DECLARATION

The undersigned:

Profession:

Address:

Phone:

I was properly informed by the dentist of the problem of retained teeth and specifically my condition. I declare that:

1. I am aware of the conditions prescribed by Dr. Hristov,

hygiene as well as the examinations that I will go through

after treatment.

2. I have received all the information about the intervention that I will endure and accept, knowing that there may be complications.

3. I have also received all the necessary clarifications regarding

possible options of treatment after surgery.

4. My dental doctor answered all the questions I wanted to ask about my treatment.

5. Extraction of retained teeth is not paid for by Social Security.

I also declare that I will follow the instructions of my dental doctor.

He explained in detail everything about the upcoming surgical treatment. I agree to undergo surgery. I declare that I will not bring any claims against the dentist in case of complications that are not due to him. I also agree to pay for any additional surgery that may be required in the postoperative period.

Date                                         



Declarator:

