






GIESLER DENTAL 
TREATMENT AND FINANCIAL CONSENT 

 
I, ____________________, consent to be a patient at the above-named office and agree to a 
radiographic and clinical examination. I also understand and consent to the following: 
  
 1.  During the course of treatment, I may undergo procedures in all phases of dentistry 
including, but not limited to radiography, periodontics (gum treatment and surgery), oral surgery, 
endodontics (root canals), fixed and removable prosthodontics (crowns, bridges, and dentures), 
implant dentistry, restorative dentistry, temporomandibular disorder treatment, sleep apnea 
treatment, oral pathology, pediatric dentistry, and use of ozonated water, ozonated olive oil, 
ozonides and oxygen/ozone gas mixtures to disinfect the mouth, soft tissues, (gums, cheeks, 
tongue and associated structures) tooth structure, root canals, dental implants, extraction sites, 
and any infections in the oral cavity or associated structures as defined by the American Dental 
Association (ADA) definition of Dentistry. 
  
Dentistry: “Dentistry is defined as the evaluation, diagnosis, prevention and/or treatment 
(nonsurgical, surgical or related procedures) of diseases, disorders and/or conditions of the oral 
cavity, maxillofacial area and/or the adjacent and associated structures and their impact on the 
human body, provided by a dentist, within the scope of his/her education, training and 
experience, in accordance with the ethics of the profession and applicable law.”                       
(As adopted by the 1997 ADA House of Delegates) 
 
 2.  I will provide a thorough and complete medical history, supply a full list of my 
medications with dosages, and consent to my dentist communicating with my other medical 
practitioners to inquire about any aspect of my health history. 
 
 3.  I will pay in full any cost of treatment or insurance copayments according to the 
office's financial policy. I understand that even if an insurance pre-estimate is given or a 
procedure has been preapproved, I am responsible for any costs that my insurance does not 
cover. We accept cash, personal checks, debit and credit cards. A $25.00 charge applies when a 
check is returned by the bank. 
 
 4.  My treatment plan may change at any time and I will do my best to approach my 
dental care with optimism and open communication with my dentist, hygienist, and dental office 
staff. I understand that unforeseen conditions may arise during treatment and may require a 
change in the procedure being performed.  I consent to the performance of any additional 
procedures that may be necessary to complete the procedure.  (For example:  during the removal 
of decay from the tooth for a filling, the nerve may be exposed necessitating a root canal or 
extraction OR, a piece of tooth, filling material or appliance can be aspirated requiring a surgical 
procedure) 
 
 5. I consent to the proposed treatment plan (see attached treatment plan) and any verbal 
changes to the plan, after confirming that I have been advised of the risks, advantages and 
disadvantages of the treatments and the consequences of not performing the procedures.  



(Example: not extracting or performing a root canal on an infected, abscessed tooth can cause 
serious health issues) 
 
 6.  I consent to the prescribing of prescription pharmaceutical medications and the 
recommendation of non-prescription vitamins, minerals, biological, homeopathics and other 
associated neutraceuticals for my treatment. 
 
 7.  I consent to the injection and administration of local anesthetics, analgesics, vitamins ( 
IV, IM and Subcutaneous),  oxygen/ozone gas, homeopathics, or any other agent that may be 
necessary for the treatment of my condition(s).  I understand that there is an element of risk 
inherent in the injection and administration of any injectable agent.  These risks include, but are 
not limited to: Herxheimer reactions, (healing crisis) adverse drug reactions, allergic reactions, 
cardiac arrest, tachycardia, swelling, bruising, pain, transient or permanent nerve damage, 
asthmatic reactions, needle tract infection and other unspecified injuries.   
 
 8.  I am welcome to ask questions about any aspects of my dental care and will request 
information if I am confused or need more information.  I am responsible for clarifying any 
aspects of treatment that I am unsure about. 
 
 9.  I consent to the treatment that I am seeking from Nicholas W. Giesler, DDS, and I am 
aware that there are risks in any dental procedure that is performed.  I recognize that the practice 
of dentistry is not an exact science and I understand that there has been no warranty or guarantee 
that the treatment and results I am seeking will be successful. 
 
 10. Finance charges will be applied to all balances not paid within 25 days of the monthly 
billing date. It is your responsibility to ensure your insurance company pays promptly so you can 
avoid finance charges. You agree to pay collection costs and reasonable attorney fees incurred in 
attempting to collect on this amount or any future outstanding account balances. If you have an 
account with an unpaid balance past 90 days, it will be sent to the collection agency.  
 
 11. To reschedule or cancel an appointment, you must notify us at least 24 hours in 
advance to avoid a missed appointment fee of up to $75.00. We reserve the right to terminate 
professional treatment when scheduled appointments are not kept.  
 
 12. Original records including radiographs are the property of this office. If you desire, 
we will provide you with a copy of you and/or your child's record or radiographs for a nominal 
duplication fee. 
 
_____________________________     ____________ 
Patient or Guardian Name       Date 
 
_____________________________     ____________ 
Witness         Date 
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