- Gen_eral Consent to Treat

Please read the information below and sign.

1. I understand, and of my own free will and coming to Iroquois Dental Center for

diagnosis and treatment for any, or all of the following services:
a. Cleanings

Fillings

Crown/bridge

Extractions

Root canals

partial/denture

Implants

Scaling and root planing

Other
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2. Drug and Medication:
I understand that antibiotics and analgesics and other medications can cause
allergic reactions causing redness, swelling of tissue; pain, itching, vomiting,
and/or anaphylactic shock (severe allergic reaction). Please let us know
immediately if you have any allergies to antibiotics, analgesics, or other
medications.

3. Change in treatment plan:
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 a routine restorative procedure. I give my permission to the dentist to
make any/all changes and additions as necessary.

4. Removal of teeth
Alternatives to removal are available in most cases including root canal therapy,
crown/bridge, implant. At this office we will always do our best to provide the
best treatment for our patients on a case by case basis, and help to improve and
educate their oral health.

Patient/guardian Date




