
INFORMATIONAL PURPOSES ONLY

X-RAY CONSENT WITHHELD

This will serve to document that I have refused to allow Dr. __________________ to take

radiographs (x-rays) of my teeth for the purpose of diagnosis.  I have had explained to me that my

care would benefit from having x-rays taken and I understand the risks to my health of not having

the x-rays taken.

_______________________________________ _________________
Patient’s Signature Date


