
 
 

INFORMED CONSENT FOR TREATMENT 
 
I understand that by initialing and signing below, I am requesting and authorizing the procedure(s) 
to be performed and I have read and understand the possible risks and complications of the 
procedure(s).  
 
I understand that I am having the following dental procedures completed today: 
 

X-rays & Photographs: (Taking of intra-oral and extra-oral radiographs). Benefits of treatment: taking x-rays 

enables us to view dental cavities, abnormalities, development and eruption of teeth. X-rays and photos are also 

necessary for proper diagnosis and evaluation purposes. Alternatives of treatment: none; limited visual examination. 

Common risks: radiation exposure to soft and hard tissues. Consequences of not performing the treatment: missed 

diagnosis. Initial: _________ 

                               

Prophylaxis: Today I will be receiving a professional prophylaxis (cleaning) by a Registered Dental Hygienist. Dental 

cleanings are essential for maintaining health in your mouth. Overtime, bacteria, food debris, and calcified (hardened) 

material can accumulate on your teeth that your tooth brush cannot remove. Some people get this accumulation much 

quicker and in greater amounts than others. It may be recommended that you receive professional cleaning every 3, 4, 

6 or 12 months depending on your level of need. Risks: Teeth may become sensitive to air, hot or cold stimuli, TMJ 

(Jaw Joint) may become tender due to prolonged mouth opening, & tenderness may be present in the gums for a short 

time after a cleaning. Initial: __________ 
 
Treatment Plan Estimates: I understand that fees quoted to me for treatment are only an estimate and subject to 

modification depending upon unforeseen or un-diagnosable circumstances that may arise during the course of 

treatment. I understand that regardless of any dental insurance coverage I may have that I am responsible for payment 

of any and all dental treatment rendered. There has been no guarantee or assurance made by anyone in regard to the 

dental treatment I am authorizing.  Initials: __________ 
 
 
NOTICE: By signing this agreement, you are agreeing to have any issue of fees, treatment, or alleged 
malpractice decided by a binding neutral arbitration, and you are giving up your right to a jury or 
court trial. 
 
Print Name: _________________________________________________________ 
 
Signature: ___________________________________________________________ 
 
Today’s Date: ____________________________________ 
 
Witness:______________________________________________________________ 
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EL PASEO DENTAL CARE 
Patient Information 

 

Patient Name: _____________________________________________________             Date of Birth:_________________________ 
 
Preferred: _____________________________    Male: _____   Female: _____                Single: ____ Married: ____ Child: ____ 
 
Parent/Guardian if patient is a child: _______________________________     Patient SS# __________________________________ 
 
Home Address: _________________________________________City:_________________________ State:______ Zip:__________ 
 
Home Phone: ________________________________________  Cell Phone: ______________________________________________ 
 
Work Phone: ___________________________________   Employer: ____________________________________________________ 
 
Email Address: __________________________________________  Best time to call: ______________________________________ 
 
Whom may we thank for referring you to our office: _________________________________________________________________ 

Medical History Update 
GENERAL HEALTH: ☐ EXCELLENT ☐ GOOD ☐ FAIR ☐ POOR 

☐Y ☐ N Under a physician’s care now?  

☐Y ☐N Any hospitalization in the past 5 years?   

☐Y ☐ N Any serious illnesses/surgeries?   

☐Y ☐ N Use tobacco in any form?      If Yes, Type:   

☐Y ☐ N Is pre-medication required before dental visits due to heart condition or artificial joint? 
 
 

 

FEMALE PATIENTS:  ☐Y ☐N Currently nursing? ☐Y ☐N Currently pregnant? Due Date:   
 

 
Do you know of any reason why routine dental procedures might pose a risk to you, our staff, or other patients? ☐ Y ☐ N 
If yes, please describe: 

   
 

Is there anything important about your medical condition we have not asked? ☐ Y ☐ N    If yes, please describe: 

   
 

 
\ 

Dental Insurance Information 
 
 

Name of Primary Insurance: ___________________________________Group #:______________________________ 

Subscribers Name: ________________________________________________Subscribers DOB:__________________ 

Subscribers SS# or Ins ID#___________________________________ Employer: ______________________________ 
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