DAVID C. ADAMS, D.D.S., M.S., AND ASSOCIATES

YoOrOrOPOPOPOPOPE,

SPECIALISTS IN ORTHODONTICS FOR CHILDREN AND ADULTS
SPECIALISTS IN PEDIATRIC DENTISTRY

Consent to Treat a Minor

Date
As guardians of , we hereby give Dr. Adams and all staff permission to examine our
child. We agree to be financially responsible for all services rendered.
Guardian 1: Relationship to Child
Date of Birth: Guardian's Social Security:
Employed by: Occupation:
Bus. Address: Home Address:
Bus. Phone: Cell Phone:
Drivers license: Email Address
Guardian’s Signature
Guardian 2: Relationship to Child
Date of Birth: Guardian's Social Security:
Employed by: Occupation:
Bus. Address: Home Address:
Bus. Phone: Cell Phone:
Drivers license: Email Address

Guardian’s Signature

Name of Guardian with whom child lives

Name of Guardian with financial responsibility

Name, address, and phone number of friend or relative not at same residence

SAN DIEGO 239 LAUREL STREET, SUITE 201 / SAN DIEGO, CA 92101 / 619-291-5266 / FAX 619-291-0124
NORTH COUNTY 2125 EL. CAMINO REAL, SUITE 101 /7 OCEANSIDE, CA 92054 / 760-433-0393 / FAX 760-439-0282
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MEMBER OF THE AMERICAN ASSOCIATION OF ORTHODONTISTS AND CALIFORNIA STATE SOCIETY OF ORTHODONTISTS




