OFFICE USE: Patient ID:

1OLO

Children’s Dental Center

General Consent and Acknowledgement

CHILDREN UNDER THE AGE OF 18 WILL NOT BE SEEN UNLESS ACCOMPANIED
BY A PARENT OR GUARDIAN

Children may not be dropped off and left during appointment

As the parent or legal guardian, the information I have provided is accurate and complete to the best of my knowledge. I consent
and authorize for any necessary dental services to be performed by the dental team, and any authorized agents, at Tolosa Children's
Dental Center. All treatment will have been explained, to myself or another legal guardian, during diagnosis and treatment

appointments, and I authorize for Tolosa Children’s Dental Center to make any necessary modifications to treatment.

[ authorize the release of information necessary to process insurance claims. When applicable, I authorize the insurance company to

make payment directly to Tolosa Children’s Dental Center.

By signing below, I accept and agree to abide by all listed policies from Tolosa Children’s Dental Center. I acknowledge I

have the opportunity to request, review, and ask any questions I may have regarding the following documents.
@ Parent/Guardian Responsibilities for Successful Dental Appointments

Missed Appointment Policy

Financial Policy

Notice of Privacy Practices

Dental Materials Fact Sheet

Parent / Legal Guardian Signature Date

January/ Enero 2024
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Children’s Dental Center

Forma General de Consentimiento Y Reconocimiento

NO VEREMOS A PACIENTES MENORES DE 18 ANOS QUE NO ESTEN ACOMPANADOS
POR SUS PADRES O GUARDIA LEGALES

Necesita quedarse con su hijo/a para toda la cita

Como padre/guardian legal, confirmo que la informacién que me han proporcionado es precisa y completa a lo mejor de mi
conocimiento. Doy consentimiento y autorizacion para cualquiera tratamiento dental que recomienda Tolosa Children’s Dental
Center. Todo tratamiento dental seréd explicado, a mi o otro guardia legal, en citas de diagnosticos y de tratamiento dental. Autorizo

a Tolosa Children’s Dental Center que hagan cambios necesarios al tratamiento dental.

Autorizo a Tolosa Children’s Dental Center a compartir la informacion de registros dentales que resulte necesaria para llenar las
formas de solicitud de pago para mi cuidado clinico por parte de mi aseguranza y planes de salud. Yo autorizo a mi aseguranza para

que haga el pago directamente a Tolosa Children’s Dental Center por beneficios dentales.

Con mi firma, doy fe de haber tenido la oportunidad de pedir, revisar, y hacer preguntas sobre los documentos listado.
@ Responsabilidad de los Padres/Guardia Legales

Poliza de Citas Perdidas

Politica Financiera

Notificacion de Derechos de Privacidad

Hoja Informativa sobre Materiales Dentales

Firma del Padre / Guardian Legal Fecha de Hoy

January/ Enero 2024



