PEDIATRIC DENTISTRY, LLC

The office of Dr. Scott Thomas
www.ShoalCreekSmiles.com
(816) 781-5437

Consent From

I hereby authorize, for the patient named below, examination and treatment by members and
employees of Shoal Creek Pediatric Dentistry, LLC and any assistants or designees deemed necessary
by Dr. Thomas. [ am aware that the practice of dentistry and surgery is not an exact science and |
acknowledge that no guarantees have been made to me as to the result of treatments or examinations
in this office.

Release of Information

Photographs
I authorize the t
Assignment o

I hereby authoriZgpa C ] i hoal Creek
Pediatric Dentistry ‘ dylhi i : 3

financially responsib
named patient a

Patients Address:

Phone Number:

Interpreter Consent
I read the above statement to ) : (dAM /U PM)

He / she stated understanding and ap,

Interpreter’s Signature Printed Name

Today’s Date: / /

Shoal Creek Pediatric Dentistry at Barry Point Medical Plaza
9051 N.E. 81% Terrace, Suite 220
Kansas City M0, 64158



