
 

Authorization for Dental Treatment 
I authorize Dr. ___________________________ and the provider's associates to provide dental 
treatment for me. This includes prescribing, dispensing, or administering drugs, medicaments, 
antibiotics, and local anesthetics when they believe these are necessary and appropriate for my 
care. 

Acknowledgment of Risks and Treatment Information 
• Bleeding 
• Swelling 
• Bruising 
• Discomfort 
• Stiff jaw 
• Infection 
• Aspiration 
• Paresthesia 
• Temporary or permanent nerve disturbance or damage 
• Adverse drug response 
• Allergic reaction 
• Cardiac arrest 

 
I understand that dental treatment, tooth removal, and the use of drugs, medicaments, antibiotics, 
or local anesthetics involve risks. The common risks listed above are examples and are not the only 
possible risks. 
 
I understand that I must follow the instructions given by the provider or the provider's associates 
and take any medication as directed. 

Treatment and Signature Details 
Procedure(s): ___________________________ Tooth Number(s):_____________________________ 

Date: _____________________________________ 

Provider Name: __________________________________ 

Patient Name: ____________________________ 

Signature of Patient or Legal Guardian: ___________________________ 

Witness Signature: __________________________________ 

Note: The above form is intended to be a sample. DentaQuest is not mandating the use of this 
form. Please reference State statutes for specific State requirements and guidelines.  
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