




Tender Care Pediatric Dentistry
6583 Rt. 819 South, Suite 1, Mt. Pleasant, PA 15666
724-542-4818

PARENT GUIDELINES

Dear Parent / Guardian:

You may choose whether or not you accompany your child in the clinical area. Although we sense 
that some children do better without parents present, we are open to having you with your child. If you 
choose to be present, we suggest the following guidelines to improve chances of a positive outcome:

 1. Allow us to prepare your child.
	 2.	 Be	supportive	of	the	practice’s	terminology.
 3. Please be a silent observer - support your child with touches:
   A) This allows us to maintain communication with your child
   B) Children will normally listen to their parents instead of us 
    and may not hear our guidance.
   C) You might give incorrect or misleading information.
 4. If asked to leave, be ready to immediately walk away. 
	 	 This	is	intended	for	your	child’s	safety.
   A) Many children will try to control the situation.
   B) “Acting out” is normal, but unacceptable during appointments.
   C) This is intended to “short circuit” the control attempt.
   D) We will continue to support your child at all times.

****After the initial visit, we only permit one parent to 
accompany your child into the clinical area for all other visits. 
Unfortunately there is not enough room in the operatories to 
allow all family members to be present.****

TCPD reserves time and staff for your child’s appointment.  
If you need to reschedule your appointment, we require that 
you call 24 hours prior to the appointment time. 
Due to the high demand of appointments, we have found it 
necessary to dismiss patients after two broken appointments.

These	are	very	important	ways	that	you	can	actively	help	in	the	success	of	your	child’s	visit.
Please	feel	confident	in	knowing	that	our	doctors	and	hygienists	are	experienced,	compassionate	
professionals. With your assistance in following these guidelines, together we can create a positive 
experience	for	your	child.

Signed: _____________________________________________ Date: _________________



Tender Care Pediatric Dentistry
6583 Rt. 819 South, Suite 1, Mt. Pleasant, PA 15666
724-542-4818

AUTHORIZATION FOR TREATMENT OF A MINOR
Please include any/all children you are authorizing consent for:

I, ____________________________________________, parent(s) / legal guardian(s) of;

______________________________________, a minor child born on _____ /_____ /_____.

Hereby authorize other than legal parent / guardian:

___________________________________________ ___________________________________________
(Name) (Relationship to child) (Name) (Relationship to child)

___________________________________________ ___________________________________________
(Name) (Relationship to child) (Name) (Relationship to child)

to give consent for the dental treatment of the above named child(ren) for any dental condition that he/she may 
encounter; or to bring the child(ren) to TCPD for routine checkups and associated procedures deemed necessary 
by TCPD. I also authorize the dentist, hygienists, and staff at TCPD to give information to the individual(s) named 
above regarding the diagnosis and plan of treatment, or any information necessary for the care of the above named 
child(ren).

• I hereby release TCPD of any liability regarding release of this information on the above named child(ren).

• I understand that if someone other than the above listed on this form brings my child(ren) to the dental 
appointment, my appointment will be rescheduled for another time.

• I understand that only the above listed have permission to make decisions regarding my child(ren)’s dental treatment, 
and it is my or other legal guardian’s responsibility to notify TCPD of any desired changes.

• I understand changes can be made by a parent or legal guardian at anytime by filling out a new authorization for 
treatment of a minor, as these changes are not considered addendums to the existing form.

• I understand that even though I have authorized the above named to make treatment decisions regarding the above 
named child(ren), I will be financially responsible for this family account.

___________________________________________ ___________________________________________
(Parent/Legal Guardian) (Date) (Parent/Legal Guardian) (Date)

Please INITIAL if applicable:

________ I hereby authorize my child (ages 16 and above) to receive dental treatment (e.g. dental checkup, 
emergency visits, x-rays, cleaning, fluoride) without an authorized person accompanying him/her.
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