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PARENTAL CONSENT FORM FOR DENTAL TREATMENT

Child’s Full Name:

Date of Birth:

Although every effort will be made to adhere to the proposed treatment plan,
unforeseen circumstances or conditions may require a departure from the plan. If
you are unable to remain in the dental office while your child is receiving dental
treatment the following circumstances will apply:

| am leaving the treatment of my child to the doctor’s judgment and experience. |
understand that other treatment may need to be rendered by the doctor or within
the scope of routine hygiene care as followed by the American Dental
Association. This includes the rendering of x-rays and fluoride. The doctor,
hygienist and staff have permission to do whatever they feel necessary.

In the event the parent or guardian needs to be contacted, they can be reached
at the following phone number:

This consent is for the duration that the below named minor patient is undergoing
treatment at our office as a patient of record. The termination of this consent is
only granted in the event the below minor becomes eighteen years of age or the
parent or guardian revokes the consent in writing to Matthew E. Sheldon, DMD,
P.A.

Parent or Legal Guardian (Print):

Parent or Legal Guardian Signature:

Date:



http://www.drmattsheldon.com/

