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INFORMED CONSENT FOR TREATMENT 

 
Initial Visit: I understand that during my child’s first visit a thorough 
examination will be completed.  This exam may include necessary x-rays as 
well as the use of other aids, which may be necessary in order to make an 
accurate diagnosis of the condition of my child’s mouth, teeth, and gums.  
In most instances, my child’s dental condition will be determined at this 
visit and a suitable treatment plan will be discussed with me.  
In order to help formulate treatment recommendations the following 
diagnostic procedures may be performed: (1) medical and dental history 
(2) discussion of your child’s dental problems and your concerns and 
desires for treatment (3) x-rays (4) examination of the mouth and 
supporting structures (5) conference with previous or concurrent 
health professionals.  If additional diagnostic procedures or 
consultations are indicated they will be discussed with me. 
 
Treatment Recommendations: I understand that treatment 
recommendations are based on information gained from initial diagnostic 
procedures.  The ultimate goal of treatment is to assist me and my child 
in attaining optimum dental health.  The office of Geeta Bhat D.D.S. will 
discuss with me the most appropriate and ideal treatment plan as well as 
reasonable alternative treatment plans.  The office of Geeta Bhat D.D.S 
will also inform me of the likely dental prognosis for each of these 
treatment plans and the prognosis if no treatment is initiated at this 
time.  I understand that I am welcome at any time to seek a second opinion 
and will be provided any necessary information needed including but not 
limited to x-rays. 
 
Anesthetics:  I understand that most restorative procedures are 
performed under localized anesthetic (commonly referred to as 
novocaine or lidocaine).  In addition, other sedative medications can assist 
to minimize anxiety and discomfort.  In rare instances, allergic reactions 
may occur.  Therefore, I have been requested to inform the staff of any 
known allergies my child may have.  Some of these sedative medications 
can cause drowsiness.  When these medications are used I would need to 
make arrangements for myself or another adult family member to remain 
with my child for the remainder of the day. 
 
Medical History:  I understand the medical and dental history are 
necessary to provide my child with dental care in a safe and efficient 
manner.  I have answered all questions to the best of my knowledge.  



Should further information be needed you have my permission to ask the 
respective health care provider or agency.  I will notify Dr. Bhat of any 
changes in my child’s health or medication prior to treatment. 
 
 
Treatment:  Upon such diagnosis, I authorize Dr. Geeta Bhat or the 
designated staff member to perform all recommended treatment 
mutually agreed upon.  I understand that during the course of the 
patient's dental treatment, something unexpected may arise that may 
necessitate procedures in addition to or different from those listed on 
the patient's treatment plan and that I will be consulted prior to 
initiation of treatment procedures that are not listed.  I am aware that 
the practice of dentistry is not an exact science and acknowledge that no 
guarantees have been made to me concerning the results of dental 
treatment that the patient receives in Dr. Geeta Bhat's office. 
 
Informed Consent and Authorization:  I certify that I have read and 
understand this informed consent, which outlines the general treatment 
considerations and potential problems or complications of dental 
treatment.  I understand that potential complications and problems may 
include but are not limited to, the possibility of pain or discomfort 
during the treatment, swelling, infection, bleeding, injury to adjacent 
teeth and surrounding tissue, development of temporomandibular joint 
disorder, temporary or permanent numbness, and allergic reactions.  I 
have had sufficient opportunity to discuss the patient's dental 
condition/problem(s), the planned procedures and treatment, and the 
benefits to be reasonably expected from this treatment plan, compared 
to alternative approaches and/or no treatment.   I understand that 
during, after the treatment, and in the future conditions may become 
apparent that warrant additional or alternative treatment procedures.  
Recognizing the potential problems and risks of dental treatment, 
authorization is given for dental treatment to be rendered by the dentist 
and office staff.   
 
Procedure for revoking consent:  I understand that I may revoke this 
consent to treatment at any time and that no further action based on this 
consent will be initiated except to the extent that treatment and 
procedures have already been performed or initiated.  
 
Payment:  Lastly, I agree to be responsible for any service rendered on 
behalf of my dependents.  I understand that payment above and beyond 
the estimated insurance coverage amount is payable at the time treatment 
is rendered.  I authorize payment directly to Geeta Bhat D.D.S General 
Dentistry for Children and Teenagers of any insurance benefits.  I 
authorize release of any information relating to dental insurance 
claims.   
 
_________________________________________ 
Printed Name 
 
_________________________________________    ___________________________ 
Signature                                                                        Date 
 
_________________________________________   ____________________________ 
Witness Signature                                                          Date 
 


