[bookmark: _GoBack]Smile Dentures- PATIENT INFO

Patient Name: __________________________________________________ Date of Birth: _________________ Sex: __________ Age: _________
Address: __________________________________________________ City: ___________________________ State: __________ Zip: _____________
Primary phone: _____________________________________________ Secondary Phone: ______________________________________________
Emergency contact name & number: ________________________________________________________________________________________

CONSENT FORM
I hereby authorize, Robert Beckner LD of Smile Dentures and whomever he/she may designate as his/her assistants, to perform upon me the following procedure: Consultation, Limited Exam, Repairs, and Agreed upon treatment plan.
I acknowledge that no guarantees have been made to me concerning the results of the treatment/procedure.
You will have the opportunity to hear a proposed treatment plan, alternatives treatment plan (if needed), and an explanation of our procedures. Advised of advantages or disadvantages of continued treatment, and the consequences if treatment is withheld. Asking questions is encouraged. 
If you consent to this please sign below


Patient or Guardian’s Signature __________________________________________________ Date ________________________________

For Office Use Only: 
 Proposed Treatment Plan
Treatment Plan ______________________________________ Fee______________
Alternative Plan______________________________________ Fee______________
Alternative Plan ______________________________________Fee______________ 





