
PATIENT INFORMED CONSENT

Patient Name: 

DOB: 

GENERAL INFORMATION: Thank you for choosing the University Of New England College Of Dental Medicine 

for your oral health care needs.

Our goal is to provide you with exceptional dental care and the opportunity to understand all treatment 

available for you and your treatment options. It is important that you understand the benefits, risks, time 

frame and costs of your treatment. 

Please read this document and ask questions. We are happy to clarify any questions or concerns that arise and 

we look forward to discussing these with you.





Date: Signature:

If signed by other than the patient,

Witness Signature: 

Indicate relationship: parent or legal guardian: 

Your signature on this form certifies that you have read and understand the information provided on the form, 

that you have received a copy, and that you accept dental care and treatment under described terms and 

conditions.

AUTHORIZATION: If I am accepted as a patient of record in the UNE Oral Health Center program I understand 

that a student dentist(s)s under the supervision of a licensed dentist will explain to me the nature of the 

procedure, the expected benefit, the availability of alternative methods of treatment with corresponding fees 

and the risks of no treatment. I hereby acknowledge, agree and give my voluntary consent for treatment 

provided through the UNE Oral Health Center that includes, but is not limited to, routine diagnostic 

procedures, laboratory tests, x-rays and other treatment as prescribed. I understand that my treatment may 

include a variety of interventions. I am aware that the practice of dentistry is not an exact science and I 

acknowledge that no guarantees have been made to me as to results of examination and treatment received 

at UNE Oral Health Center. I acknowledge that my care is under the direction of my treating professional(s) 

and I represent that I will follow the instructions of my professional(s) in the provision of said care.
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