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PEDIATRIC DENTISTRY





Consent For Treatment

Your child is a minor; therefore it is necessary to obtain permission from a parent or guardian before any necessary dental service can be provided.

As a parent/guardian of:

Childs Full Name:_______________________________________________________

I grant Ryan D. Murphy DDS, MSD permission to provide my child’s dental exam and treatment including x-rays, and photographs, and or any other diagnostic aids necessary to make a thorough diagnosis and perform any treatment, medications, and therapy that may be indicated.  As all treatment is performed on living tissue, no guarantee can be given as to the results that may be obtained.  I accept the risks, if any, in hopes of obtaining desired beneficial results.

I have also been informed about office financial and office policy and understand my financial obligation with regard to any treatment rendered.

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​________________________________________________________________________

Signed parent or guardian                                                                                    Date

I have discussed the office policy, financial policy, and consent with the above named parent or guardian and answered any questions to the best of my ability.

__________________________

Ryan D. Murphy DDS, MSD

