Records release request for treatment purposes

Dr._____________________________________________________________________
Address_________________________________________________________________
City_________________________________State_______________ZipCode__________
Telephone number________________________________________________________

I, ___________________________________ authorize the release of dental records and medical
records relevant to dental treatment, or copies of such, and request that they be transferred to
Douglas D. Means D.M.D., Inc.
1710 Cooper Foster Park Road Ste A
Lorain, Ohio 44053
440.282.3642

_____________________________________________________ ________________________
Signature of patient, guardian or personal representative

Date

_____________________________________________________ ___________________________
Print name of patient, guardian or personal representative

Relationship to patient

Douglas D. Means D.M.D., Inc.

Informed Consent for Treatment
I understand the treatment and financial responsibility involving restorative procedure
including, but not limited to, filling/crown/bridge/dentures/partials/implants, etc. There are
certain risks that are to be assumed when having restorative treatment. There is the possibility
of failure to achieve the results which may be desire or expected. I agree to assume those risks
which may occur even though great care and diligence will be exercised by Dr. Douglas Means,
in rendering my treatment. I understand that everyone responds to treatment differently and
the risk and severity of these risks will differ from person to person. These risks include, but are
not limited to, the following: Reversible or irreversible pulpal irritation, pain, possible root canal
therapy and in rare case, extraction. I also understand that home care and periodic evaluation
is essential to properly maintain restorations. Failure to do so may result in complications with
or the failure of these restorations.
I understand it is my responsibility to notify this practice should any undue or unexpected
problems occur or if I experience any problem in relation to the treatment rendered or the
services performed.
INFORMED CONSENT: I have been given the opportunity to ask any question regarding the
nature and purpose of restorative treatment and have received answers to my satisfaction. I do
voluntarily assume any and all possible risk which may be associated with any phase of
treatment in hopes of obtaining the desired and/or and satisfactory results. By signing this
form, I am freely giving my consent to authorize Dr. Douglas Means, and his team involved in
rendering treatment, he deems necessary or advisable in treating my dental conditions,
including the administration and/or prescribing of any anesthetic and/or medications.

_____________________

________________________________ _________

Patient name (print)

Signature of patient or guardian

Date

