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Toronto, Ontario, M3C 3L8

CONSENT FOR TREATMENT

I hereby give my consent to Dr. Flavia Gruesc, to provide basic preliminary dental care, the need for and the cost of which will be explained to me before it is delivered.  This may include teeth cleaning, specific investigations, preventative advice and the treatment of decayed or infected teeth.  This may also include the taking of records, radiographs and photographs and the administration of necessary anesthetics and medications.
…………………………………………………………………………………………..
THE NEW FEDERAL PRIVACY PROTECTION LAW, BILL C-6, EFFECTIVE JANUARY 1, 2004 REQUIRES THAT PATIENTS SIGN A CONSENT FORM BEFORE WE CAN COLLECT, USE, DISCLOSE OR UPDATE PERSONAL INFORMATION.


PATIENT CONSENT FORM
FOR COLLECTION, USE AND DISCLOSURE OF PERSONAL INFORMATION

	The privacy and protection of your personal information is important to us.
	All staff members are trained in protecting your information.
	Our office complies with legal and regulatory requirements.
	Dr. Flavia Gruesc acts as the Privacy Information Officer (do not hesitate to discuss our policies with me or any member of our staff)

I consent to your:
	collection of personal and health information about me.
	collection of personal and health information about my children (if they are minors and if they are patients of your office)

Provided the information is used in the day to day running of the dental office, such as assessing health needs, providing dental treatment, confirming appointments and other such related matters.

I consent to the disclosure of information:
	to third parties, insurers, or other payment organizations that may be responsible for payment or pre-approval of treatment estimates (my medical health history will not be disclosed to them).
	to any other health care practitioner involved in my health, such as medical doctors, other dentists, naturopaths, etc.
	to any potential purchaser and his advisors, of your dental office.
	for teaching and demonstrating purposes on an anonymous basis.

CONSENT FOR TREATMENT + PATIENT CONSENT FORM
I realize I may withdraw my consent upon reasonable notice in writing. However, withdrawing my consent will affect your ability to provide me with proper dental care.


PRINT NAME:	__________________________________________________________                                                                                                                                 

SIGNATURE: 	__________________________________________________________

DATE:                         __________________________________
	(MONTH/DAY/YEAR)				 
