Chamber Family Dentistry

8 Russell Ave Suite 105
Gaithersburg MD, 20877
Office # (301) 216-0592
Fax: (301) 216-0718

Consent For Dental Treatment

| give consent for myseif/my child to receive dental treatment deemed necessary by the providers at
Chamber Family Dentistry. These procedures include, but are not limited to: examinations, oral
prophylaxes (cleaning), Fluoride treatments, sealants, restorations (amalgam or composite fillings and
crowns), periodontal (gum) treatments, endodentics {root canals) treatment, extracticns, and the use of
local anesthetics. | understand that the use of iocsl 2nesthetics carries a small risk of swelling, bruising,
and allergic reactions, changes in pain perception, or proionged anesthesia. This consent shail be
considered in effect until rescinded or revoked.

Print Patient name Date
A ——
Patient or Guardian signature Date

HIPAA Acknowiedgement

understand that | may inspect or copy the proteo“ed heaith information described by this
authorization.

' understand that at any time, this zuthorization may e revoked, when the office receives this
autherization receives 2 written revocation, although that not be effective as to the disciosure of
records whose release | have previously authorized, or where other action has been taken in reliance on

an authorization | have signed | understand that my health care and the payment for my heaithcare wili
not be affected if | refuse to sign form.

I understand that information used or disciosed pursuant to this authorization could be subject to re-
disciosure by the recipient and, if so, may not be subject to federal or state faw protecting its
confidentiality.

Print Patient Name Date

Patient or Guardian signature Date



