PEDIATRIC INFORMATIONAL
INFORMED CONSENT



Name of child (PRINT)		and 	DOB

___________________________________	__________________________

This information is provided to help you understand the treatment the dentist has recommended for your child. Before treatment begins, we want to be certain that we have provided you with enough information in a way you can understand, so that you're well informed and confident that you wish to proceed. This form will provide some of the information. The dentist and staff will also have a discussion with you. PLEASE BE SURE TO ASK ANY QUESTIONS YOU WISH.

PERMISSION FOR RESTORATIVE AND/OR DIAGNOSTIC PROCEDURE AND/OR TREATMENT
1. 	I hereby authorize Dr.________________________ 	and the staff to perform upon my child the following operation(s) and/or procedure(s):
 	Composite Resin (White) fillings and/or sealants
___      Amalgam (Silver) fillings
 	Stainless Steel (silver) Crowns
 	Pulpotomy (Nerve Treatment)

2.      All restorative materials have been explained to me, including risks and benefits of each, indications for use and expected outcomes. If applicable, I have been shown a stainless steel crown and have also seen an example of a white and/or silver filling.   Dr.(s)_______________________	has explained to me the indications of a pulpotomy (if applicable) as well as the procedure involved.

3. 	Dr.(s)_________________________has fully explained to me the nature and purposes of the operations(s) procedure(s) and has also informed me of expected benefits and complications (from known and unknown causes), attendant discomforts and risks that may arise, as well as possible alternatives to the proposed treatment, including no treatment. I have been given the opportunity to ask questions, and all my questions have been answered fully and satisfactorily. I acknowledge that no guarantees or assurances have been made to me concerning the results of the above operation(s), treatment(s) or procedure(s).

4. 	It has been explained to me that during the course of treatment unforeseen conditions may be revealed that necessitate an extension of the original procedure(s) set forth in paragraph 1 and the treatment plan. I therefore authorize and request that the dentist and staff perform such related surgical procedures and administer what is necessary and desirable in the exercise of their professional judgment.

5. 	I further consent to the administration of such anesthesia and/or sedation as may be considered necessary. I recognize that there are always risks to life and health as well as benefits and alternatives associated with anesthesia and/or sedation and these have been explained to me.

6. 	I confirm that I have read and fully understand the above and that all the blank spaces have been completed prior to my signing.

7.   I understand that it is my responsibility to notify _______________________________ should any undue or unexpected problems occur or if my child  experiences any problems relating to the treatment rendered or the services performed.
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INFORMED CONSENT: I have been given the opportunity to ask any questions regarding the nature and purpose of the recommended treatment and have received answers to my satisfaction. I do voluntarily assume any and all possible risks, including the risk of substantial harm, if any, which may be associated with any phase of this treatment in hopes of obtaining the desired and/or any results from the treatment to be rendered to my child. The fee(s) for these services have been explained to me and I understand the treatment plan is only an estimate and is subject to change based on my insurance and/or changes in treatment. I understand any service(s) unpaid by my insurance is my responsibility and accept this as satisfactory.

By signing this form, I am freely giving my consent to authorize Dr.(s)____________________and staff involved in rendering any services deemed necessary or advisable to treatment of my child's dental conditions, including the administration and/or prescribing of any anesthetic agents and/or medications. IHAVE RECEIVED A COPY OF THE TREATMENT PLAN(S).



__________________________________________	____________________________________
Patient’s name (print)					Signature of patient, legal guardian or
							Authorized representative

__________________________________________	________________________
Witness to Signature					Date

