
MARSHPOINT DENTISTRY 

General Treatment Consent 

I hereby authorize Marshpoint Dentistry, its dentists, and staff to perform any dental examinations, 
treatments, procedures, or services deemed necessary or advisable for my oral health, at their 
professional discretion. This includes, but is not limited to:  

• Diagnostic procedures (e.g., X-rays, exams).  

• Preventive care (e.g., cleanings, sealants).  

• Restorative treatments (e.g., fillings, crowns, extractions).  

• Emergency interventions or any other procedures they determine appropriate during the 
course of my care. 

I understand that:  

• Treatment plans may evolve based on findings during procedures, and I consent to such 
adjustments as deemed necessary by the dental team.  

• Risks, benefits, and alternatives will be explained to me as needed, but I grant broad 
authority to the dental team to act in my best interest.  

• I may revoke this consent in writing at any time, except for actions already taken. 

I consent to the administration of local anesthesia, sedation, or other medications as determined 
appropriate by the dental team. I also authorize the use of any photographs, X-rays, or records for 
educational, insurance, or treatment purposes, provided my identity is protected.  

Signature: ___________________________ Date: ______ 
(If signed by a legal representative) 
Representative Name: ___________________________ Relationship: _______________ 

 


