
Apple Street Dental 
 
 

Treatment Authorization Form 
 
 

 
I authorize and give consent to perform dental services         
agreed between doctor and patient and/or parent or        
guardian to be necessarily advisable including the use of         
local anesthesia and other medication as indicated. I certify         
to the above statements regarding my medical condition.        
Payment for all treatment and services rendered are my         
responsibility 
 
 
 
 
 
__________________________ ____________ 

Patient/Guardian Signature Date 

 


