
   
 

AUTHORIZATION AND RELEASE FORM 
 
1.   I, hereby authorize Prestige Dental to perform dental treatment, including the use of any necessary or advisable 

local anesthesia, radiographs (x-rays), or diagnostic aids. 
 

2.   I understand the success of the dental treatment to be provided will require the patient to follow post-operative 
and post-care instructions, and continue regular office visits. 

 
3.   I recognize that during the course of treatment, unforeseen circumstances may necessitate additional or 

different procedures from those discussed.  I therefore authorize the performance of any additional procedures 
that are deemed necessary to my oral health, in the professional judgment of the dentist. 

 
4.   I agree to the use of local anesthesia for some procedures, depending on the judgment of the doctor(s).  There 

are possible risks and complications associated with the administration of local anesthesia, sedation, and drugs.  
The most common of these are swelling, bleeding, pain, nausea, vomiting, bruising, tingling, and numbness of 
the lips, gums, face, and tongue, allergic reactions, hematoma (swelling or bleeding at or near the injection 
site), fainting lip or cheek biting resulting in ulceration and infection of the mucosa.  I understand the above 
risks and complications. 

 
5.   I authorize photographs to be taken, intraorally and extraorally.  I authorize use of these photographs, 

radiographs, other diagnostic materials and treatment records for the purposes of case presentation and website 
before/after pictures. 

 
6.   I authorize Dr. Tang to perform the ViziLite Plus exam along with the standard oral cancer examination.  This 

enhanced examination is $65 (1st time), $55 (2nd time), and $45 (3rd +) and I will accept financial responsibility 
for this annual exam. 

 
7.   I authorize release of any information concerning my (or my child’s) health care, advice and treatment 

provided for the purpose of evaluating and administrating claims for insurance benefits. 
 

8.   I authorize release of any information concerning my (or my child’s) health care, advice, and treatment to 
another dentist or specialist. 

 
9.   I hereby authorize payment of insurance benefits payable directly to Prestige Dental Incorporated.  If the 

insurance company mistakenly reimburses me, I am responsible for signing any reimbursement over to 
Prestige Dental Incorporated. 

 
10.   I understand that my dental care insurance carrier or payor of my dental benefits may pay less than the actual 

bill for services.  I understand that I am financially responsible for payments in full of all accounts.  By signing 
this statement, I revoke all previous agreements to the contrary and agree to be responsible for payment of 
services not paid, in whole or part, by my dental care payor guarantor. 

 
 
I hereby state that I have read and understand this authorization and release form.  I understand that I have the right 
to be provided answers to questions which may arise during and after the course of treatment.  I further understand 
that this consent will remain in effect until such time I choose to terminate it. 
 
    
 Patient’s Name Date 
 
      
 Name of Parent or Guarantor (If Different) Relationship to Patient 
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