
 

  

 

Welcome 

You have just joined a special group of people-our patients. We are a complete dental care team specially 

trained to offer a wide range of dental services. Your health and comfort is our primary concern with 

our ultimate goal being prevention and control of dental disease. Our purpose is to provide complete 

quality dental care in a gentle caring atmosphere. In order for us to provide excellent patient care on a 

consistent basis, the following below is an outline of our office policies. 

 

Yearly Health History Updates 

We require a completed health questionnaire form each year as required by State laws. For your 

protection we must know the condition of your health. During your initial visit the doctor will perform a 

complete oral examination. This examination will include the necessary X-rays and other procedure 

required to make a thorough and accurate diagnosis. At your six month cleaning appointments the 

doctor will conduct a periodic dental examination. 

 

Your Future Appointments 

We believe every patient should understand the status of their dental condition and 

What is required to restore their mouth to optimum health? After our examination we will discuss a 

practical treatment plan with you. This plan will tell us where we are going, approximately how long it 

will take to get there, and what the investment will be. 

 

Emergencies 

We are available for emergency care. We will take immediate steps to relieve any discomfort you or a 

member of your family may experience. If an emergency situation should arise, please call us as early in 

the morning as possible. 

 

Insurance and Payment 

Our fees are the same as other qualified dentists in our area, and are enough to cover the expense of a 

quality dental care practice... For your convenience we accept Master card and Visa. We also offer a 

cash discount, and are willing to make financial arrangements for extensive treatment. Your dental 

insurance is a contract between you and your company. We will be happy to help you claim all insurance 

benefits to which you are entitled. However you are ultimately responsible for your account. 

 

Missed Appointments  

 

Appointment times are reserved especially for you.  If you come in late, the Doctor may request that 

you reschedule the appointment and you may be charged a fee of $75. If for any reason you should 

need to change your appointment, there will be no charge; provided you give us 48-hour notice (We 

request notice of 48 hours for cancellation of appointments. If appropriate notice is not given, a charge 

of $75may be assessed to the patient’s account. We understand that sometimes last minute cancellations 

are unavoidable. Individual circumstances may be discussed with the office manager and/or the dentist.) 

Please help us serve you better by keeping your scheduled appointments.  We are here to assist you in 

any way possible. Please make your questions and concerns known to our team. Our goal is to ensure 

that you have an outstanding experience. 

 

Your Regular Dental Care 

Our purpose is to provide the highest quality dental care and education to our patients in a comfortable 

environment.  

 

                                           A Smile Is For A Lifetime 

We are dedicated to helping you maintain yours. 
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INFORMED CONSENT FOR DIAGNOSTIC AND PREVENTIVE SERVICES 

PATIENT’S NAME ______________________________________ 

PROCEDURES__________________________________________ 

Comprehensive and Periodic Diagnostic Procedures 

As part of your complete examination, we will look at and feel many of the structures of 

your head, neck, mouth and teeth in order to evaluate their condition. 

We will use a blunt probe under the gums next to your teeth to screen for the presence of 

gingivitis or periodontitis, gum disease that can lead to tooth loss. 

We will take a full set of X-rays (up to 18 X-rays) in order to show us conditions that are 

not visible by looking or feeling. Recent original films of acceptable quality may be 

substituted only if you can bring them with you. We will use modern digital X-ray 

processed that can reduce your radiation exposure by up to 80%. Depending on our other 

findings in this initial or periodic examination, we may also require models or 

photographs to give us complete information. 

DENTAL PROPHYLAXIS 

Treatment for the prevention of periodontal diseases or other dental diseases by the 

cleaning of the teeth in the dental office includes the procedures of DENTAL SCALING 

and DENTAL POLISHING. The treatment may include plaque detection, removal of 

supra (above the gums) and subgingival (below the gums) plaque and calculus (tarter), 

application of caries-preventing agents, checking the restorations and prostheses and 

correcting overhanging margins and proximal contours of restorations, and checking for 

food impactions. 

BENFITS, ALTERNATIVES AND COMMON RISKS 

Only with complete information can we develop an accurate diagnosis and treatment 

plan. There are no effective alternatives to these diagnostic and preventive procedures. 

There are no substantial risks from these procedures, though minor discomfort may be 

experienced by some patients. Risks associated with X-rays are always a concern, but 

modern equipment ensures a negligible exposure. 

CONSEQUENCES OF NOT PERFOMING THESE PROCEDURES 

Inadequate diagnosis and treatment may cause future pain, greater expense for later 

treatment, loss of teeth and medical risks. 

