
DENTAL TREATMENT NOTICE AND ACKNOWLEDGEMENT OF RISK FORM

Our goal is to provide a safe environment for our patients and staff, and to advance the safety of our local 
community. This document provides information we ask you to acknowledge and understand regarding the 

 

ariety of sources. Our practice wants to ensure you are 
 

show sym
complicated due to limited availability of virus testing.  

Due to the frequency and timing of visits by other dental patients, the characteristics of the virus, and the 
characteristics of dental procedures, there is an elevated risk of you contracting the virus simply by being in a 
dental office. 

linger  

You cannot wear a protective mask over your mouth to prevent infection during treatment as your health care 
providers need access to your mouth to render care. This l
while receiving dental treatment.  

Pursuant to statements from the Center for Disease Control (CDC) and the American Dental Association (ADA), 
staff, will be rescheduled. According to 

dental c

provided in as minimally invasive a manner as possible.  

I confirm that I have read the Notice above and understand and accept that there is an increased risk of 

seeking treatment for a condition that meets the emergent or urgent criteria noted above. I understand and 

 here.  

I have read and understand the information stated above: 

_______________________________________        __________________________________ 

Signature       Witness 

Please flip over form and fill out questions regarding your health as of today 




