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THE HOME OF

BIOLOGICAL DENTISTRY
Beyond your physical health




___________________________________________________________________________________________



PATIENT INFORMATION AND CONSENT FORM FOR COSMETIC DENTISTRY

Patient:___________________________________________________ Date: _______________

I,________________________ , authorize and request Dr.(s)_______________________, 

and/or such assistants as may be selected by him (them) to provide cosmetic dentistry to address 

the conditions or symptoms based on the diagnostic studies and/or evaluations already 

performed and which have been explained to me and that I do understand the procedure involved.
2.  Alternatives to cosmetic dentistry have been explained to me, including their risks. I have 

considered these alternatives to treatment as well as their risks. 

3. I am aware that there is a risk that the cosmetic dentistry will require ongoing maintenance care, remaking of crowns, bridges and veneers and the longevity is directly related to what I eat and drink and my home-care habits. 

4. The cosmetic dentistry procedure has been explained to me and I understand the nature of these procedures and that my own permanent teeth, even if the teeth are decay, that it will be grind down significantly to accommodate the crown preparation, the following teeth will be grind down:
______________________________________________________________________________________

5. I understand I have had an opportunity to ask and have my questions answered. I understand my insurance may or may not cover dentistry for cosmetic reasons and I am responsible for all dental treatment regardless of my insurance plan. 

6. I certify that I have read, have had explained to me, and fully understand the foregoing consent to cosmetic dentistry and that different setup options were tried before I gave my approval for the final product/procedure. 

7.  I do agree with the Colour/Shade of the tooth/teeth to be _________ and I do accept the shape of the final product/procedure before it is delivered and fitted in my mouth

8. However, I have discussed this as well as the nature of the services and procedures and I   

    consent to the cosmetic dentistry knowing its risks and limitations. 

Patient Name and Surname (Block Letters): _________________________ 

Signature: ___________________

Date:____________________ 

Parent/Guardian (if patient is a minor)(Block Letters): _________________________  

Signature: ___________________

Date:____________________ 
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