
 
 
 

 
Informed Consent  

 
The University of New England Dental Hygiene Clinic is part of an institution committed to student learning and the 
advancement of knowledge through research. Our primary goal is quality education of dental hygiene students and 
excellence in patient services. 

 
You should understand the following: 

1. Students are required to obtain a thorough medical and dental history of each person prior to initiating any 
treatment. The goal of this procedure is to safely provide the highest quality of care. Some medical conditions 
may require a consultation between the student dental hygienist, a clinical faculty member, and the patient’s 
physician. This consultation is necessary to ensure that the appropriate dental care may be planned. 
Although this may require delaying treatment until such treatment plans are established, it should be 
understood that no patient will be denied care unless such care is considered inappropriate by the patient’s 
physician. All information revealed in the medical and dental history will be kept strictly confidential. 

 
2. Treatment in our clinic proceeds more slowly than in a private office since the services are rendered by 

students, and are carefully checked by faculty members (licensed dental hygienist or dentist). Although it is 
the goal to complete all procedures for each patient, completion of all procedures cannot be guaranteed in 
any specified period of time. 

 
3. Patients will be referred to a private dentist or dental clinic to receive any needed dental care beyond the 

limits of this institution. 
 

4. Failure to keep appointments without 24 hours’ notice or two cancellations, or two no-shows, may lead to 
your dismissal as a clinic patient. 

 
5. Diagnostic aids such as x-ray, photographs, plaster models, etc., are the property of the UNE Dental Hygiene 

Clinic. However, upon your written and/or verbal request, or that of your dentist, a duplicate set of x-rays 
may be sent with your signed authorization. Records are the property of the University and are not released, 
but all recommendations and observations are shared with you and your primary care dentist or a dental 
specialist by Patient Referral Form. 

 
6. An important part of every dental hygiene exam is to verify that all dental restorations are secure. A cracked 

restoration, a loosely bonded plastic restoration, or a loose fixed bridgework can lead to tooth decay. All 
dental hygienists are trained to test each restoration with an instrument and report any defective 
restorations to the patient. Patients must realize that no dental hygienist using a hygiene instrument is strong 
enough to dislodge a satisfactory restoration. If any defective restorations are discovered the patient will be 
referred immediately to their dentist for the necessary work. 

 
7. Anonymous data gathered from records may be used for educational and research purposes. If any research 

project conducted by this University intends to use patient data that could be tracked to a particular patient 
an additional informed consent document must be signed by each patient involved. In addition, before any 
research project of any design can be initiated the entire project must receive written approval by the 
University of New England, Institutional Review Board. This approval shall be available for inspection by any 
participating patient. 



 
 
 
 
 

8. You are responsible for payment of all services rendered. Prices are subject to change without notice. 
 

9. All cell phone use is prohibited in the clinic, this includes photography and social media usage. This policy is 
to protect the privacy of all patients. 

 
 
 
 
 
 
___________________________________________________________________________   
Patient’s Full Name (Print)  
 
___________________________________________________________________________  ______________________ 
Patient’s Signature or Responsible Adult       Date 
 
I also agree to make payment for services in accordance with my treatment. 
 
   
_________________________________________________________________________________ 
If responsible adult, what is your name and relationship to the dependent? 
 
 
_________________________________________________________________________________ 
Address, City, State, Zip 
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