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Please know we take the utmost care in your private and confidential
information. If you have any questions or concerns please don’t hesitate to ask.

MOnali Haldankar, DMD - J. Taylor Hazard, DMD
4701 Southern PKWY, Louisville, KY 40214 - (502)366-4121
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Consent Form
1. I authorize staff at Parkway Family Dental to take necessary radiographs (x-rays), study modes, photos, scans,

and other diagnostic aids as needed to make a thorough diagnosis.
2. I authorize staff at Parkway Family Dental to perform all treatment which has been recommended and agreed

upon. In addition, I authorize the use of anesthetics, sedatives, and other medications (as needed) and I am full
aware that using anesthetic agents involves certain inherent risks.

3. I authorize staff at Parkway Family Dental to use the Universal Precautions, as outlined by OSHA, and permit
the confidential discussion of my medical history. I consent to HIV and Hepatitis blood testing and
documentation for needle sticks and injuries resulting during my care

4. I am responsible for payment for ALL services rendered, on my behalf, and my dependants. I have been
informed that payment is due when services are rendered. I am aware that a finance charge may result if my
account becomes 30 days past due or older. Should my account become delinquent, I will assume all collection
costs and legal fees.
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Health History
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I affirm that I have filled this medical history thoroughly to the best of my knowledge:

X ___________________________________________   Date: ________________________
Signature
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