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DENTISTREE
DENTAL CLINIC

Patient File No 1410

Patient Name Ruth Rodriguez DoB H 22-0ct-1977

Natfonality Philippine Gender Female

Emirates ID 784-1977-6931928-2 Date 07-5ep-2024
Teeth Ceaning Gl Cidals

Teeth’s cleaning Is a process in which plaque (2 thin soft white
layer covering the teeth) or calculus (the hardened or calcified
plague) is remaoved using the latest dental ultrasonic machine at
high speed with water spray as a coolant. Plaque usually neads
one session of cleaning after which sirflow technique and
professional pofishing is performed. As for calculus it may require
1 to 2 sessions depending on its extent. Ifits superficial then one
session is required after which polishing is done te smooth the
teeth. If the calculus is deep then that requires 2 or more
sessions of ceep scaling in which the roots are also cleaned,
smoothed and polished. If any further treatment is unexpectedly
zdded to the treatment plan for any reason, it would be subject
to additional cost which the patient has to pay, and would
Fequire extra treatment tme and extra sessions. After scaling
the patient may feel slight to moderate sensitivity depending on
extend of the calculus. Some mobility may be experienced in
cases of deep scaling the severity of which depends on extend of
bone loss and may require further treastment. Some patients
may notice some spaces between their teeth those are due to
the remaval of the calculus that was cccupying that space.

In case the patient insisted on modifying the treatment plan
against the doctor's recommendations then hefshe or his/her
representative or the person responsible for him/her has to sign
@ pledge that exempts Dentistree Dental Clinic, and its Dentists,
in full from of any liability whatsoever, whether financial,
medical, legal or moral,

The patient's absence on the dates and timings set for hirm/her
or lack of commitment to the doctar’s instructions could lead to
complications that would change the treatment plan, or lead to
its failure, and in such case, he/she alone would be responsible
to pay the cost of the original treatment plan already agreed
upen in addition to the additional cost resulting from modifying
the treatment plan. The patient in this case Is responsible about
the results whatsoever and should fully exempt Dentistree
Dental Clinic and its doctors from any liability whether financial,
medical legal or moral.

The cost of all stages of treatment must be paid in full in
advance and is non-refundable at any stage of the treatment,
even if the patient did not complete the treatment for any
reason whatsoever,

Signing this paper by the patient or any who is respensibie for
him/her or represents him/her means that:
Hey/she has read the paper and understood its contents, and has
guestioned in 2 full and satisfactory manner about everything
related to the treatment from the doctors of the clinic and any
other party they want to consult, and that the patient has
appraved what was explained to them and requested the
physicians of Dentistree Dental Clinic to begin the treatment
and gave them the authority to do whatever they consider is
appropriate for hisfher case, and pledged to follow their
Instructions, attend all the treatment sessiens an time and pay
the treatment cost in fullHefshe has read the paper and
| its and has d in a full and
satisfactory manner about everything related to the treatment
from the doctors of the dlinic and any other party they want to
consult, and that the patient has approved what was explained
to them and requested the physicians of Dentistree Dental Clinic
to begin the treatment and gave them the authority to do
whatever they consider is appropriate for hisfher case, and
pledged to follow their instructions, attend all the treatment
sessions on time and pay the treatment cost in full.

| have read all what is mentioned above and | will sign below in
agreement on it,
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Sign here, only if all of your questions have been answered to your satisfaction
a
Ruth Rodriguez 07-5ep-2024
Patient’s name Signature of Patient Legally authorized Rep ve Date
07-5ep-2024

Witness Signature Date
Aditi Loomba Fbapedadd

Or. Aditi Loomba
Dentist's Signature General Dentistpate
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