
 
 

Treatment without 

parent/guardian Consent Form 

 

I, ________________________________________, give Arizona Pediatric Dental Care  
                       Parent/Guardian Name 

permission to treat my child, _______________________________, while I am not present. 
                                                                 Patients’ Name 

 

The individual bringing my child to the appointment is named, __________________________ 
                                                                                                           Adult accompanying child 

and is at least eighteen years of age and is the patient’s______________________. I also give 
                                                                                              Relationship to patient 

this individual permission to make decisions regarding my child’s dental treatment, medical  

 

treatment (If necessary, should an emergency arise) and behavior management. I understand  

 

payment is expected at the time of treatment.  

 

 

Parental contact information for questions regarding treatment of this child: 

Parent’s name: __________________________________________________________ 

 

Contact Info (Cell): _____________________ (Home): ____________________________ 

(Work): _______________________ 

 

Mailing Address: ____________________________________________________________ 

City: ____________________ State: ___________ Zip Code: _________________________ 

 

 

 

Signature: ___________________________________________ Date: _________________ 

 

Relationship to Patient: __________________________ 

 

 

 

 

3011 S. Lindsay Rd, Ste 108, Gilbert, AZ 85295 O: (480)917-9339 F: (480) 821-2980 


