
 
 

 
 

Parent Consent 
 
 
I am an authorized parent/guardian for the below minor(s) and I authorize Verardi 
Dental to provide dental treatment in the absence of the parent/guardian.  
 
Should an emergency arise and Verardi Dental should need to contact the 
parent/guardian. Please call the parent at  
 
________________________. 
Parent phone number 
 
 
 
______________________________ 
Minor child’s name 
 
______________________________ 
Minor child’s name 
 
______________________________ 
Minor child’s name 
 
 
 
________________________________________________ 
Signature of Parent/Guardian     Date 
 


