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TREATMENT ADVISED ( 210N 9alG3U00):

INITIAL ESTIMATED COST ( 5:6Md&§)986)1Q aBHGRUD oflrInd ) :

Notes ::

PATIENT TREATMENT INFORMED CONSENT

| have been fully informed of the nature of the procedures involved in the treatment of my dental
conditions, the procedure to be utilized, the risks and benefits of the treatment, anesthesia selected
and the necessity for follow-up and self-care. The treatments have been decided in consultation with
me after analysing the risk to benefits and the costs involved.
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| have had an opportunity to ask any questions | may have in connection with the treatment and to
discuss my concerns with the Doctor.
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| hereby consent to the performance of procedues as presented to me during consultation and the
treatment plan as described in this document.
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| CERTIFY THAT | HAVE READ AND FULLY UNDERSTAND THIS CONSENT DOCUMENT.
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Name of Patient / Guardian / bystander

Signature of Patient / Guardian / bystander : Date :



