TREATMENT INFORMATION & CONSENT FORM

. lunderstand that endodontic therapy is a treatiperibrmed to retain a tooth, which
otherwise might require extraction. | have bedarmed of possible alternative methods of
treatment including waiting for more definitive ddopment of symptoms, and extraction with
subsequent restorative options.

. During endodontic therapy, certain procedural cecagibns can occur including, but not
limited to, alteration of sensation, i.e. numbnaggarated (broken) instruments, blocked
canals, root perforations, and damage to existamjal restorations. | understand that | must
report any post-treatment complications to the alochmediately.

. Although endodontic therapy has a high degree ofess, it is still a biological procedure, and
as such, cannot be guaranteed. Some teeth thabhdvwendodontic therapy may require re-
treatment, surgery, or even extraction.

. lunderstand that only the endodontic treatmetu Ise performed at this office. | understand
that the restoration (filling, crown, etc.) of taerdodontically treated tooth will be done by my
regular dentist.

. By signing this form, you will consent to our usedalisclosure of your protected health
information to carry out treatment, payment adegf and health care operations. You have
the right to read our Notice of Privacy Practicefobe you decide whether to sign this
Consent. A copy of our notice is available atftoat desk upon your request. We encourage
you to read it carefully and completely before gigrthis Consent. You will have the right to
revoke this Consent at any time by giving us wnitt@tice of your revocation. Please
understand that revocation of this Consent willaféect any action we took in reliance on this
Consent before we received your revocation, andvieanay decline to treat you or to
continue treating you if you revoke this Consent.

. I acknowledge full responsibility for the paymeffitsach services and agree to pay them in
full at or before completion of treatment. We viaél glad to provide you with our master bill
claim form which_youmay file with your insurance carrier, so that yaun be reimbursed by
your insurance company.

. In light of this information, | hereby authorizestproviding doctor to proceed with treatment

on tooth # with an approxrfes of $

Please do not sign this form until you have reviahthe contents with the treating doctor.

Patient signature Date:
(Guardian if minor)

Doctor signature stasdis Initials
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