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PATIENT CONSENT

FOR PATIENTS UNDER THE AGE OF 18
I, _____________________________, being the parent or legal guardian

of __________________________, give my permission for the following

                    Name of Patient

individual(s) to bring my child to the Wilkes Public Health Dental Clinic for treatment, to approve treatment, and to sign the treatment plan that is recommended in my absence. I understand that I am responsible for any materials given to the person listed below including the Treatment Plan, Appointment Cards, and Written Information. 
I understand that certain procedures require the parent or legal guardian to be present for a discussion with the dentist and to sign an informed consent form before treatment can be started.  These consents cannot be signed by the individuals listed below. 

INDIVIDUALS APPROVED

1. ____________________________________________________________
2. ____________________________________________________________
3. ____________________________________________________________
This agreement may be terminated upon written request.

Patient Name: _________________________________________________________
Signature of Parent or Guardian:____________________________________________
Date:___________________

WPHDC Staff Signature:_________________________________________________
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