
I , (Parent / Legal Guardian) ______________________________________________________,  give my consent to have 

(Person t o accompany child) ______________________________________________________ bring my child, 

(Child?s Name)__________________________________________________, to his/her dental appointment with the 

authority to make all medical and dental treatment decisions on behalf of my child. 

Please Check One:          ?  For t oday?s visit           ?  For all fut ure visit s 

Emily B. Scholl, DMD
Diplomate, American Board of Pediatric Dentistry

207-607-4197

Parent/Legal Guardian (print): __________________________________________________________________________________

Signature ___________________________________________________________________________  Date  ______/______/______

Parent/Legal Guardian (print): __________________________________________________________________________________

Signature ___________________________________________________________________________  Date  ______/______/______


