
 

 

 

 

GENERAL INFORMED CONSENT FOR DENTAL TREATMENT 
 

Patient Name: ___________________________      DOB: _______________   

 

I hereby authorize Dr. Noles, Dr. Hannah, and the staff of Noles Family Dentistry to perform 

dental treatment as needed for my care. This may include, but is not limited to:   

 

• Dental examinations and charting   

• X-rays and other diagnostic procedures   

• Preventive care (cleanings, fluoride, sealants)   

• Restorative care (fillings, crowns, bridges)   

• Periodontal care (scaling, root planing, gum treatment)   

• Oral surgery (extractions, biopsies, minor procedures)   

• Endodontic treatment (root canals)   

• Prosthodontics (dentures, partials)   

• Administration of local anesthesia, and/or nitrous oxide as indicated   

 

I understand and acknowledge the following:   

1. No guarantee has been made as to the results of treatment.   

2. Risks may include, but are not limited to: pain, swelling, infection, bleeding, nerve injury, or 

need for further treatment.   

3. Alternatives to treatment and the risks of doing nothing have been explained to me.   

4. I may withdraw my consent and stop treatment at any time.   

5. I am responsible for providing accurate health information, including medical history, 

allergies, and current medications.   

 

I have had the opportunity to ask questions, and all questions were answered to my 

satisfaction.   

 

Signature of Patient (or Parent/Guardian): ______________________   Date: ___________   
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