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Please be patient with us, we may be delayed in attending to you while we help others. We will see you as soon as we can.
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I agree / disagree to receive emails or SMS/texts for appointment reminder and other treatment information.
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In the event of non-payment of any invoices or the rejection of any claims by my insurance company. I agree to settle such outstanding accounts
personally direct with LIC Dental Clinic.
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Are you registered with a GP? Yes / No
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In respect of myself / my son / my daughter / charge
I hereby authorise the Dentist to take such X-rays radiographs of photographs of use any other diagnostic aids deemed necessary by the Dentist in
order to make a thorough medical diagnosis. I also authrise the Dentist to perform or use any and all forms of treatment, medication and therapy that
may be indicated and consent to the Dentist chooseing and employing such assistance as he deems it. I understand that the use of anaesthetic agents
embodies certain risks and I consent to their use. I accept that the responsibility for payment for Dental Services provided in this Surgery for myself
or my dependents of charges in mine and I due payable at the time such services are rendered. I may withdraw this consent by writing to the Dentist
or Practice Manager.
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