
 



 



 



GENERAL CONSENT FOR DENTAL TREATMENT 

Please read the following consent form carefully and we encourage you to ask us anything that you do not understand.  We will be 

glad to explain it to you. 

I hereby authorize and direct Dr. Gobran to perform dental treatment on me, which includes any necessary local anesthesia, 

radiographs or diagnostic aids such as photographs or dental models.  I understand that none of the procedures listed below will be 

performed without first obtaining my verbal consent.  I also understand that alternative methods of treatment, if any, along with their 

advantages and disadvantages will be explained to me.   

In general terms, dental treatment authorized may include one or a number of the following: 

 Local Anesthetic 

 Cleaning of teeth and application of topical fluoride 

 Treatment of periodontal disease with deep cleaning 

 Application of sealants to the grooves of teeth 

 Treatment of diseased or injured teeth with composite filling material 

 Replacement of missing teeth with implants, bridges, partials or dentures 

 Extraction of one or more teeth 

 Treatment of diseased or injured oral tissues (hard and/or soft) 

 Treatment of mis-aligned teeth 

 The use of sedative medications to control apprehension and anxiety 

 

I am advised that good results are expected in general, however the possibility of complications cannot be accurately anticipated.  

Therefore, no guarantee, expressed or implied, can be given to me regarding any treatment.  I fully understand and authorize Dr. 

Gobran to perform any necessary treatment that is in her judgment as long as it is in my best interest and I have been advised of 

my financial obligation. 

I understand that there are some risks in the administration of local anesthetics. Most risks are related to the position of the nerves 

under the tissue at the site of the injection, which cannot be determined prior to the administration of the anesthetic agent.  Although 

the risks seldom occur, they may include loss of, or disturbed sensation of the tongue and lip on the side of the injection.  If this 

occurs, it is often temporary, and normal sensation usually returns in several days.  However, in very rare cases, the loss of 

sensation may extend for a longer period and may become permanent.  In addition, injecting a foreign substance into the body such 

as an anesthetic agent, may result in an allergic reaction. Allergic reactions to these agents are rare, but may take place. 

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

working on the gums or teeth that were not discovered during examination (the most common being the need for root canal therapy 

following routine restorative procedures).  I understand that calculus removed on the teeth that has been present for a long period of 

time sometimes creates spaces between teeth that were not previously visible due to the presence of calculus. 

I understand that insurance does not cover 100% of all services.  Insurance is designed to give assistance, not full payment.  

Deductibles and copayments are my responsibility and are expected at the time of service.  I further understand that it is my 

responsibility to inform the office of any changes in insurance coverage prior to services being rendered.  

Account balances over 90 days are subject to an 18% interest charge and delinquent accounts are subject to submission to a 

collection agency, attorney or small claims court. 

I understand that a notice of 2 working days is appreciated for any appointment changes and cancellations (or failure to show up) 

within 24 hours are subject to a service fee of $50.00 per scheduled hour. 

I certify that I have read and fully understand this consent.  I have been given the opportunity to ask questions regarding this 

consent.  I also understand that this consent will remain in effect until such time I choose to terminate my relationship with the office 

and I have advised them of such termination. 

__________________________________________     _________ 
Patient (or guardian) Signature        Date 

 



 


