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| certify that | have read and understand the above information. To the best of my knowledge, the above answers are true and correct. | understand that providing incorrect information can be
dangerous to my child's health. If there is a change in my child's health, or if my child's medicines change, | will inform the dental staff at the next appointment without fail. | understand the
nature of the clinical services to be rendered including the possible hazards and side effects that may be involved. |understand that alternative methods of treatment may be available and that
while all the procedures are considered safe, there is risk of complications or unanticipated results and emergency indications that may prevent the intended beneficial result or require further
treatment. |understand that dental services will be rendered by licensed dentists, licensed dental hygienists, or dental and dental hygiene students under the supervision of licensed dentists,
and consent to such services. | authorize the Lincoln-Lancaster County Health Department to release any information including the diagnosis of the records of any treatment or examination
rendered to my child during the period of such Dental care to third party payors and/or health practitioners.
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