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I hereby authorize Dr. Bal to perform necessary treatment including emergency treatment, recall  

maintenance, periodontics, endodontics, oral surgery, fixed/removable prosthodontics. I consent to the  

administration of local anesthesia as well as any pertinent radiographs necessary. I have had explained to 

me, by Dr. Bal, the purpose and benefits of the procedures recommended for my dental treatment. I certify 

that no guarantee has been made or assurance given to the results that may be obtained. 
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