
Treatment Consent Form 
 
 
 
 
By signing below, I acknowledge that I have filled out the forms to the best of my 
knowledge to allow Dr. Grace Kwong and staff to provide dental treatment on myself or 
any dependents. 
 
 
 
 
X ___________________________________________________ 
    Patient Name and signature 
  
Signed on  ________________________ 
 
 
 
 
 
X ____________________________________________________ 
   Signature of Guardians for patient who is 18 years old and younger 
 
Signed on _________________________ 
 
 


