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COVID-19 PANDEMIC CONSENT

1. I knowingly and willingly consent to dental treatment by Dr. M. Sean Lorscheider and any designated associ-
ates and employees during the COVID-19 pandemic.

2. I understand that Dr. M. Sean Lorscheider is following the CDC guidelines for treatment protocol and infection 
control. 

3. I am unaware of being a possible carrier or infected: I confirm that I have not tested positive for COVID-19 in 
the past 30 days and that I am not presenting with any of the following symptoms of COVID-19: 
 A. Fever of 100.5 degrees Fahrenheit or 37 degrees Celsius or higher.
 B. Shortness of breath
 C. Dry cough
 D. Runny nose
 E. Sore throat
 F. Diminished sense of taste and/or smell

4. Contact with infected: I confirm that I have not been in close contact defined as 6 feet or less for a duration 
of fifteen minutes or more with someone who has tested positive for COVID-19 in the last 14 days. 

5. Public travel: I confirm that I have not traveled outside of the United States in the past 14 days. I confirm that I 
have not traveled domestically by commercial airline, bus, or train within the last 14 days. 

6. I understand the COVID-19 virus has a long incubation period, during which carriers of the virus may not show 
symptoms, yet are still highly contagious. It is impossible to determine who has it and who does not, given the 
current limitations and availability in COVID-19 viral testing. 

7. Risk of transmission: I understand that due to the frequency of visits of other dental patients, characteristics 
of the virus, and the characteristics of dental procedures, that I may have an elevated risk of contracting the 
virus simply by being in a dental office, even though the CDC and Utah Department of Health guidelines are 
being observed. 

8. INFORMED CONSENT: I have been given the opportunity to ask any questions regarding the risks of contract-
ing COVID-19 to the best of my knowledge. I do voluntarily assume any and all reasonable medical/dental risks, 
including the substantial and significant risk of serious harm, if any, which may be associated with any phase of 
my treatment as a result of the COVID-19 pandemic. I acknowledge that the nature and purpose of the dental 
procedures recommended have been explained to me if necessary and I have been given the opportunity to ask 
questions.  

9. The American Academy of Pediatric Dentistry (AAPD) and the American Dental Association (ADA) have 
recently released guidance for dental practices regarding the use of COVID-19 related Personal Protective 
Equipment (PPE) as outlined by the Centers for Disease Control (CDC). with these new CDC recommendations 
comes a rise in expenses for your dental practice. A $10.00 PPE fee will be charged per visit, per patient. Most 
insurance companies are covering the cost of the added PPE fee, however, if your insurance company does not, 
it will be the responsibility of the patient. 

APPOINTMENT CANCELLATION POLICY

We understand that unplanned issues can come up and you may need to cancel an 
appointment. If that happens, we respectfully ask for scheduled appointments to be 
cancelled at least 24 business hours in advance. 

Dr. M. Sean Lorscheider and our hygientists want to be available for your needs and 
the needs of all of our patients. When a patient does not show up for their scheduled 
appointment, another patient loses the opportunity to be seen. Although we have 
always had a cancellation policy, circumstances have caused us to enforce a policy 
of charging for no-show appointments and those appointments not cancelled within 
24 business hours.  

Thank you for being a valued Lone Peak Dental patient and for your understsanding 
and cooperation as we institute this policy. This policy will enable us to better serve 
the needs of all our patients. 

As of September 1, 2018 there will be a fee $25.00 assessed if we do not receive a 
phone call to cancel an appointment. 

- Your Lone Peak Dental family

Patient Name (print): ______________________________ Date: ____________________

Patient Signature: _________________________________

(Patient, Legal Guardian, or Authorized Agent of Patient)

CONSENT TO PROCEED

(Patient, Legal Guardian, or Authorized Agent of Patient)

I authorize Dr. M. Sean Lorscheider, DMD and/or such associates or assistants as he may designate to 
perform those procedures as may be deemed necessary or advisable to maintain my dental health or the 
dental health of any minor or other individual for which I have the responsibility, including arrangement 
and/or administration of any sedative (including nitrous dioxide), analgesic, therapeutic, and /or other 
pharmaceutical agent(s), including those related to restorative, palliative, therapeutic or surgical treat-
ments.

I understand that the administration of local anesthetic may cause an untoward reaction or side effects, 
which may include, but are not limited to bruising, hematoma, cardiac stimulation, muscle soreness, and 
temporary or rarely, permanent numbness. I understand that occasionally needles break and may require 
surgical retrieval. Occasionally drops of local anesthetic may contact the eyes and facial tissues and 
cause temporary irritation. 

I understand that as part of the dental treatment, including preventative procedures such as cleanings and 
basic dentistry, including fillings of all types, teeth may remain sensitive or even possibly quite painful both 
during and after completion of treatment. Dental materials and medications may trigger allergic or sensi-
tivity reactions.

After lengthy appointments, jaw muscles may also be sore or tender. Holding one’s mouth open can, in a 
predisposed patient, precipitate a TMJ disorder. Gums and surrounding tissues may also be sensitive or 
painful during and/or after treatment. Although rare, it is also possible for the tongue, cheek, or other oral 
tissues to be inadvertently abraded or lacerated (cut) during routine dental procedures. In some cases, 
sutures or additional treatment may be required. 

I understand that as part of dental treatment, items including, but not limited to crowns, small dental 
instruments, drill components, etc. may be aspirated (inhaled into the respiratory system) or swallowed. 
This unusual situation may require a series of x-rays to be taken by a physician or hospital and may, in rare 
cases, require bronchoscopy or other procedures to ensure safe removal. 

I understand the need to disclose to the dentist any prescription drugs that are currently being taken or 
that have been taken in the past. I understand that taking the class of drugs prescribed for the prevention 
of osteoporosis, such as Fosamax, Boniva, or Actonel, may result in complications of non-healing of the 
jaw bones following oral surgery or tooth extraction.

I do voluntarily assume any and all reasonable medical/dental risks, including the substantial and signifi-
cant risk of serious harm, if any, which may be associated with any phase of standard dental preventative 
and operative treatment procedures in hopes of obtaining the potential desired results, which may or may 
not be achieved, for my benefit or the benefit of my minor child or ward. 

I acknowledge that the nature and purpose of the foregoing procedures have been explained to me if 
necessary and I have been given the opportunity to ask questions.   

Patient Name (print): ______________________________ Date: __________________________

Patient Signature: _________________________________


