
Serve the People Community Health Center (STP CHC) 
Consent form for 

Dental Prevention Treatment 
Patient’s Name:  Date of Birth:  
It is your right, as a patient or parent, to understand the risks, benefits, and alternatives of your dental treatment, and to accept or 
refuse treatment offered to you. Please read this form carefully and ask about anything you do not understand. We will be pleased to 
answer your questions. 
Dental Exam: Every person is a unique individual thus not every person will require the same treatment to obtain 
comprehensive oral examination. Based upon your age, teeth present, and tooth position the dentist will determine if 
radiographs (x-rays) are necessary. The examination appointment also includes the use of instruments to see if the surface 
of the teeth are fragile and in the process of the exam the surface of the tooth may be found to have decay during the 
exam. Unless otherwise noted, by signing this form I authorize STP’s staff to perform a dental exam. 

By checking off the box to the right, I am stating that I refuse a dental exam and I understand the implications in doing so.  
Dental Cleaning: Removal of plaque, stain, and materials of the surface of the teeth should be done on a regular basis 
as determined by a person’s risk for dental disease. Unless otherwise noted, by signing this form I authorize the STP’s 
staff to clean my teeth. 

By checking off the box to the right, I am stating that I refuse a dental cleaning and I understand the implications in doing so.  
X-rays: X-rays are used to diagnose oral diseases and their need is determined by each person’s individual situation. 
Effects of radiation add up over time and we make an effort to minimize the patient’s exposure by using the lowest dose 
of exposure and use of protective collars and aprons. Unless otherwise noted, by signing below I authorize STP’s staff 
to take x-rays. 

By checking off the box to the right, I am stating that I refuse to receive x-rays and I understand the implications in doing so.  
Fluoride treatment: The AADP has stated that topical fluoride is safe and highly effective in reducing the risk of caries 
and reversing enamel demineralization. I understand that fluoride treatment will help strengthen the enamel of the surface 
of my teeth. Unless otherwise noted, by signing this form I authorize to have fluoride applied to the surface of my teeth. 

By checking off the box to the right, I am stating that I refuse fluoride treatment and I understand the implications in doing so.  
Sealants: Sealants are protective coating that is applied to the grooves of the molars. I authorize STP’s staff to apply 
sealants to my molars. 

By checking off the box to the right, I am stating that I refuse sealants and I understand the implications in doing so.  
Changes in treatment plan: I understand that during treatment it may be necessary to change or add procedures because 
of conditions found while working on the teeth that were not discovered during examination, the most common being 
root canal therapy following routine restorative procedures. Unless otherwise noted, by signing this form, I give 
permission to the Dentist to make any changes and additions as necessary, after having been informed, and am in 
agreement with the changes. 

By checking off the box to the right, I am stating that I refuse changes in the dental treatment plan, and I understand the 
implications in doing so. 

 

I hereby request and authorize the dentists and their STP staff to perform dental work in attempting to improve the appearance, 
function, and health of mouth, teeth, bone and tissue, as explained above. The effect and nature of the procedures to be 
performed, and the risks involved as well as the possible alternative methods of treatment have been fully explained to me. I 
understand that dentistry is not an exact science and that therefore, no practitioner can fully guarantee absolute results. I 
acknowledge that no guarantee has been made by anyone regarding the dental treatment, which I have authorized. Although 
our goal is the best oral health for the patient, there are some slight risks involved in getting to that goal. Very rarely dental 
treatment may be associated with numbness, bleeding, discoloration, soreness, upset stomach, dizziness, allergic reaction, 
swelling, and infection but ignoring a known dental problem has an even greater risk. Not treating existing dental problems 
results in abscess, infection, pain, fever, swelling, considerable risk to the developing adult teeth, and may create future 
orthodontic and gum problems.  
By signing below, I confirm that I have read and fully understand the information above and have had all my 
questions answered to my satisfaction. I consent to the proposed dental treatment. 

  
Printed Name of Patient / Parent/ Tutor / Representative If applicable, relationship to patient 

 
 

 

 

