
 
 

PERMISSION TO TREAT FORM 
 

Pa�ent Name: _______________________________ Date: ________________ 

 

I, the undersigned, hereby authorize the dental team at Woodard Family Dental to perform the dental 
treatments and procedures that they deem necessary or advisable for the maintenance of my oral 
health.  

 

I understand that there may be other treatment op�ons available, and I will be given the opportunity to 
ask ques�ons and receive informa�on about the recommended treatment and alterna�ves. I have the 
right to decline treatment.  

 

I understand that any dental procedure comes with poten�al risks and complica�ons, and I assume 
responsibility for any poten�al complica�ons or adverse reac�ons that may arise from the treatment. 

 

I further understand that I am responsible for payment of all services rendered at this dental office, and 
that payment is due at the �me of service. 

 

I hereby authorize Woodard Family Dental to release any informa�on necessary to process insurance 
claims for services provided to me. 

 

I acknowledge that I have read and understand the above informa�on, and that I have had the 
opportunity to ask ques�ons and receive answers to my sa�sfac�on. 

 

Signature: ____________________________________________                 Date: ________________ 

Printed Name: _________________________________________________ 

Rela�onship to pa�ent: _________________________________ 
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