




    
  

  
  

 

 
 
 

General Consent  

I   understand that my treatment plan for today includes the following work listed below  I understand that antibiotics, analgesics, and other medications can cause allergic reactions causing redness and swelling of tissues, bruising, pain, limited mouth opening, itching, accelerated heart rate, vomiting, and/or anaphylactic shock. I also know that paresthesia numbness is a possible risk of injection that can last permanently or for an indefinite period of time. I understand that during treatment it may be necessary to change or add procedures because of conditions that were not discovered during examination, but were found while working on the teeth. For example, root canal therapy may be discovered to be needed during routine restorative procedures. I give permission to the dentist to make any/all changes and additions as necessary. I understand that dentistry is not an exact science and therefore, reputable practitioners cannot properly guarantee results. I acknowledge that no guarantee or assurance has been made by anyone regarding the dental treatment which I have requested and have authorized. I understand that no other dentist is responsible for my dental treatment. I hereby authorize any of the doctors or dental auxiliaries to proceed with and perform the dental restorations and treatments explained to me. I understand that this is only an estimate and subject to modification depending on unforeseen or undiagnosable circumstances that may arise during the course of the treatment. I understand that regardless of any dental insurance coverage I may have, I am responsible for payment of dental fees. I agree to pay any attorney's fees, collection fees, or consultation costs that may be incurred to satisfy this obligation. I confirm that I understand this form and the information contained therein. I am a native speaker of English or have been offered the services of a qualified translator who has explained the information in my native tongue. 
 
  

 Patient Signature:    Date:     
  
  

 Witness Signature:   Date:      
   

  



  
  
  
  
  
  
  
  
  
  

Authorization to Release & Discuss Dental Information  
  

The HIPPA privacy law requires that we are only authorized to communicate with patients themselves, guardians, 
insurance providers, and primary care physicians, unless we have authorization in writing by the patient to communicate 
with others on their behalf. Please provide names of family members or friends you would like to authorize us to release 
& discuss your dental information. Spouses are not automatically included; their names must be explicitly stated below. 
You may opt out by checking the "DO NOT RELEASE INFORMATION" box below. I give the following named 
person(s) authorization to take messages or speak with the office of Comfort Dental - Durango, on  
my behalf regarding (please check all items authorized):  

  

Name:  Relationship:   _  

 Phone#:   □Appointments□Financial□Dental  Treatment□Insurance  

 □ Other (explain):       

 Name:  Relationship:      

Phone#:__________________________□Appointments□Financial□Dental Treatment□Insurance  

 □ Other (explain):       

 Name:  Relationship:      

□ Phone#:__________________________□Appointments□Financial□Dental Treatment□Insurance  

 □ Other (explain):     

    
  

  
  



□ DO NOT RELEASE IN FORMATION  

I understand that my express consent is required any health care information. With my signature below, I acknowledge 
and understand that this information will be kept in my medical record and the above parameters will remain in effect 
until revoked by me in writing. It is my responsibility to notify my healthcare provider(s) should I wish to change one or 
more contacts listed above.  

 Patient's name:   D.O.8.:     
  

 Patient or Representative Signature:     
  

Date:    
  
  
  

ACKNOWLEDEMENT OF RECEIPT OF NOTICE OF 
PRIVACY PRACTICES  

**You May Refuse to Sign This Acknowledgement**  
  
 I,   ,have a copy of this office's Notice of  

(Please Print Name} Privacy 
Practices.  

   
 

Printed Name of Responsible Party (If Patient is a Minor)  
  
  

 

 Signature  Date  

  
FOR OFFICE USE ONLY  

We attempted to obtain written Acknowledgement of receipt of our Notice of Privacy Practices but Acknowledgement 
could not be obtained because:  

     
  
  
  

   

  
  
  



D Individual Refused to sign  
D Communication barriers prohibited obtaining the acknowledgement  

D An emergency situation prevented us from obtaining acknowledgement  

D Other (Please Specify)  
   

 
  
  
  

 
  
  
  

 
  

All Comfort Dental Offices are independently owned and operated.  
©2022 American Dental Association All Rights  
Reserved  
Reproduction and se of this form by dentists and their staff are permitted. Any other use, duplication or distribution of this form by any other 
party requires the prior written approval of the American Dental Association. This form is only, does not constitute legal notice, and covers 
only federal, not state law (August 14, 2002)  



 


