
                                                                                                                                                                                 

General Consent Form 

  

I have disclosed my health history information, including allergies, reactions to medicine, 

diseases, and past procedures. I understand that withholding this information may affect the 

outcome of the procedure(s) or course(s) of treatment.  

 

I authorize the undersigned provider and any other qualified assistants or medical professionals 

to perform the procedure(s) or treatment(s) listed below. I also give my consent for these 

individuals to administer any needed medicine and to perform any compulsory life-saving 

procedures. 

 

I authorize any necessary life-saving procedures to be performed in the event of an emergency 

during the procedure(s) or course(s) of treatment. I understand that a blood transfusion may be 

a part of a life-saving procedure and give my consent for necessary blood work. I give my 

consent for the administration of any medication that may be required as a life-saving measure. 

 

I have discussed payment options and agreed upon a payment plan with the insurance company 

and with the undersigned provider.  I do understand that the dental office is collecting payments 

directly from my insurance company as a favor to me.  If the dental office has not received 

payment from the insurance company(s) within three (3) months of the treatment date, I will 

accept responsibility for any balance that is brought to my attention. 

 

I confirm that I understand this form and the information contained therein. I am a native 

speaker of English or have been offered the services of a qualified translator who has explained 

the information in my native tongue.  

 

 

 

_________________________________________ 
Patient Name 
 
_________________________________________ 
Signature (Patient/Parent/Guardian) 
 
_________________________________________ 
Date 


