PREVENTIVE DENTAL HISTORY PARENT/GUARDIAN INFORMATION
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IN CASE OF EMERGENCY PLEASE NOTIFY

RELATIVE: PHONE: CELL PHONE:
FRIEND: PHONE: CELL PHONE:
FRIEND: . PHONE: CELL PHONE:

AUTHORIZATION FOR TREATMENT/PAYMENT OF SERVICES

Because your child is a minor, it becomes necessary that a signed permission is obtained from a parent or guardian before any
and/or all necessary dental service can be started and accomplished by Dr. Lents. Authorization is hereby granted as such,
furthermore, I will be responsible for any bill incurred on this child for dental treatment.

SIGNED DATE RELATIONSHIP




