Consent Form

| hereby authorize Dr. Jefferies and/or staff to take x-rays, study
models, photographs or any other diagnostic aids deemed appropriate to make a thorough diagnosis.

| authorize the doctor to perform all recommended treatment mutually agreed upon. | also agree to the use
of appropriate medication and therapy indicated for such treatment. | understand that using anesthetic
agents embodies a certain risk.

| understand that all responsibility for payment for dental services provided in this office for myself or my
dependents is mine. As stated in the “Payment Policy” form, payment is due and payable at the time
services are rendered.

| understand that it is my responsibility to advise this office of any changes in the information contained in
this form.

| have read and understood the HIPAA Notice of Privacy Practices that was provided to me by Dr. Jefferies.
However, in the event that | may need them to do so, | grant permission for Dr. Jefferies and/or staff to:
(Please check one of the following):

] Discuss any aspect of my treatment and/or needs with my:
Spouse initial
Parent (if over 18yrs old) initial
Other initial
H Have the above designated person, pick up any dental appliances, x-rays
or dental records on my behalf. initial
] | do not wish to have my information discussed with anyone outside of the

parameters of Health Insurance Portability and Accountability Act of 1996.

Patient-Signature Date Doctor-Signature Date



