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CONSENT FORM 
 

Patient’s Name: ______________________________________________  Date: _________________ 

I hereby authorize Dr. Jessica Eagan and her assistants, to perform upon me all necessary dental procedures. 

I request and authorize the Doctor to do whatever they deem advisable if any unforeseen condition arises in the 

course of these designated operations and procedures calling, in their judgment, for procedures in addition to or 

different from those now contemplated. 

I consent to the above treatment after having been advised of the risks, advantages and disadvantages of the 

treatments and the consequences if this treatment were withheld. 

I further consent to the administration of local anesthesia, antibiotics, analgesics or any other drugs that may be 

deemed necessary in my case, and understand that there is a slight element of risk inherent in the administration of 

any drug or anesthesia.  The risk includes adverse drug response (e.g. allergic reactions), cardiac arrest, and 

aspiration, and thrombophlebitis (i.e. irritation and swelling of a vein), pain, discoloration and injury to blood 

vessels and nerves which may be caused by injections of any medications or drugs. 

I am informed and fully understand that inherent in any type of surgery are certain unavoidable complications.  In 

oral surgery, the most common of these complications include post-operative bleeding, swelling or bruising, 

discomfort, stiff jaw, loss or loosening of dental restorations.  Less common complications can include infection, 

loss or injury to adjacent teeth and soft tissues, nerve disturbances (e.g. numbness in mouth and lip tissues), jaw 

fractures, sinus exposure and swallowing or aspiration of teeth and restorations, and small root fragments remaining 

in the jaw which might require extensive surgery for removal. 

I realize that in spite of the possible complications and risks, my contemplated surgery/treatment is necessary and 

desired by me.  I am aware that the practice of dentistry and surgery is not exact Science and I acknowledge that no 

guarantees have been made to me concerning the results of the operation or procedure. 

I have provided as accurate and complete a medical and personal history as possible including those antibiotics, 

drugs, medications and foods to which I am allergic.  I will follow any and all instructions as explained and directed 

to me and permit prescribed diagnostic procedures. 

I have had the opportunity to ask questions and receive answers to and responsive explanations for, all questions 

about my medical condition, contemplated and alternative treatment and procedures, and the risk and potential 

complications of the contemplated and alternative treatments and procedures, prior to signing this form. 

Patient’s Signature: _____________________________________________ Date: _________________ 

 



 

 

 

 

 

 

 

PATIENT ACKNOWLEDGEMENT OF RECEIPT 

OF THE NOTICE OF PRIVACY PRACTICES 

 

I acknowledge that I was provided with a copy of the Notice of Privacy Practices, describing how my health 

information may be used or disclosed under the federal law.  I hereby consent to the use and disclosure of my 

health information for the purposes and the activities under the federal privacy law.  I am aware that the Notice may 

be changed at any time.  I may obtain a revised copy by calling the office at (305) 856-1178. 

 

 

__________________________________________ 

Patient’s Name (Please Print) 

 

__________________________________________ ________________________ 

Signature       Date 

 

__________________________________________ 

Patient’s Legal Representative (if applicable) 

 

__________________________________________ ________________________ 

Signature of Legal Representative     Date 

 

For Dental Office Use Only 

 

We attempted to obtain write ACKNOWLEDGMENT of receipt of our Notice of Privacy Practices, but 

ACKNOWLEDGEMENT could not be obtained because: 

 

o Individual refused to sign 

o Communication barriers prohibited obtaining the ACKNOWLEDGEMENT 

o An emergency situation prevented us from obtaining ACKNOWLEDGEMENT 

o Other (please specify) 

_____________________________________________________________________ 

_____________________________________________________________________ 
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Cancelled and Missed Appointments 

Please be advised that every appointment given is exclusively reserved for you as a patient. Any 

missed appointments without cancellation or rescheduling prevent us from providing for your 

dental care needs. If you have schedule conflicts, we will be happy to work with you in rescheduling 

at a time convenient for you. A cancellation call 24 hours prior to your appointment date will be 

greatly appreciated. Failure to call in advance will result in a $50 cancellation fee. This charge will 

be applied to your account and must be paid PRIOR to you scheduling any other appointments. 

 

 

 

 

By signing below you are confirming that you read and understand the following policy. 

 

Patient Name (Please Print):________________________________ 

 

Patient Signature: _____________________________     Date: ___________ 
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Patient Photo Release Form 

 I _____________________________________, hereby authorize Jessica Eagan DDS or any of their assignees to take 

photographs, slides, and videos of my teeth, jaw, and face. I understand that the photographs, slides, and videos will be used as 

a record of my care, and may be used for communication with other health care professionals, educational publications (dental 

journals), and educational lectures. The content may also be used for advertising purposes (including website publication, 

facebook and instagram posts, etc). I further understand that if the photographs, slides, and videos are used in any publication 

or as a part of a demonstration, my identifying information (name) will not be used. I do not expect compensation, financial or 

otherwise, for the use of these photographs. If I wish to revoke this consent, I may do so in writing.  

Please initial one option:  

_____I approve of my photographs being used in any of the above stated situations.  

_____I only agree to have my teeth shown without any identifying features.  

_____I do not want my photographs to be used.  

 

Patient’s Signature___________________________________________Date____________________ 

 

 


