PATIENT REGISTRATION

Welcome to our office. We will do our best to make your appointment as convenient and pleasant
as possible, lf at any time you have any
questions regarding your care, appointments, or fees, please feel free,to ask.
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INFoRMATIoN CoNSENT I understand that root canal treatrnent is a procedure to retain a tooth
which may otherwise require extraction. There is a high degree of clinical success, but it is still biological treatment, so it cannot bo guaranteed. occasionally a tooth
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Information about your health will be held a$ confidential by this office and wlll be released only upon your expressed consent.
Many general
health factors may alfect orill health and influence your care.
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Have you ever had prolonged bleeding

Have you ever had surgery/radiation treatment
for a tumor, growth or other
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