
Patient Name:                  Date of Birth:    
Dentist Name:              
Dental Office Name:              

Dear Parent/Guardian/Patient, 

I would like to take a moment to introduce myself and my services. I am a dentist and anesthesiologist, holding
a Dental Surgerydoctorate degree from USC and a post-doctorate specialtydegree in general anesthesia from
Loma Linda University. Over the last ten years, I have safely placed over five-thousand patients under general
anesthesia, focusing primarily on pediatric patients

Intravenous sedation has been recommended by your dentist and is commonly indicated for many patients. There
are a variety of indications for IV sedation including:age, extensive dental treatment, and behavioral management.
Our goal is to provide the safest possible environment for your dental procedure. Accordingly, I monitor my
patient’s heart rhythm/rate, blood pressure, breathing, and oxygen saturation during the entirety of the
appointment.

Enclosed you will find the general anesthesia packet, comprised of:medical history, medical health&physical,
anesthesia consent, pre- and post- operative instructions, and a financial agreement form. Please take your time 
to fill out and review the paperwork provided and forward your completed packet to boloorchi@gmail.com and
your dental office.

Please be aware that a medical evaluationform must be completed by the patient’s physician prior to your surgical
date. After your packet is returned, a non-refundable deposit will be accepted by my office and then your
appointment date and  time will be confirmed by your dental office.

You can anticipate a telephone call the evening prior to your appointment.  Together, we will review medical
history and we will answer any questions that you may have.

Please remember the patient is NOT allowedto eat or drink ANYTHING for at least 8 hours prior to surgery.

This is a safe procedure when all the guidelines have been followed. If you have any questions, feel free to
call us at 626-354-1440or 925-518-3350.

We look forward to taking care of you and your family!

Sincerely,

Dr Niki and Your Anesthesia Team
Negar "Niki" Boloorchi, DDS, FADSA
Dentist Anesthesiologist at California Dental Anesthesia 
Fellow of the American Dental Society of Anesthesiology 
Diplomate of the American Dental Board of Anesthesiology



     Anesthesia Agreement
I acknowledge the pre-operative fasting regulations and will ensure that they are followed. The fasting regulations are: The patient
will have NOTHING to eat or drink past midnight (12 o’clock) the night before the appointment. These restrictions are
mandatory for the safety of the patient. The patient, if a minor, must be under the direct supervision of a parent or guardian
during the entire fasting period. The appointment may be cancelled if these guidelines are not followed.

Dentist Name           Appointment Date    
Patient’s Name:         Date of Birth:              Age:   
Address:               
Phone Number:           If minor: Parent Name:       
Physician’s Name:      Date of Last Visit:  Physician’s Number:    
Weight:     lbs.  Gender:      Male       Female   Does anyone smoke in the home?
List previous anesthesia, surgeries, hospitalizations:          
List any food, drug, or latex allergies:            
Is the patient currently under the care of a physician?
If yes why?               
Have you (the patient) ever had complications with anesthesia?:         
Do you (patient) or anyone in your family ever suffered of Malignant Hyperthermia? 
Have you been sick with a flu, cough, or cold within the last two weeks?:        
List current medications:              
Has the patient ever had or been diagnosed with: (check all that apply)
     Fainting spells       Asthma       Breathing problems       Sleep Apnea       Snoring       Shortness of Breath       Heart murmur
     Irregular heart beat       Heart disease        Heart attack       Stroke       Diabetes        Seizures        Kidney or Liver Problems
     Bleeds easily       Anemia        Autism        Other medical conditions:        
EMAIL ADDRESS:              

Signature:            Date:     

I understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I have certain rights to privacy
regarding my protected health information. I understand that this information can and will be used to:
•   Conduct, plan, and direct my treatment and follow-up among the multiple healthcare providers who may be involved in that
    treatment directly and indirectly.
•   Obtain payment from third-party payers.
•   Conduct normal healthcare operations such as quality assessments and provider certifications.
I have been informed of a more complete description of the Notice of Privacy Practices detailing the uses and disclosures of my
health information. I have been given the right to review such Notice of Privacy Practices prior to signing this consent. I understand
that this organization has the right to change its Notice of Privacy Practices from time to time and that I may contact this organization
at any time to obtain a current copy of this notice.
I understand that I may request in writing that I may restrict how my private information is used or disclosed to carry out treatment,
payment or health care operations. I also understand that this organization is not required to agree to my requested restrictions,
but is bound to them if it does agree.
I understand that I may revoke this consent in writing at any time, except to the extent that the organization has taken action relying
on this consent.

