DENTAL TREATMENT CONSENT FORM

Please read and initial the items checked below ‘ :
and read and sign at the bottom ofform. _ C Patient Name

1.WORKTO BE DONE : .
| understand that | am havnng the following work done Flllmgs Bridges ___Crowns Extractions_
Impacted Teeth Removed.__ General Anesthesia Root Canals___ Other. ‘
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