




 

 

GENERAL DENTISTRY INFORMED CONSENT FORM  

 

1. EXAMINATION AND X-RAYS  
I understand that the initial visit may require radiographs in order to complete the examination, 
diagnosis, and treatment plan.  

2. DRUGS, MEDICATION, AND SEDATION 
     I have been informed and understand that antibiotic, analgesics, and other medications can cause 

allergic reactions causing redness, swelling of tissues, pain, itching, vomiting, and/or anaphylactic 
shock (severe allergic reaction). They may cause drowsiness and lack of awareness and coordination, 
which can be increased by the use of alcohol or other drugs. I understand and fully agree not to 
operate any vehicle or hazardous device for at least 12 hours or until fully recovered from the effects 
of the anesthetic medication and drugs that may have been given me in the office for my treatment. I 
understand that failure to take medications prescribed for me in the manner prescribed may offer 
risks of continued or aggravated infection, pain, and potential resistance to effect treatment of my 
condition. I understand that antibiotics can reduce the effectiveness of oral contraceptives.  

3. CHANGES IN TREATMENT PLAN  
     I understand that during treatment, it may be necessary to change or add procedures because of 

conditions found while working on teeth that were not discovered during examination, the most 
common being root canal therapy following routine restorative procedures. I give my permission to 
the Dentist to make any or all changes and additions as necessary.  

4. TEMPOROMANDIBULAR JOINT DYSFUNCTIONS (TMJ) 
     I understand that symptoms of popping, clicking, locking and pain can intensify or develop in the joint 

of the lower (near the ear) subsequent to routine dental treatment wherein the mouth is held in the 
open position. However, symptoms of TMJ associated with dental treatment are usually transitory in 
nature and well tolerated by most patients. I understand that should the need for treatment arise, 
then I will be referred to a specialist for treatment, and the cost of which is my responsibility.  

5. FILLINGS 
     I understand that care must be exercised in chewing on filling during the first 24 hours to avoid 

breakage, and tooth sensitivity is common after-effect of a newly placed filling.  

6. REMOVAL OF TEETH (EXTRACTION) 
    Alternative to removal has been explained to me (root canal therapy, crowns, periodontal surgery, 

etc.) and I authorize the Dentist to remove the tooth and any others necessary for the reasons in 
paragraph #3. I understand removing teeth does not always remove all infection if present and it may 
be necessary to have further treatment. I understand the risks involved is having teeth removed, 
some of which are pain, swelling, and spread of infection, dry socket, loss of feeling in my teeth, lips, 
tongue, and surrounding tissue (paresthesia) that can last for an indefinite period of time or fractured 
jaw. I understand I may need further treatment by a specialist or even hospitalization if complications 
arise during or following treatment, the cost of which is my responsibility.   

 



7. CROWNS, BRIDGES, VENEERS AND BONDING 
     I understand that sometimes it is not possible to match the color of natural teeth exactly with artificial 

teeth. I further understand that I may be wearing temporary crowns, which may come off easily and 
that I must be careful to ensure that they are kept on until the permanent crowns are delivered. I 
realized that the final opportunity to make changes in my new crowns, bridge or cap (including shape, 
fit, size, placement, and color) will be done before cementation. It has been explained to me that, in 
very few cases, cosmetic procedures may result in the need for future root canal treatment, which 
cannot always be predicted or anticipated. I understand that cosmetic procedures may affect tooth 
surfaces and may require modification of daily cleaning procedures.  

8. DENTURES – COMPLETE OR PARTIAL 
     I realize that full or partial dentures are artificial, constructed of plastic, metal and or porcelain. The 

problems of wearing those appliances have been explained to me including looseness, soreness, and 
possible breakage. I realize the final opportunity to make changes in my new denture (including 
shape, fit, size, placement, and color) will be “teeth in wax” try-in visit. I understand that most 
dentures require relining approximately three to twelve months after initial placement. The cost for 
this procedure is not the initial denture fee.  

9. ENDODONTIC TREATMENT (ROOT CANAL) 
    I realize there is no guarantee that root canal treatment will save my tooth and those complications 

can occur from the treatment and that occasionally metal objects are cemented in the tooth, or 
extend through the root, which does not necessarily affect the success of the treatment. I understand 
that occasionally additional surgical procedures may be necessary following root canal treatment 
(apicoectomy).  

10. PERIODONTAL TREATMENT 
      I understand that I have a serious condition causing gum inflammation and/or bone loss and that it 

can lead to the loss of my teeth. Alternative treatment plans have been explained to me, including 
non-surgical cleaning, gum surgery and/or extractions. I understand the success of a treatment 
depends in part on my efforts to brush and floss daily, receive regular cleaning as directed, following a 
healthy diet, avoid tobacco products and follow other recommendations.  

