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TREATMENT AUTHORIZATION 
___________________________________________________ 

 
 
 
 

Date:  _____________________ 
 
Patient’s Name:  _____________________________________________ 
 
Address:  _____________________________________________________ 
 
                    _____________________________________________________ 
 
                    _____________________________________________________ 
 
 
I hereby grant authority to Steven K. Olsen D.D.S., Professional Corporation, and or the dentist(s) in 
charge of my care, to administer treatment and such anesthetics as may be deemed necessary in the 
diagnosis and treatment of my case. 
 
I acknowledge that I have been informed of possible risks and consequences of the proposed treatment 
and do authorize the above Doctor’s to proceed. 
 
Signed  __________________________________________          Date  ____________________ 
 
*Must be signed by Patient, or Guardian if the patient is a minor or if the patient is physically or mentally incapable. 
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