               
Name         Signature     Date

Yes       No

Yes       No

Yes       No

HIPAA Privacy Statement

PATIENT MEDICAL HISTORY



It is important that child takes the following medications listed below as instructed to help prevent symptoms
that could lead to the cancellation of your child’s dental procedure. If you child is an asthmatic, please have

them take their asthma medication as scheduled in addition to the medications listed below.

Children’s Claritin (Loratadine)
●  This is a long acting anti-histamine medication that offers 24 hours of allergy relief to help decrease allergy
    symptoms such as sneezing, runny nose, itchy nose, and or itchy throat. If your child shows any symptoms of
    seasonal allergies on the day of their procedure, their procedure will be rescheduled.
●  Take 3 days prjor to procedure. Last dose will be the evening prior to their proceduce.
●  Average cost: $9.00

Children 2 to 6 years of age:
Little Remedies For Noses Decongestant Nose Drops (Phenylephrine Hydrochloride)
●  This helps with both nasal decongestion and the prevention of nose bleeds. Due to the nasal airway that is
    used during the procedure, it's important to ensure that on the day of your child's procedure your child does
    not have any problems with nasal congestion and or a dry nasal passage which can lead to nose bleeds.
●  Start 2 days prior to procedure. Last dose will be the morning of your child’s procedure.
●  Average Cost: $5.00

Children age 6 and up:
Mucinex Children’s Nose Spray (Oxymetazoline HCL):
●  This helps with both nasal decongestion and the prevention of nose bleeds. Due to the nasal airway that is
    used during the procedure, it's important to ensure that on the day of your child's procedure your child does
    not have any problems with nasal congestion and or a dry nasal passage which can lead to nose bleeds.
●  Start 2 days prior to procedure. Last dose will be the morning of your child’s procedure.
●  Average Cost: $5.00

PRE-OP INSTRUCTIONS FOR SEASONAL ALLERGY PATIENTS



PRE-OPERATIVE INSTRUCTIONS

Food and Fluid
It is extremely important that patients have an empty stomach for 8 hours prior to surgery.
No water, fluid, liquid, gum, toothbrushing, or solid food for eight (8) hours prior to the appointment. In fact, it is best not to
bathe the morning of the procedure. This will ensure NOTHING IN THE PATIENT’S MOUTH for 8 HOURS.

FAILURE TO STRICTLY FOLLOW THESE INSTRUCTIONS COULD RESULT IN ASPIRATION
AND MAY BE FATAL

Clothing
Please wear a short-sleeved loose shirt. Do not wear nail polish or contact lenses. Please bring your own blanket for comfort.
Note: Children should wear a diaper/pull-up or bring a change of clothes

Change in Health and Medications
A change in health, especially the development of a cold or fever, is extremely important. Please notify Dr. Boloorchi if there
is any change in the patient’s health history. Any cold or cough can result in a cancellation of your appointment.

Designated Driver
A responsible adult must accompany any patient to the office and remain during the procedures.
Arrange to have a responsible adult spend the rest of the day with the patient.
Note: Children should be placed in a car seat and should stay home and supervised for the remainder of the day

Questions
Prior to your appointment Dr. Boloorchi will contact you to review preoperative instructions and to answer any questions.

POST-OPERATIVE INSTRUCTIONS

Pain or Fever
Muscle aches and a sore throat may occur similar to the flu. It is very common after general anesthesia and will usually
disappear within 24 to 36 hours. Tylenol and Advil are usually very effective and should be taken at the first sign of dental
pain. A fever of up to 101 degrees Fahrenheit may develop for the first 12 hours. Take Tylenol every 3 to 4 hours to alleviate
any post-operative discomfort.