Signature of Patient / Parent/ Tutor / Representative Date (MM/DD/YYYY) 
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	Patient Registration Form [E].pdf
	As a Federally Qualified Health Center, we strive to provide quality and accessible care to all our patients. In order for us to make such informed decisions, we must gather the following information. Please understand that you have the option not to respond. This information will not affect your eligibility to any services with Serve the People Community Health Center (STP CHC) 
	School Event
	Social Media
	How did you hear about STP?
	Date of Birth:
	Today’s Date:
	STP Food Pantry
	Community Event
	Sex Assigned at birth:      (Male)        (Female)
	Last Name:
	Other:
	Marital Status: (circle your answer)
	Middle Name:
	First Name:
	Partner
	Married
	Divorced
	Sexual Orientation: (circle your answer)
	Address:
	Legally Separated
	Widowed
	Single
	Bisexual
	Heterosexual
	Lesbian or Gay
	City:
	Preferred Language: (circle your answer)
	Zip:
	State:
	Other:
	Choose not to disclose
	Don’t know
	Other:
	Spanish
	English
	Home phone #:
	Race: (circle your answers)
	Gender Identity: (circle your answer)
	Cell phone #:
	Filipino
	Vietnamese
	Asian Indian
	Choose not to disclose
	Transgender Male
	Male
	E-mail:
	Korean
	Japanese
	Chinese
	Personal Income: (circle your answer)
	Guamanian or Chamorro
	Black / African American
	Other Pacific Islander
	Other:
	Transgender Female
	Female
	General Public Assistance
	Earned (non-agricultural)
	Samoan
	Native Hawaiian
	Other Asian
	Parent / Guardian information:
	Veteran
	*agriculture
	Choose not to disclose
	American Indian / Alaskan Native
	White
	Name:
	Disabled
	Retirement
	Phone #:
	Other:
	None
	Ethnicity: (circle your answers)
	Relation to Patient:
	* = prepare, water, or spray fields, nurseries, orchards; plant, collect, sort, pack, or transport agricultural products; work on farms that produce / handle livestock
	Choose not to disclose
	Not Hispanic, Latino/a, or Spanish Origin
	*Hispanic, Latino/a or Spanish Origin
	Emergency Contact:
	Name:
	Housing Status (circle your answer)
	Phone #:
	Street
	Shelter
	I have housing
	*if you circled Hispanic, please specify:
	Relation to Patient:
	Doubled up (unable to maintain housing & stay with a series of friends / family)
	Permanent Supportive housing
	Transitional housing
	Another Spanish Culture or Origin
	Mexican / Mexican American / Chicano
	If you do not have insurance, are you interested in obtaining help to see if you quality for medical and/or dental insurance?  (YES)   (NO)
	Cuban
	Puerto Rican
	Other:
	 Do you have dental insurance? (YES) (NO) 
	Do you have medical insurance? (YES)  (NO)
	If yes, Dental Insurance name:
	If yes, Medical Insurance name:
	Subscriber name:
	Subscriber name:
	ID#:
	Date of birth:
	ID#:
	Date of birth:
	Date:
	Relation to patient:
	Signature (parent or guardian if minor)

	Patient Registration Form [S].pdf
	Como Centro de Salud Calificado Federalmente, nos esforzamos por brindar atención accesible y de alta calidad a todos nuestros pacientes. Para que podamos tomar decisiones informadas, debemos recopilar la siguiente información. Usted tiene la opción de no responder. Esta información no afectara su elegibilidad para los servicios con STP CHC.
	Evento Escolar
	Medios sociales
	¿Cómo te enteraste de STP?
	Fecha de nacimiento:
	Fecha de hoy:
	Sexo asignado al nacer:(Masculino) (Femenino)
	Apellido:
	Otro:
	Despensa de alimentos de STP
	Evento Comunitario
	Estado civil: (circule su respuesta)
	Segundo Nombre:
	Primer Nombre:
	Con pareja
	Casado/a
	Divorciado/a
	Orientación Sexual: (circule su respuesta)
	Dirección:
	Legalmente separado/a
	Viudo/a
	Soltero/a
	Bisexual
	Heterosexual
	Lesbiana o Gay
	Ciudad:
	Idioma Preferido: (circule su respuesta)
	Otro:
	Rehúso divulgar
	No Se
	C.P:
	Estado:
	Otro:
	Español
	Ingles
	# de casa:
	Raza: (circule su respuesta)
	Identidad de Género: (circule su respuesta)
	# de celular:
	Filipino
	Vietnamita
	Indio Asiático
	Rehúso divulgar
	Hombre Transgénero
	Hombre
	Correo electrónico:
	Coreano
	Japonés
	Chino
	Ingreso Personal: (circule su respuesta)
	Guamani  o Chamorro
	Negro / Afroamericano
	Otro Isleño del Pacifico
	Otro:
	Mujer Transgénero
	Mujer
	Asistencia Publica
	Trabajo (No Agrícola)
	Samoano
	Nativo de Hawái
	Otro Asiático
	Información de los Padres / Tutores:
	Veterano/a
	*Agricultura
	Rehúso divulgar
	Indio Americano / Nativo de Alaska
	Blanco
	Nombre:
	Incapacidad
	Pensión
	# de teléfono:
	Otro:
	Ninguno
	Origen Étnico: (circule su respuesta)
	Relación con el paciente:
	* = preparar, regar o rociar campos, viveros, huertos; planta, recolectar, clasificar, empacar o transportar productos agrícolas. Trabajar en granjas que producen / manejan ganado
	Rehúso divulgar
	No hispano, latino, o de origen español
	*De origen hispano, latino, o español
	Contacto de Emergencia:
	Nombre:
	Estado de la vivienda (circule su respuesta)
	# de teléfono:
	Calle
	Refugio
	Tengo vivienda
	*si circulo Hispano, favor de especificar:
	Relación con el paciente:
	Inquilino 
	Vivienda de apoyo permanente
	Vivienda temporal
	(incapaz de mantener la vivienda y se queda con amigos / familia)
	Otra cultura u origen español
	Mexicano / Mexicano Americano / Chicano
	Si no tiene seguro, ¿está interesado en obtener ayuda para ver si califica para un seguro médico y/o dental?  (SI)   (NO)
	Cuban
	Puerto Rican
	Otro:
	 ¿Tiene seguro dental? (SI)   (NO) 
	¿Tiene seguro médico? (SI)   (NO)
	En caso que sí, nombre del seguro dental:
	En caso que sí, nombre del seguro médico:
	Nombre del suscriptor:
	Nombre del suscriptor:
	ID#:
	Fecha de nacimiento:
	ID#:
	Fecha de nacimiento:
	Fecha:
	Relación con el paciente:
	Firma (del padre o tutor, si es menor)
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