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Continued from page 1 Patient Identification

(initial) | have completed and/or read the attached medical history form and there are no changes.
OR

(Initial) | have read the attached medical history form and the following has changed (please print and be
thorough). Please let us know if any medication has been changed, added or discontinued.

PARENTAL/LEGAL GUARDIAN CONSENT FOR DENTAL TREATMENT OF A MINOR CHILD

By signing below, | declare that | am the parent or legal guardian of the Child named above and that | have legal
authority to designate this Caregiver to give consent for my Child’s dental care.

Printed name of Parent/Legal Guardian (circle one) Date
Signature of Parent/Legal Guardian (circle one) Date
Signature of Witness to Parent/Legal Guardian's signature Date

(Witness may not be caregiver listed above)

ONLINE 7/09 C0-4773



