
I give my consent to Axis Community Health to render dental services to me: 

Signature: _____________________________________________       Date:________________________  

Date of Birth: _______________________________ Phone Number: __________________________ 

I acknowledge that I have received from Axis Community Health a copy of the Dental Material Fact 
Sheet.  

Patient/ Responsible Family Member Signature: ______________________________________________ 

Date: ____________________________ 

CONSENT TO 
DENTAL TREATMENT 

REV 01/2020