 
CONSENT: I understand that dentistry is not an exact science, therefore: reputable parishioners cannot 

properly guarantee results. I acknowledge that no guarantee or assurance has been made by anyone 

regarding the dental treatment which I have requested and authorized. I understand that each Dentist is 

an individual practitioner and is individually responsible for the dental care rendered to me. I also 

understand that no other Dentist other than the treating Dentist is responsible for my dental treatment.  

 

Patient signature: ___________________________________________________Date: _______________ 

Patient Name (Print):     __________________________________________________________________ 

 



 

 

OFFICE POLICIES 

Dental Insurance:  Submission of insurance claims is a COURTESY that our office provides but not an obligation.   We can 
only ESTIMATE what the insurance will cover based on what they tell us. Each insurance company has their policies for 
benefits and exclusions.  It is the patient's responsibility to familiarize themselves with the type of coverage and limitations of 
their insurance policy.  Co-payments are due at the time that services are rendered unless other financial arrangements have 
been made.  Therefore, it is the patient's responsibility for the difference in payments.  We will not be held responsible for 
charges incurred after the maximum has been exceeded, waiting periods, clauses and/or benefit termination. 

Recall/Hygiene Appointments: Our office adheres to ADA recommendations in regards to x-rays and dental cleanings 
which are: full mouth x-rays or panoramic once every 3 to 5 years; bitewing x-rays every 6 to 12 months and dental cleanings 
twice per year (every 6 months) MINIMUM. Please keep in mind that two cleanings per year is the minimum. Each individual 
has different needs based on the health of their mouth.  

Refusal of Treatment, Exams and X-rays: There is a standard of care that our office must adhere to. It is impossible for us 
to make a proper diagnosis and treatment plan without current x-rays and a dental examination. It is our OBLIGATION to 
inform you of existing problems in your mouth, therefore, all patients who refuse exams and appropriate x-rays should seek 
help elsewhere as our office would not be able to provide you with the quality of care that we believe in. All patients are 
welcome to seek a second opinion elsewhere. For those who refuse treatment, it is certainly your right, and therefore we 
would kindly ask you to sign a LETTER of REFUSAL for treatment which states that our office has informed you of the need of 
treatment and the possible consequence if left untreated and that you are fully aware of the consequence and would take full 
responsibility of it. 

Broken Appointment: We have a STRICT cancellation policy. We do not overbook patients in anticipation of no-shows or last 
minute cancellations therefore it is important that you keep scheduled appointment. We understand that last minute changes 
in your schedule may be unavoidable and we will try to accommodate those changes if possible. However, when 
appointments are scheduled our dentist`s and/or hygienist`s time is reserved for you and it is unavailable to other patients 
who need to schedule an appointment. 
We strive to see patients on time for scheduled appointments; however there are times when our schedule is delayed in order 
to accommodate an emergency or complication in a scheduled procedure. Please accept our apology should this occur during 
your appointment. 
Follow our standard policy for broken appointments: 
Broken/Missed Appointments: There is a $50 broken appointment fee for missed appointments or cancelled with less than 48 
hours notice. Please note that if you need to cancel appointments that are scheduled on a Monday, our office needs to be 
notified by Thursday at noon time as our office is closed on the weekends. If 2 broken appointments occur, our office 
reserves the right to not schedule any subsequent appointments for you. 
 
Reminder of Appointments: Reminder of appointments is a COURTESY that our office provides not an OBLIGATION. We 
suggest that you call our office if you are unsure of the time and/or date of your appointment because there WIL BE a broken 
appointment charge if you do not show up. 
 
I have read and fully understand and agree with the broken appointment policy of Vibhi Vellanki ,Inc. 
 
Privacy Practices Acknowledgement (HIPPA): I have received the Notice of Privacy Practices and I have been provided an 
opportunity to review it. 
 

_______________________________     _________________________________   ________________ 

 Signature of Patient, Parent, Guardian          Name of Patient, Parent, Guardian        DATE    

 



 
    

 

 
 
 

Financial Responsibility for account: 
Who is responsible for this account: _______________________________________________________________________ 
Relationship to patient: _____________________________________ 
 
 
Dental Insurance Assignment & Release: 
 
I certify that I, and/or my dependent(s), have insurance coverage with  _____________________________________________ 
And assign directly to the dentists at New Horizons Family Dental and/or Vibhi Vellanki Inc all insurance benefits, if any, 
otherwise payable to me for services rendered. I understand that I am financially responsible for all charges whether or not 
paid by insurance. I authorize the use of my signature on all insurance submissions. 
 
The above-named dentist may use my health care information and may disclose such information to the above-named 
Insurance Company(ies) and their agents for the purpose of obtaining payment for services and determining insurance 
benefits or the benefits payable for related services.   
 
 
______________________________________________________ 
Name of Patient, Parent, Guardian or Personal Representative 
 
 
_____________________________________________________ 
Signature of Patient, Parent, Guardian or Personal Representative 
 
 
________________________________  ______________ 
Relationship to Patient      Date 
 
 
 
 
 
 
 
 

 

 






