	[image: G:\Documents\GFD Logo\Tooth & Brush_RGB.jpg]

Parental/Legal Guardian Consent for Dental Treatment
	Name of Child
	Date of Birth

	
	

	
	

	
	

	
	



I understand that it is my responsibility to inform Granite Family Dentistry of any medical/dental changes for the above named child(ren) in writing.    ________

Authorized Caregiver’s Information

_______________________            _______________               _____________                 _____________
Caregiver’s Name		                       Relationship to Child(ren)           Home Phone Number             Cell Phone Number

The above named caregiver shall be authorized to consent for all dental treatment, for the above named child(ren), which may be required during my absence. This includes, but not limited to:
Radiographs_______		     Sealants_________	                	Fluoride__________
  		      Initials			     Initials			 		Initials

Limitations for dental services/treatments: __________________________________
__________________________________________________________________

 I agree to pay for all services provided to my child(ren) that the caregiver authorized. I understand payment is expected at the time of treatment.

This authorization will remain in effect until the date stated below- unless I revoke this authorization in writing and submit it to Granite Family Dentistry prior to this date. This consent serves as permission for treatment by Granite Family Dentistry for the above named child(ren).

 This authorization shall be effective until:  __________ or one year from date signed.

__________________________            __________     / ___________/ __________
Parent/Legal Guardian Printed Name		  Home Number          Work Number          Cell Number

____________________________________			            ____________
Parent/Legal Guardian Signature					  	              Date
Granite Family Dentistry	1558 Hooksett Rd #4 Hooksett, NH 03106	Phone: (603)485-4855
image1.jpeg
- fffr
%G\t’anite Family
/\ Dentistry




