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AUTHORIZATION FOR SURGICAL OPERATION OR
DESIGNATED SPECIAL PROCEDURE OR TREATMENT

Re:

(NAME OF PATIENT)

With regard to the above-named patient, I, the undersigned do hereby consent to;

A, Treatment with Dr‘a\ "‘éha_(c);\i‘t-a"ﬁoﬂ
(TREATMENT)

. &)
under the direction of Dh’ Abltk—QB (HOUPWu“ -D!HD M-BB-B-S.
B The surF:cal operation or special procedure of ___Oral examination, cleaning/ 'scaling, fluoride
4

application, x-rays, fissure sealants, white plastic fillings, silver amalgam fillings. stainlcss steel Crowns,
pulp treatment, root canal wreatment, extractions

under the dirscticn of__D2__ Atz B Gachgr Do M:B7DBS:
The nature and anticipated effects of such treatmeat, surgical operation or special procedurs as detailed in A or B above have
been explained tome by Dr. ___Pncie B (oo and I understand the
explanation,

Ialsomnhuriusuchaddiﬁomlnralmﬁvetreanncnt,surgica]opemﬁonsorspecialprocedmesas,inthcopinionofthc
physician or denﬁstnamedinﬂ:aﬁrﬂpamgraph,mhmnedimlynemy.

[ further agree that, at his or her discretion, ﬂ)cphysicianordmﬁstmedinﬁ:eﬁzstparammymake use of other
surgeom,phy:idms,dmﬁmmdhospim]medimlmﬂ‘wmﬁngunduhisozherdimﬁon,hﬂmpufmmmceofnﬂorpm
ofthemrgica!opemﬁonorspecialprocedm.

I also consent to the administration of anaesthesia and to the use of such anaesthetics as may be deemed advisable by the
anaesthetist.

Dated this day of 20
Signature of Parient Date
b4
Signature of Parent or Legal Guardian Date
Witness Name Signamre Date
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