Every reasonable effort will be made to ensure that your diagnosis and treatment is 

completed properly, although it is not possible to guarantee perfect results. By 

signing below, you acknowledge that you have received adequate information about 

the proposed diagnostic procedures that you understand this information and that 

all of your questions have been answered fully. I have provided as accurate and 

complete a medical and personal history as possible including antibiotics, drugs or 

other medications I am currently taking as well as those to which I am allergic. I 

will follow any and all treatment and post treatment instructions as explained and 

directed to me. 
 

           

Patient’s Signature or Guardian (if patient is a minor)   Date 

 

           

Witness         Date 

 

           

Dentist         Date 
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DENTAL TREATMENT CONSENT FORM 

Patient Name_________________________________________ 

Please read and initial the items checked below and read and sign the section at the bottom of form 

1. WORK TO BE DONE: 

I understand that I am having the following work done: 

Fillings     Bridges     

Crowns     Extractions   

Impacted teeth removed   General Anesthesia    

Root Canals Therapy    Other   

2. DRUGS AND MEDICATIONS:    (Initials_______) 

I understand that antibiotics and analgesics and other medications can cause allergic reactions causing 

redness and swelling of tissues, pain, itching, vomiting, and/or anaphylactic shock (severe allergic 

reaction.) 

3. CHANGES IN TREATMENT PLAN:     (Initials_______) 

I understand that during treatment it may be necessary to change or add procedures because of conditions 

found while working on the teeth that were not discovered during examination, the most common being 

root canal therapy following routine restorative procedures. I give my permission to the dentist to make 

any/all changes and additions as necessary. 

4. REMOVAL OF TEETH:      (Initials_______) 

Alternatives to removal have been explained to me (root canal therapy, crowns, and periodontal surgery, etc.) and I 

authorize the Dentist to remove the following teeth____________ and any others necessary for reasons in paragraph 

#3. I understand removing teeth does not always remove all the infection, if present, and it may be necessary to have 

further treatment. I understand the risks involved in having teeth removed, some of which are pain, swelling, spread 

of infection, dry socket, loss of feeling in my teeth, lips, tongue and surrounding tissue (Paresthesia) that can last for 

an indefinite period of time (days or months) or fractured jaw. I understand I may need further treatment by a 

specialist or even hospitalization if complications arise during or following treatment, the cost of which is my 

responsibility.   

5. CROWN, BRIDGES AND CAPS:     (Initials_______) 

I understand that sometimes it is not possible to match the color of natural teeth exactly with artificial teeth. 

I further understand that I may be wearing temporary crowns, which may come off easily and that I must be 

careful to ensure that they are kept on until the permanent crowns are delivered. I realize the final 

opportunity to make changes in my new crown, bridge, or cap (including shape, fit, size, and color) will be 

before cementation. 

6. DENTURES, COMPLETE OR PARTIAL:    (Initials_______) 

I realize that full or partial dentures are artificial, constructed of plastic, metal, and/or porcelain. The 

problems of wearing these appliances have been explained to me, including looseness, soreness, and 

possible breakage. I realize the final opportunity to make changes in my new dentures (including shape, fit, 

si e, placement, and color) will be the teeth in wax  try-in visit. I understand that most dentures require 

relining approximately three to twelve months after initial placement. The cost for this procedure is not 

included in the initial denture fee. 

7. ENDODONTIC TREATMENT (ROOT CANAL):  (Initials_______) 

I realize there is no guarantee that root canal treatment will save my tooth, and that complications can occur 

from the treatment, and that occasionally metal objects are cemented in the tooth or extend through the 

root, which does not necessarily affect the success of the treatment, I understand that occasionally 

additional surgical procedures may be necessary following root canal treatment (apicoectomy.) 

8. PERIODONTAL LOSS (TISSUE AND BONE):   (Initials_______) 

I understand that I have a serious condition, causing gum and bone infection or loss and that it can lead to 

the loss of my teeth. Alternative treatment plans have been explained to me, including gum surgery, 

replacements and/or extractions. I understand that undertaking any dental procedures may have a future 

adverse effect on my periodontal condition. 

I understand that dentistry is not an exact science and that, therefore, reputable practitioners cannot 

fully guarantee results. I acknowledge that no guarantee or assurance has been made by anyone 

regarding the dental treatment which I have requested and authorized. I have had the opportunity to 

read this form and ask questions. My questions have been answered to my satisfaction. I consent to 

the proposed treatment. 

 

            

Signature of patient or the Parent/Guardian If patient is a minor   Date 



 

 

 

 

Payment Agreement 

I agree to the terms of the following agreement and authorize Avanti Dental to charge my above credit 

card on agreed payment amount and dates of payment.  

 

 

 

      

Patient signature 