Diet
Limit oral intake to liquids for the first few hours. If teeth were extracted, do not use a straw. Initially, limit intake to clear liquids
such as water, apple juice, or Gatorade. Once clear liquids are tolerated, slowly advance diet to include soft foods.
Suggestions include applesauce, bananas, mashed potatoes, and mild soups. Avoid dairy products and heavy meals for the
remainder of the day. Eating too much too fast may cause nausea and vomiting.
If the patient is not hungry, do not force him/her to eat, but encourage drinking fluids for the next 24 hours.

Activity
Do not drive or engage in moderate to high physical activity for 24 hours or until the effects of the anesthetic have subsided
completely. Judgment may be impaired during this time as well so do not allow patient to make serious decisions.
Place a blanket on the floor for the patient to sleep and observe him/her closely.

Please call Dr. Boloorchi at 626-354-1440 if you have any questions or concerns.
In case of an emergency, please call 911.

PATIENT OR GUARDIAN’S SIGNATURE:_______________________________________________________________



CONSENT FOR ANESTHESIA

The following is provided to inform patients of the choices and risks involved with having treatment under anesthesia. This information is
not presented to make patients more apprehensive but to enable them to be better informed concerning their treatment. There are basically
four choices for anesthesia: Local anesthesia, conscious/deep sedation, general anesthesia, or no anesthesia. These can be administered,
depending on each individual patient’s medical status or needs. 

The most frequent side effects of any intravenous infusion are drowsiness, nausea and vomiting, and phlebitis. Most patients remain drowsy
or sleepy following their surgery for the remainder of the day. As a result, coordination and judgment will be impaired. It is recommended
that adults refrain from activities such as driving and children remain in the presence of a responsible adult. Nausea and vomiting following
anesthesia will occur in 15-30% of patients. Phlebitis is a raised, tender, hardened, inflammatory response at the intravenous site. The
inflammation usually resolves with local application of warm moist heat; however tenderness and a hard lump may be present up to a year.

I have been informed and understand that occasionally there are complications of the drugs and anesthesia including but not limited to:
pain, hematoma, numbness, infection, swelling, bleeding, discoloration, nausea, vomiting, allergic reaction, stroke, brain damage, or heart
attack and surgical fire that could cause burns to the head, face, neck, airway or torso. I further understand and accept the risk that
complications may require hospitalization and even may result in death. I have been made aware that the risks associated with local
anesthesia,conscious/deep sedation, and general anesthesia will vary. Of these three, local anesthesia is usually considered to have the
least risk and general anesthesia the greatest risk. However, it must be noted that local anesthesia sometimes is not appropriate for every
patient and every procedure. Nerve damage from local anesthesia administration usually resolves, however, this may take over one year
to heal. Nerve damage from local anesthesia administration may also be permanent.

The administration and monitoring of general anesthesia may vary depending on the type of procedure, the type of practitioner, the age
and health of the patient, and the setting in which anesthesia is provided. Risks may vary with each specific situation. You are encouraged
to explore all the options available for your child’s anesthesia for his or her dental treatment, and consult with your dentist or pediatrician
as needed.

Females:
I understand that anesthetics, medications, and drugs may be harmful to the unborn child and may cause birth defects or spontaneous
abortion. Recognizing these risks, I accept full responsibility for informing the anesthesiologist of the possibility of being pregnant or a
confirmed pregnancy with the understanding that this will necessitate the postponement of the anesthesia. For the same reason, I
understand that I must inform the anesthesiologist if I am a nursing mother. 

Medications, drugs, anesthetics, and prescriptions may cause drowsiness and incoordination that can be increased by the use of alcohol
or other drugs. I have been advised not to operate any vehicle or hazardous device for at least twenty-four hours, or until fully recovered
from the effects of the anesthetic, medications, and drugs. I have been advised not to make any major decisions until after full recovery
from anesthesia. Parents are advised of the necessity of direct parental supervision of their child for twenty-four hours following anesthesia.

