 EVELYN MIRANDA HALEM, DMD PA 
1405 S. Hiawassee Rd. Suite c, Orlando, Fl 32835


                         CONSENT FORM

Patient’s Name_____________________________________________________________________



Last


First


MI
            Date of Birth

I hereby authorize Dr. Evelyn Miranda Halem and whomever she may designate as her assistants/hygienist etc. to do whatever she deems advisable if any unforeseen condition arises in the course of these designated operations and/or procedures calling, in their judgment, for procedures in addition to or different from those now contemplated.


I consent to the administration of local/general 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. This risk includes adverse drug response (e.g., allergic reactions), cardiac arrest, and aspiration, and thrombophlebitis (e.g. 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 have provided an accurate and complete medical /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. (Exams, X-Rays, etc.)

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.


I am aware that the practice of dentistry is not an exact science and I acknowledge that no guarantees have been made to me concerning the results. 
I consent to treatment plan presented to me on this day; I have been advised of risks, advantages, dis-advantages and understand and I have no questions.
Patient/Guardian Signature _________________________________
Date__________________

Dentist Signature_________________________________________
Date __________________

CANCELLATION POLICY
We ask our patients to please give us 48 hours notice if unable to keep their appointment. Any confirmed appointment that has to be “Cancelled” or “No Show” will be charged a $100 fee. We appreciate your understanding as someone is willing to reserve at short notice.

Where can we leave a message at home/work/cell?_______________________________________

Can we leave a message with someone other than you, if so, who?______________________________

Would you prefer reminded sent to cell or by Email?___________________________________
Patient Signature _____________________________ 

Date_____________________
