




Consent For Dental Preventive Care

Patient name: ________________________________ Date: ________________________
This is consent to provide preventive dental care for:

Myself
My child
Dependent

In which I am taking responsibility for and receiving the care from Dr. Emily Liska and her associates; I agree and
allow for the necessary standard of preventive care to be performed.

I further agree that if in the event the insurance company does not cover such necessary standard of preventive care
that I will pay the remaining balance for the care that was given. 

Patient/Responsible party name (Print): ________________________________ Date: _____________

Patient/Responsible party signature: ___________________________________ Date: _____________

Witnessed by: _________________________________________ Date: ____________

The Dental Chalet
9004 Forest Crossing Drive, suite F

The Woodlands TX 77381
P: 281-363-0642



New Patient Consent for Treatment

I hereby authorize Dr. Emily Liska and her associates and staff to take dental x-rays, images, study models, photographs and
other diagnostic aids deemed appropriate by the doctor to make a thorough diagnosis of (patient name printed)
______________________________________’s treatment needs.

Upon such diagnosis, I authorize Dr. Emily Liska and associates to perform all recommended treatments mutually agreed upon
by me and to employ such assistance as required to provide proper care. 

I agree to the use of anesthetics, sedatives, and other medication as necessary. I fully understand that using anesthetic agents
embodies certain risks. I understand that I can ask for a complete recital of any possible complications.

I give consent to Dr. Emily Liska and associates or designated staff’s use and disclosure of any oral, written, or electronic health
records that are individually identifiable as mine for the purpose of carrying out my treatment, payment, and health care
operations. I understand that only the minimum amount of information necessary to provide quality care will be used or
disclosed and that a notice fully outlining the protection of my personal health information is available.

I agree to be responsible for payment of all services rendered on my behalf or my dependents. I understand that payment is due
at time of the service is rendered unless other arrangements have been made. If insurance is filed for me, I agree to pay the
amount insurance does not cover within 30 days. 

Cancellation/No show policy:  I understand that If in the event your scheduled appointment is cancelled within 24 hours of your
scheduled time, you will be liable to pay a $50.00 cancellation fee. In the event you do not make it to your appointment without
notice, you will be liable to pay a $50.00 now show fee. 

Patient/Responsible party signature: ___________________________________ Date: _____________

Witnessed by: _________________________________________ Date: ____________

The Dental Chalet
9004 Forest Crossing Drive, suite F

The Woodlands TX 77381
P: 281-363-0642


