Dental Radiograph & Extraction Release Form

1)  Dental Radiographs (x-rays) in Veterinary Clinics are one of the most important diagnostic tools available to Veterinary Dentistry.  They allow the internal anatomy of the teeth, the roots and the bone that surrounds the roots to be examined.  At this time, Shelley Drive is making a full mouth set of x-rays as an optional service if the doctors don’t feel that there is any obviously diseased areas.  In some cases, radiographs may not be an option if deemed by doctor.   The charge for a FULL MOUTH SET OF RADIOGRAPHS is $51.00.
 

**Initial by appropriate response….

________ Yes, I would like to have SDAC perform the recommended dental radiographs ($51.00)


________ No, I do not want SDAC to perform dental radiographs

***************************************************************************************************************************
2)  Broken or abscessed teeth, resorptive lesions and other periodontal problems are often uncovered with the removal of tartar and plaque or seen by digital x-rays of the teeth during the teeth cleaning procedures. These findings may indicate the need for dental work beyond what we have discussed.  Please indicate how you would like for me to handle any additional findings.
**Initial by appropriate response….

__________ (A) DO WHATEVER is needed to give <animal> a healthy oral cavity.  This includes PERMISSION TO EXTRACT any loose and/or damaged teeth.
__________ (B) Please CONTACT ME at the phone number below before doing any additional dental procedures.  If I can’t be reached by phone while <animal> is under anesthesia, then go to response A ______ or B ______.

__________ (C) DO NOT do anything beyond routine teeth cleaning at this time.  I understand that additional dental work needed will require another anesthetic at another date.

***************************************************************************************************************************
 
I consent to the administrations and use of anesthesia.  I agree to pay in full for all services rendered including those deemed necessary for medical or surgical complications or otherwise unforeseen circumstances.

The nature and purpose of the procedures, possible alternative methods of treatment, risks involved, and possibility of complications have been fully explained to me.  I acknowledge that no guarantee or assurance had been made as to the results that may be obtained.
X_________________________________                     

<first-name> <last-name>   

X_________________________________

Emergency Phone Number(s)

<date>                                                  

