
Date:____________ 

Pediatric Dentistry of Noblesville 

Consent for Patient Accompaniment 
  

Name of Patient/s__________________________________________________ 

 

I, ________________________________ give the following person/people consent to 
accompany my child(ren) to their dental visits.  I understand I must give consent for treatment 
separately either in writing or verbally. 

 

 

Name       Relationship 

 

______________________________________  ______________________________________   

 

______________________________________  ______________________________________   

 

______________________________________  ______________________________________   

 

______________________________________  ______________________________________   

 

______________________________________  ______________________________________   

 

______________________________________  ______________________________________   

 

______________________________________  ______________________________________   

 

______________________________________  ______________________________________  


