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I understand that I have to obtain all medical evaluations requested by my Dentist prior to having
the procedure done. I takp full responsibility to disolose full and accurate medical history,
Recreational drugs, if being used, can cause serious and possibly irreversible damage with
adverse anosthesia outcome including possible death.' I will inform my anesthesiologist of any
use of alcohol, marijuana, cocaine, heroin or any other elicit drugs.

Patient Date

Parent/Guardian Date

Witness Date
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The anesthetic procedure which will be performed was described to me as well as the
alternatives and risks. All my questions were unanswered to my satisfaction. I fully understand
that in the course of anesthesia care, the planned technique might be changed due to unexpected
circumstances that can take place during or after the procedure.

I certify and acknowledge that I have read this form or had it read to me, and have had a
satisfactory opportunity to ask questions and give my informed consent (permission). I
understand the expected results of the procedure, its risks and alternatives for carrying it out. I
hereby accept such risks as described above.

Patient's Signature: Date:

Signature of Parent or Guardian: Date:

Relatlonship to the patient:

Witness: Date:
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