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CONSENT FOR DENTAL TREATMENT 
 
Pa$ent Name: ________________________________________________ Date: ___________________________ 

 
I hereby authorize Dr. __________________________________________ to perform: ______________________ 
 
DENTAL EXAMINATION 
 
DENTAL EMERGENCY EXAMINTATION 
 
TREATMNET PLAN/RESTRORATIVE CONSULTATION 
 
DENTAL TREATMENT 
 
The risks commonly associated with the dental procedure have been sa$sfactorily explained to me. The treatment 
may not achieve the desired results. 
 
I further understand that various personnel may assist the doctor in parts of the treatment. I understand that the 
prac$ce of den$stry is not an exact science and realize that no guarantee of specific results can be or is hereby 
made by the doctor or by any member of his/her staff. I also realize that unforeseen condi$ons may arise during 
this treatment thereby altering the situa$on and calling for an exercise of the doctor's best professional judgment 
in selec$ng procedures in addi$on to or different from those presently contemplate; in such a case I request that 
the doctor do whatever is determined to be in my best interest. I acknowledge that the long- term and hereby 
agree to refrain as much as possible from detrimental ac$vity such as smoking, drinking alcohol, failing to receive 
adequate nutri$on. I further acknowledge that long-term success is dependent upon effec$ve oral hygiene habits 
prac$ced at home and by professional follow-up visits scheduled with the doctor. 
 
I consent to the photographic, and/ or radiographic recording of these procedures by the doctor and his/ her 
associates for scien$fic and educa$onal purposes. By my signature below, I agree that I have read this form, that I 
understand its contents or have had them explained to me, that I agree with each of the statements made, that I 
have been given an opportunity to ask ques$ons about the treatment, and that my ques$ons have been answered 
to my sa$sfac$on. I further affirm that the risks, benefits, complica$ons, cost of Treatment and payment op$ons 
have been discussed with prior to treatment. 
 
"I authorize release; to my dental benefits plan administrator and the CDA, informa$on contained in claims 
submi\ed electronically. I also authorize the communica$on of informa$on related to the coverage of services 
described to the named den$st, Sunshine Dental Clinic. 
 
____________________________________________________________________________________________ 
 
 
                            (Signature): _____________________________ 

 
 

If signing for a minor, the minor’s name is: __________________________________________________________ 
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THE COLLECTION, USE AND DISCLOSURE OF PERSONAL INFORMATION 
As of January 2004, the Government of Canada has ini9ated the  
Personal Informa-on and Electronics Document Act (PIPEDA) 

Please help us comply by reading and signing the following form. 
Privacy of your personal informa9on is an important part of our office providing with your quality dental care. We understand the importance of protec9ng your 
personal informa9on. We are commiEed to collec9ng, using the disclosing your personal informa9on responsibly. We also try to be an open and transparent as 
possible about the way we handle your personal informa9on. It is important to us to provide this service to our pa9ents. 
 

To help you understand how we are doing that, we have outlined here how our office is using and disclosing the informa9on. This office will collect, use, and 
disclose informa9on about you for the following purposes. 
 

To deliver safe and efficient pa9ent care. 
To iden9fy and ensure con9nuous high-quality services. 
To assess your health needs. 
To provide health care. 
To advise you treatment op9on. 
To enable us to contact you. 
To establish and maintain communica9on with you. 
To offer and provide treatment, care, and service in rela9onship to the oral and maxillofacial complex and dental care generally. 
To communicate with other trea9ng health care providers, including specialists and general den9sts who are the referring den9sts and/or peripheral den9sts. 
To allow us to efficiently follow-up for treatment, care and billing for teaching and demonstra9ng purposes on an anonymous basis. 
To complete and submit dental claim for third party and payment. 
To comply with legal and regulatory requirements, including the delivery of pa9ents charts and records Royal College of Dental Surgeons of Ontario in a 9mely 
fashion when required according to the provision of the Regulated Health Profession Act. 
To permit poten9al purchases, prac9ce brokers or advisors to evaluate the dental prac9ce. 
To allow poten9al purchases, prac9ce broker or advisors to conduct an audit in prepara9on for a prac9ce sale. 
To deliver your charts and records to the den9st’s insurance carrier to enable the insurance company to access liability and quan9fy damages, if any to prepare 
materials for the Health Professions Appeals and Review Board (HPARB). 
To invoice for goods and services. 
To process credit card payments. 
To collect unpaid accounts. 
To assist this office to comply with all regulatory requirements. 
To comply general with law. 
 

All our Den9sts working at this office are Licensed Den9sts by RCDSO. The Den9st providing you with Dental treatment is fully responsible for diagnosing your 
Dental problems/needs and providing you with the best possible treatment and follow up with the Den9st who has provided you with the treatment. You will in 
no circumstances hold the office or owner of the Dental Prac9ce responsible for any issue. 
 

What if my den9st gives me a discount on certain fees? 
It is mandatory to pay co-payment but if your den9st gives you a discount on certain fees, this is very different from waiving a co-payment. Your den9st may do 
this, but this is very different from waiving a co-payment. If your den9st discounts his/her fee to you by certain percentage, then that discounted fee must be the 
fee submiEed to your insurance company as the whole fee charges for the services rendered. Your dental plan is a valuable benefit and co-payment is mandatory. 
Before you ask your den9st to waive a co-payment, think about the consequences to you and your den9st. 
 

By signing the consent sec9on of the pa9ent consent form, you have agreed that you have given your consent to the collec9on, use and/or disclose of your 
personal informa9on for the purposes that are listed. If the new purpose arises for the use and/or disclosure of your personal informa9on, we will seek your 
approval in advance. Your informa9on may be accesses by regulatory authori9es under the terms of the Regulated Health Professions ACT (RHPA) for the purposes 
of the Royal College of Dental Surgeons of the Ontario fulfilling its mandate under the RHPA, and for the defense of a legal issue. 
 

Our office will not underhand condi9ons supply your insurer with your confiden9al medial history. In the event this kind of request is made, we will forward the 
informa9on directly to you for review, and for your specific consent. When unusual requests are received, we will contact you for the permission to release such 
informa9on. We may also advice you if such a release is inappropriate. You may withdraw your consent for use or disclose of your personal informa9on, and we 
will explain the ramifica9on of that decision, and the process. 
 

I have understood the above informa9on that explains how our office will use my personal informa9on, and the steps your office is taking to protect my 
informa9on. 
 

I know your office has a Privacy Code, and I can ask to see the code at any 9me in the office, SUNSHINE DENTAL CLINIC acts as the Privacy Informa9on Officer. 
I agree that the members of the Dental Team of SUNSHINE can collect, use, and disclose personal informa9on as set out above in the informa9on about the office’s 
privacy policies. 
 

Sign: Date: 

Print Name: Signature of Witness: 


