion as to the likelihood that these consequences will actually occur.

Dr. ________________ on [INSERT DATE OF DISCUSSION] explained the appropriate treatment and alternative treatment options for my condition, the risks involved with each of these treatment options and his/her opinion of their likelihood of occurring.
On [INSERT DATE OF DISCUSSION] I was given the opportunity by Dr. ________________ to ask questions regarding my condition and the suggested treatment and the treatment alternatives.  Dr. _____________________ also told me that if I had any further questions or concerns to contact him/her.  He/she said that we could discuss any additional questions or concerns.  As of [INSERT DATE OF DISCUSSION] Dr. _______________ answered all my questions to my satisfaction.  
Dr. ________________ also explained to me that I could obtain a second opinion and/or further consultation from another dentist if I so desire.

At no time did Dr. _______________ provide me with any warranty or guarantee as to the specific results of the proposed treatment for my condition.
Taking all of the above information into consideration, being at least 18 years of age and otherwise competent to make my own medical decisions and fully understanding the nature and possible consequences of [INSERT CONDITION TO BE TREATED], the course of treatment and the risks inherent in such treatment, I consent to [INSERT DESCRIPTION OF TREATMENT].




 
Printed Name: 










Dated:







IF THE PATIENT IS LESS THAN 18 YEARS OF AGE
I, [______________________ INSERT OF NAME OF PARENT OR LEGAL GUARDIAN], sign this form on behalf of and consent to the treatment explained above to be provided to [_________________________ INSERT PATIENT NAME].





 
Printed Name: 










Dated:
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