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As part of your Treatment records of you prior, during and after completion of treatment are taken to 

ensure it is planned, conducted, and finished to achieve the best result we can. 

To assist Dentists case studies are sometimes taken so that training and education of the public can be 

done. 

These case reports are assessed by peers and, occasionally, displayed and reviewed at Dental meetings. 

Each case report describes the patient’s dental history, findings at clinical examination, diagnosis, 

treatment plan, treatment details and treatment analysis. 

We respect our patient’s right to privacy at all times. Therefore, the patient is not identified and personal 

information is not included in the case report we present. However, “before and after” photographs of the 

patient’s face and teeth, models of the patient’s teeth, and various x-rays are required to demonstrate 

treatment changes. 

To assist Moama Dental, we would appreciate your approval to use your records for submission for review 

as a case report. With some patients we are so thrilled with the results we would also like to show other 

potential clients what we can achieve. In saying this, we would like to have your permission to use your 

records for basic displays and advertisements. 

Please sign this form as confirmation that you consent for Moama Dental to the use of the patient’s 

information in this way and the level of approval you give: 

 

Consent for Case Presentation: 

Patient Name:                                                                         . 

Patient/Parent Signature:                                                                       . 

Date:                                                                        . 

 
 

Consent for display of treatment: 
(Please circle)-  Full Display            Non Identification Display             Not Consenting. 

 
Patient Name:                                                                   . 

Patient/Parent Signature:                                                                      . 

Date:                                                                    . 

 

 