I hereby authorize and request Negar Boloorchi D.D.S. to perform the anesthesia as previously explained to me, and any other procedure
deemed necessary or advisable as a corollary to the planned anesthesia. I consent, authorize, and request the administration of such
anesthetic or anesthetics (local to general) by any route that is deemed suitable by the anesthesiologist, who is an independent contractor
and consultant. It is the understanding of the undersigned that the anesthesiologist will have full charge of the administration and
maintenance of the anesthesia, and that this is an independent function from the surgery/dentistry. 

I have been advised of and completely understand the risks, benefits and alternatives of local anesthesia, sedation and general anesthesia.
I accept the possible risks and dangers. I acknowledge the receipt of and understand both the preoperative and post- operative anesthesia
instructions. It has been explained to me and I understand that there is no warranty and no guarantee as to any result and/or cure. I have
had the opportunity to ask questions about my, or my child’s, anticipated anesthesia and am satisfied with the information provided to me.
It is also understood that the anesthesia services are completely independent from the operating dentist’s procedure. The anesthesiologist
assumes no liability from the surgery/dental treatment performed while under anesthesia and that the dentist assumes no liability from
the anesthesia performed.

Print Patient’s Name          Phone       

Print Parent/Guardian’s Name             

               
Signed           Date



DISCUSSION AND INFORMED CONSENT FOR ANESTHESIA/SEDATION

Patient Name:            Date:     

Weight:          Date of Birth:       

Diagnosis:               

Treatment:                

Facts for Consideration
During dental treatment, patients may have difficulty understanding the procedure and/or its management because of either psychological
issues, a cognitive, physical or medical disability, or fear and anxiety. Considering patient safety and comfort, they may benefit from
behavior management through communication techniques or immobilization. In addition, the dentist may also identify the need for sedation
medication and anesthesia for the patient’s comfort and behavior management. Anesthesia is a method of providing medication to reduce
patient anxiety, awareness of the surgery or treatment and reduction or elimination of pain associated with surgery or treatment.

Patients may require local anesthesia, light to moderate conscious sedation, deep sedation, or general anesthesia for their comfort during
the performance of dental restorations or surgical procedures. The depth of anesthesia, except for local anesthesia, is a matter of degrees
beginning at a low level called “light” and adjusted to lighter or deeper levels depending on the patient’s tolerance for the procedure and
discomfort. Your dentist will recommend and explain to you which type of anesthesia might be appropriate for your individual medical/dental
needs.

In the case of a minor (anyone under the age of 18), the administration and monitoring of general anesthesia may vary depending on the
type of procedure, the type of practitioner, the age and health of the patient and the setting in which anesthesia is provided. Risks may
vary with each specific situation. You are encouraged to explore all the options available for your child’s anesthesia for his or her dental
treatment, and consult with your dentist or pediatrician as needed.

Patient’s initials required
Option 1:

Option 2:

Option 3:

Local Anesthesia
Anesthetizing agents, (medications) are injected into a small area with the intent of numbing the area to receive dental
treatment. They also can be injected near a nerve to act as a nerve block causing numbness to a larger area of the mouth
beyond just the site of injection.

Risks include but are not limited to: It is normal for the numbness to take time to wear off after treatment, usually two or
three hours. This can vary depending on the type of medication used. However, in some cases, it can take longer, and in
some rare cases, the numbness can be permanent if the nerve is injured. Infection, swelling, allergic reactions, discoloration,
headache, tenderness at the needle site, dizziness, nausea, vomiting, and cheek, tongue, or lip biting can occur.
Potential benefits: The patient remains awake and can respond to directions and questions. Pain is lessened or eliminated
during the dental treatment.

Nitrous Oxide/Oxygen Inhalation Sedation
Nitrous oxide/oxygen (N2O) inhalation is a mild form of conscious sedation used to calm an anxious patient. The patient is
observed while N2O is administered and after the completion of treatment until the patient is fully recovered from its effects.
Risks include but are not limited to: An early effect may be disorientation and temporary numbness and tingling. Nausea
and vomiting may occur infrequently. If the patient will not accept wearing the N2O mask during treatment, nitrous oxide/
oxygen cannot be used.

