CONSENT FORM


TOOTH MOBILE is a unique provider of comprehensive dental care with fully equipped mobile dental care units. Our mobile dental care units provide quality care, comfort and convenience. Please complete and sign this form. Upon the receipt of the completed form, we will schedule a visit.

Patient Information

Name ____________________________         Birth Date _______________ SS#______/______/______

Address _____________________________ City __________________ State ____ 
Zip _____________

Home Phone ___________________         Work Phone ______________________


I hereby request and authorize the Dentists and their Staff to perform dental work  for the purpose of attempting to improve my appearance, function and the health of my mouth, teeth, bone as explained above.


The effect and the nature of the proceeding to be performed, and the risks involved as well as the possible alternative methods of treatment have been fully explained to me.


I also authorize the operating Dentist and Assistants to perform any other procedures which they may deem necessary or desirable in an attempt to improve the condition stated on the diagnostic treatment form or treat unhealthy or unforeseen conditions that may be encountered during the operation.


I know that the practice of dentistry and surgery is not an exact science and that therefore reputable practitioners cannot properly guarantee results. I acknowledge that no guarantee or assurance has been made by anyone regarding the treatment that I have herein requested and authorized.


Alternative and possibly untoward reactions have been explained to me in detail and clearly, complications such as infection, hemorrhage and/or bleeding, scarring, contraction of possible deformities, prolonged healing time over the estimated reaction to any drugs before, during and after surgery, numbness or itching of the tongue, lip, teeth tissues (parathesia), fractured jaw, etc. have been clearly explained to me.

I certify that I have read and fully understand the above consent to dental treatment and that the explanations therein referred to were made. Anything I did not understand has been explained to me.

Date ​​​​​​​​​​​​​​​​​​​​​_______________________________

Signature __________________________________


Print Your Name __________________________


