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CONSENT
The undersigned authorizes David M. Allen, D.D.S., d/b/a/ David M. Allen D.D.S., and Associates P.C./Afdent Dental Services (“Afdent”) and/or such associates or assistants designated 
by Afdent to perform those procedures as may be deemed necessary or advisable to maintain the dental health of the undersigned, or the dental health of any minor or other individual for 
whom the undersigned has responsibility, including the arrangement and/or administration of any sedative, anesthetic, analgesic, therapeutic and/or pharmaceutical agent. The undersigned 
further authorizes Afdent to take x-rays, study models, photographs and/or other diagnostic measures to perform the treatment, care, and therapy, including the use and provision of 
medication, which Afdent deems appropriate in connection with treatment provided. The undersigned hereby acknowledges and understands that the use of anesthetic agents embodies 
certain risks and may cause certain untoward side effects including, but not necessarily limited to, bruising, hematoma, cardiac stimulation, muscle soreness, temporary or permanent 
numbness. The undersigned hereby voluntarily assumes any and all possible risks, if any, which may be associated with treatment, and further acknowledges that he/she is aware of any 
potential risks, and has had the opportunity to ask questions in connection with treatment and/or any risk involved. Lastly, the undersigned acknowledges that from time to time it may be 
necessary to communicate directly with our patients and customers. In this regard, in an effort to maintain the highest level of customer service, it is Afdent’s policy to record or monitor 
client communications including telephone calls. By executing this form, the undersigned acknowledges Afdent’s recording policy and consents to the recording and/or monitoring of his/her 
communications with Afdent. This consent shall be valid and continue until the undersigned revokes same by sending written notice to Afdent at the above address.
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The undersigned hereby certifies that the answers to the health questions herein are accurate and correct to the best of his/her knowledge. Since a change of medical condition 
or medications can affect dental treatment, the undersigned understands the importance of the information provided herein and agrees to notify Afdent in the event of any 
change thereof. The undersigned certifies and agrees that he/she shall be responsible for payment for all dental services provided by Afdent, and that payment shall be due and 
payable at the time dental services are provided unless otherwise agreed in writing. The undersigned further agrees and acknowledges that a monthly finance charge of 1.75% 
(21% annually) will be applied to all amounts not paid at the time of treatment. The undersigned also agrees and acknowledges that a $30.00 late fee per month shall be added 
on all past due accounts. The undersigned shall pay to Afdent all costs associated with collecting any and all past due amounts including court costs and reasonable attorneys’ 
fees. Upon request, Afdent will submit invoices for services rendered for payment to the employer, insurance carrier, insurance provider or union office of the undersigned for 
payment and/or reimbursement. However, the undersigned shall be completely responsible to Afdent for payment at the time of treatment regardless of any third party obligation.
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