
BECAUSE YOUR CHILD IS A MINOR, IT BECOMES NECESSARY THAT A SIGNED PERMISSION IS OBTAINED FROM A PARENT OR GUARDIAN BEFORE ANY/ANY 
ALL NECESSARY DENTAL SERVICE CAN BE RENDERED. AUTHORIZATION IS HEREBY GRANTED FOR DR. SULLIVAN TO PROVIDE DENTAL CARE FOR THIS 
CHILD. FURTHERMORE, I ACKNOWLEDGE RECEIPT OF THE OFFICE POLICY AS TO CHARGES AND PAYMENTS AND AGREE TO COMPLY. I WILL BE 
FINANCIALLY RESPONSIBLE FOR THE CHANGES INCURRED FOR THE DENTAL TREATMENT OF THIS CHILD. I AUTHORIZE AND CONSENT TO USE OF VISUAL 
IMAGES FOR PROMOTIONAL AND EDUCATIONAL PURPOSES WITHOUT COMPENSATION. 
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