
John O’Horo D.M.D., PC

GENERAL INFORMED CONSENT

The undersigned hereby authorizes Doctor to take x-rays, study models, photographs, or any other diagnostic aids 
deemed appropriate by Doctor to make a thorough diagnosis of the patient’s dental needs.  Once the patient is 
informed of options and cost, I also authorize Doctor to perform any and all forms of treatment, medication, and 
therapy that may be indicated.   I understand that responsibility for payment for Dental Services provided in this 
office for myself or my dependents is mine; due and payable at the time of services are rendered unless financial 
arrangements have been made.  I also assign all insurance benefits to the Doctor.

I understand that I may receive a local anesthetic and/or other medication. I also understand the use of anesthetic 
agents embodies a certain risk. In rare instances, patients may have a severe reaction to the anesthetic, which may 
require emergency medical attention, or find that it reduces their ability to control swallowing. This increases the 
chance of swallowing or aspirating foreign objects during treatment. Depending on the anesthesia and medications 
administered, I may need a designated driver to take me home. Rarely, temporarily or permanent nerve injury can 
result from an injection. 

Patient Name:  (please print)___________________________________________________________________

Parent or Authorized Representative: (if applicable) ________________________________________________

Signature:___________________________________________________________Date:___________________


