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INFORMED CONSENT
Fluoride Treatments and Dental Digital Images
I, ___________________________, give Parker River Dental permission to give fluoride treatments (twice per calendar year) and take dental digital x-rays (as needed) when treating my child/children:
__________________________________________________
__________________________________________________
I understand and agree, by signing below, that fluoride treatments and dental x-rays are usually paid by most dental plans.  However, no guarantee of coverage is given by Parker River Dental.  I understand I will be responsible for any uncovered fluoride treatments or x-rays.
Parent
Signature: ______________________

Date: ________________________
NOTE:  

· Professional fluoride treatments are recommended twice per calendar year by the American Dental Association.  

· Every 12-months, we usually take bitewing x-rays.  
