
 
 

	
  

PATIENT'S CONSENT FOR DENTAL TREATMENT  
AND SEDATION / GENERAL ANAESTHESIA  

 
PROCEDURE(S)______________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 
 
OPERATING DENTIST_________________________________________________________________ 
 
ANAESTHETIST______________________________________________________________________ 
 
I, the undersigned, hereby consent to the procedure(s) noted above. I acknowledge that the procedure(s), its implications and 
possible complications have been explained to me, along with the alternatives including not having any treatment. I 
understand that the procedure will require sedation/ general anesthesia, and I hereby consent to the administration of this by 
the above-named anesthetist. I further understand that during the course of any treatment, unforeseen circumstances may be 
revealed that could necessitate the performance of an additional or alternate procedure.  
 
 
Signature ___________________________________________________________ Date_________  
                  Patient        Parent      Legally Authorized Representative  
 
Witness _____________________________________________________________ Date_________  
 
I, the undersigned, hereby acknowledge receiving a copy of the pre- and post-operative instructions which have been 
explained to me. I understand the advice given and agree to the restrictions placed on me. After my discharge, I will notify 
my doctor if I experience any acute pain, heavy bleeding from the surgical site, respiratory problems, or any other post-
operative problems.  
 
 
Signature ____________________________________________________________ Date________  
                  Patient        Parent      Legally Authorized Representative  
 
Witness ______________________________________________________________ Date________  
 
 
Appointment Cancellation Policy: 
 
I, the undersigned, hereby acknowledge once I have booked an appointment for the following procedures:  IV Sedation or 
General Anesthesia that there will be a $100 cancellation fee if I cancel or change my appointment for any reason.  This 
cancellation fee will only be waived if cancellation or rescheduling is due to illness, a doctor’s note will be required.    
 
 
Signature ____________________________________________________________ Date________  
                  Patient        Parent      Legally Authorized Representative  
 
Witness ______________________________________________________________ Date________	
  	
  