Potential benefits: The patient remains awake and can respond to directions and questions. N2O helps overcome
apprehension, anxiety, or fear.

Conscious Sedation
Conscious sedation is a controlled; drug induced, minimally depressed level of consciousness or awareness that allows
the patient to breathe independently and continuously respond appropriately to physical stimulation and/or verbal command,
e.g., “open your eyes.”

Local anesthetic is still required to numb the area of treatment. This type of anesthesia may be administered orally (a
drink or a pill), injected into a muscle, or via a needle inserted into a vein.

Risks include but are not limited to: Infection, swelling, discoloration, bruising, headache, tenderness at the needle site
and vein (phlebitis), dizziness, nausea, and vomiting can occur. Adverse reactions tomedication including allergic and
life-threatening reactions are possible, though rare. Complications may require hospitalization or even result in brain damage
or death. With any patient, reflexes are delayed. Children: Patients can have an immediate response to oral conscious
sedation similar to being upset before the medication calms them.
Adults: Patients must not drive a car or operate machinery for 24 hours after the termination of treatment, because the
effects of sedation remain in the system even after the patient is awake and mobile.

Potential benefits: Pain is lessened or eliminated during dental treatment. Stress and anxiety can be greatly reduced
and often there is no memory of the treatment.



Deep Sedation
Deep sedation is a controlled, drug-induced state of depressed consciousness or awareness from which the patient is not
easily aroused, which may be accompanied by a partial loss of protective reflexes, including the ability to breathe without
assistance and/or respond to physical stimulation or verbal command.
Local anesthetic is still required for numbness to the area of treatment. This type of anesthesia is often called a light general
anesthesia and is usually administered in a dental office setting.
Risks include but are not limited to: Infection, swelling, discoloration, bruising, and tenderness at the needle site (phlebitis)
may occur. Dizziness, nausea, and vomiting can occur. Adverse reactions to medication including allergic and life-threatening
reactions are possible though rare. Complications may require hospitalization or even result in brain damage or death. A
responsible escort must bring the patient to the office, take the patient home, and stay with them.
Patients must not drive a car or operate machinery for 24 hours because the effects of the sedative remain in the system
even after the patient is awake and mobile.

Potential benefits: Pain can be lessened or eliminated during the dental treatment. Stress and anxiety can be greatly
reduced and often there is no memory of the treatment.

General Anesthesia
General anesthesia is a controlled, drug-induced state of unconsciousness or lack of awareness, accompanied by partial
or complete loss of protective reflexes, including an inability to breathe without assistance, and/or respond purposefully to
physical stimulation or verbal command.
This type of anesthesia is usually administered in a hospital or a surgery center. Local anesthesia is still typically utilized.
Risks include but are not limited to: Infection, swelling, discoloration, bruising, and tenderness at the needle site (phlebitis)
may occur. Dizziness, nausea, and vomiting can occur. Adverse reactions to medication including allergic and lifethreatening
reactions are possible though rare. Complications may require hospitalization or even result in brain damage or death. A
responsible escort must bring the patient to the office, take the patient home, and stay with them. Patients must not drive
a car or operate machinery for 24 hours because the effects of sedation remain in the system even after the patient is
awake and mobile.
Potential benefit: Pain is eliminated and the patient has no memory or recall of the surgical procedure.

If a particular level of anesthesia does not relieve the patient’s anxiety or pain, in the dentist’s clinical judgment, and if the
individual patient can tolerate it, another level of anesthesia may be needed. Not every dental office or dentist is equipped
or trained to administer every type of anesthesia. It may be necessary to refer the patient to another facility or to another
dentist who has the appropriate equipment or credentials, or an anesthesiologist may be utilized in the office. Those types
of services may result in additional charges.

Because anesthetics, medications and drugs may be harmful to the unborn child and may cause birth defects or spontaneous
abortion, every female must inform the provider of anesthesia if she could be or is pregnant. Anesthetics, medications and
drugs may affect the behavior of a nursing baby. In either of these situations, the anesthesia and treatment may be postponed.

