
CONSENT TO EXAMINE PATIENT

It is necessary to take diagnostic x-rays in order to determine an appropriate treatment plan and
Patient diagnosis. 

I hereby authorize the attending doctor and staff to take these diagnostic x-rays and prepare an
Orthodontic treatment evaluation for:

Patient name Patient/Legal Guardian Signature

Relationship to Patient Date

16920 Wright Plaza Suite 106  Omaha, NE 68130
Phone: (402) 778-5800    Fax: (402) 778-5805

10701 South 72nd Street Suite 106  Omaha, NE 68046
Phone: (402) 597-6100     Fax: (402) 597-6101


