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4847 Lone Tree Way, Suite B 
Antioch, CA    94531 
Tel:  925-755-4040 
Fax: 925-755-4041

Grace Cabildo-Rivera, DDS 
A Professional Dental Corporation

CONSENT TO DENTAL SCREENING: 

Patient Name: ___________________________________________  Date of Birth: _________________ 

DIAGNOSIS:  __________________________________________________________________________ 

Recommended Treatment: 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 

Consequences if No Treatment Is Administered, Not Limited to the Following: 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 

Dr. ____________________________ has completed an initial screening for _____________________________ (patient’s name). 

I understand that the screening is only a limited means for diagnosis and I must secure the services of a dentist or dental clinic. 

Dr. ____________________________ has explained to me the potential consequences of not proceeding with treatment and 

given me the opportunity to ask the questions regarding the information I have been provided. If I have asked any questions, I am 

also acknowledging that those have been answered to my satisfaction. 

I will not hold Dr. ____________________________ responsible, should I choose not to seek care from a dentist or dental clinic as 

was recommended. 

___________________________________________________  _____________________________ 

Patient / Representative Name and Signature        Date 

___________________________________________________  _____________________________ 

Witness Signature        Date 

I have explained the nature, purpose, risks, complications, benefits, and alternatives to the proposed treatment, as well as the 

risks and consequences of proceeding or not proceeding with the treatment. I have answered all of the patient’s questions, and I 

believe the patient/guardian/representative fully understands my answers and explanations. 

___________________________________________________   _____________________________ 

Dentist Signature       Date 
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