
Atlonlic Denlol Group
G4d D€nusTrY

G Borry Flozelle. l. D.D.S.
Corierw. Lee, D.D S.
so.oh E. Pless, D.D.S.

l30l Physicions Drive
Wihington, NC 28401

(9r 0) 762-0958
F M Q1cl 7 62-217 t

MINORYCHILD CONSENT

I, being the parent or guardian of
Name of mino'chi ld

do hereby request and author ize the dental  staf f  to perform
necessary dental  services for  my chi ld,  including but not
l imi ted to X'rays,  and administrat ion of  anesthet ics which
are deemed advisable by the doctor,  whether or not I  am
present at  the actual  appointment when the treaiment is
rendered.

I  acknowledge that payment is due at  the t ime of  t reatment,
unless other arrangements are nrade. I  agree that
parents/guardians are responsible for  a l l  fees and servlces
rendered f ,or  t reatment of  a minor/chi ld.  I  accept fu l l
f inancial  responsibi l i ty  for  a l l  charges not covered by
insurance.

Date SiSnature ol  lnsured Parent. /Guardian