I have been given the opportunity to ask questions about the recommended method of anesthesia and believe that I have
sufficient information to give my consent as noted below.

I hereby give my consent for the use of                   anesthesia, as
explained above when Dr.                   determines it is indicated in the treatment
of            (Patient’s name).

I refuse to give my consent for the proposed treatment(s) as described above and understand the potential consequences
associated with this refusal.

I attest that I have discussed the risks, benefits, consequences, and alternatives of anesthesia with         
(Patient or Patient’s Representative’s Signature) and they have had the opportunity to ask questions, and I believe they
understand what has been explained and consents or refuses treatment as noted above.

Option 4:

Option 5:

Alternative Treatments, Not Limited to the Following:

For All Female Patients

For All Patients

Check only one of the boxes below that applies to you:

            
Patient or Patient’s Representative’s Signature      Date 

                             
Dentist’s Signature    Date

                             
Witness’s Signature   Date

OR



MEDICAL EVALUATION FOR GENERAL ANESTHESIA

Patient Name:            DOB:     

Dear Dr.
Our mutual patient is scheduled for intravenous general anesthesia in the dental office. 
Due to the following medical history/conditions, we are requesting a current health and physical including labs if applicable.  
Medical history and conditions:             
               
               
               

To be filled out by physician:
1). In your professional opinion: what is the status of patient’s overall health?
               
               

2). To the best of your knowledge, Is there any reason this patient can NOT be seen for intravenous general anesthesia in
a dental office where there is a separate dental anesthesiologist present?
               
               

3) Health and Physical Exam:         Date of Physical Exam:   
Note: Please attach ECHO, EKG, LABS (Hgb, PT/PTT, INR) if applicable
Major Medical illness:                    
Vitals:  HR:              BP:          SpO2:          RR:        Ht:                 Wt:            
General:                     
ROS:                      
Heart:               RRR        Without murmur        Type of murmur              
Lungs:               CTAB       Wheeze      Rales       Crackles       Recent hx of RAD
   PNA         Asthma  
Airway:        Snoring:      Sleep Apnea:      
Brodsky classification of      1       2       3       4

Allergies:               
Medications:               
Additional Comments:              
               
               

Name of Physician Printed:         Phone #:     

               
Signature of Physician         Date: 
    



FINANCIAL AGREEMENT FORM

I,                         , for myself as the patient, or as the parent or guardian of
      ,hereby acknowledge, guarantee, and agree to bear the full financial
responsibility for the payment of all anesthesia services to be provided by Dr. Negar Boloorchi. I further understand
that by signing this document, I am agreeing to pay Dr. Boloorchi her full fee for anesthesia services on the day
such services are rendered. If the anesthesia time exceeds the estimate that I was previously provided, I hereby
agree that I will be responsible for said additional fee, and in fact, pay said sum on the day the services are
actually rendered. If the anesthesia time is less than the estimated time, the patient/parent/guardian will be
charged based on the actual anesthesia time.

I understand that the deposit that I have made is non-refundable in an effort to make certain that the patient
complies with the instructions given prior to the anesthesia appointment, and to reserve both the anesthesiologist’s
and the dentist’s time. I also understand that reimbursement for the anesthesia fee by dental and/or medical
insurance programs are not guaranteed by Dr. Boloorchi nor should you assume that they will be reimbursed. In
general, insurance policies do not pay for anesthesia services, but it is still recommended that you contact
your insurance carrier directly to determine whether there will be such coverage before your appointment.
An “anesthesia statement of services form” or “superbill” will be provided to you at the end of your appointment
so that you may attempt, if you so choose to do so, to collect reimbursements from your insurance company.

I,        , have read, agree, and received a copy of: (1) the financial
agreement and policy, and (2) the terms and conditions that appear in Exhibit “A” which are incorporated herein
and made a part of this Agreement by this reference.

             
Signature        Date



ANESTHESIA TIME: Dentist’s Procedural Time + 45 minutes
To Be Filled Out By Office:

Exhibit “A”
1) The party executing this Agreement hereby represents that he or she is duly authorized and has the power to
execute this Agreement on behalf of himself or herself, and in the case of a minor child or a person for whom
he/she claims to have been appointed the guardian of, the patient.
2) This Agreement shall be governed by the laws of the State of California.
3) This Agreement shall not be modified in any way except in writing executed by all of the parties here to.
4) If any provision or provisions contained herein shall contravene or be invalid under applicable law, such
contravention or invalidity shall not invalidate the full Agreement, but the Agreement shall be construed as not
containing the particular provision or provisions held to be invalid and the rights and obligations of the parties
shall be construed and enforced accordingly.
5) This Agreement shall be binding upon and shall inure to the benefit of the parties and their respective legal
successors, representatives, heirs, spouses, administrators, and any person or entity claiming by, through, or
under any one or all of the parties.
6) No waiver of any provision of this Agreement shall be binding unless executed in writing by the party to be
bound thereby. No single waiver of any provision will constitute a further waiver of that provision or a waiver
of any other provision.
7) In any future dispute regarding, or in any way relating to the terms of this Agreement or its enforcement, the
prevailing party shall be entitled to his costs including attorney’s fees and expert fees.
8) Any fees that remain unpaid and due shall bear interest at the rate of 10 percent (10%) per annum from the
date the services were in fact rendered.

Estimated Dental Procedural Time by Dentist

Anesthesia Time (pre-op and post-op)

Total Estimated Anesthesia Time

TOTAL Cost of Surgery (Refer to Laminated Fee Schedule)

Subtract $350

Deposit

ESTIMATED TOTAL DUE DAY OF SURGERY

       hrs        min

                 hrs + 45 min

       hrs        min

= $     

- $ 350.00

= $     Payment for anesthesia services are due in full the day of treatment

Non-Refundable DEPOSIT Form (Cash, Money Order, Care Credit, and Credit Card Acceptable)

Method of Payment:  CREDIT CARD  MONEY ORDER     OTHER

Credit Card #:           V-CODE    Exp. Date: ____/______Zip Code:            
Deposit Amount: $      Card holder acknowledges responsibility for payment of the non-refundable
deposit and agrees to perform the obligations set forth in the cardholder’s agreement with the issuer.

Cardholder’s Signature:           Date:           

EMAIL ADDRESS FOR RECEIPT TO BE SENT TO:
             



PRE-OP SURGERY INSTRUCTIONS 
This should be reviewed with the parent or patient prior to the anesthesia appointment

1. Is the patient allergic to
a. Latex:
b. Soy:
c. Egg:

2. Is the patient sick with a cough or a cold?

a. Is anyone in the house sick?
b. Has the patient ever used albuterol puffer or nebulizer?

3. Does the patient snore?

a. Does the patient have large tonsils?
b. Does the patient have SLEEP APNEA?

4. Is the patient overweight?
Example:  2 year old = 20 lb to 30 lb

3 year old = 30 lb to 40 lb
4 year old = 40 lb to 50 lb

5. Has the patient ever been to an emergency room or hospital?

6. Has a medical clearance been returned?

Note: All heart murmurs should have cardiology release
          Anemic patients should have latest lab work including hemoglobin
          Asthma/bronchitis/respiratory patients need to have a med clearance

Reminder for Parents:

● NO BRUSHING TEETH THE MORNING OF SURGERY
● NO EATING OR DRINKING FOR 8 HOURS: IT IS VERY DANGEROUS
● NO CHEWING GUM or HARD CANDY FOR 8 HOURS
● NO BATHING THE MORNING OF THE PROCEDURE
● NO GOING TO SCHOOL IN THE MORNING PRIOR TO APPOINTMENT
● YOU HAVE TO PERSONALLY WATCH YOUR CHILD FOR 8 HOURS PRIOR TO YOUR SURGERY TIME

(EVEN IF IT MEANS THEY MUST SLEEP WITH YOU)

Signature: Date: 

Yes       No
Yes       No
Yes       No

Yes       No
Yes       No

Yes       No
Yes       No

Yes       No

Yes       No

Yes       No

Yes       No

Yes       No
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