Date of Appointment: Time:

Instructions to Parents of Pediatric Patients scheduled for Sedation

Dear Parent,
For your child’s safety and wellbeing, please ensure that you adequately read and follow these instructions.
Please notify us of any change in your child’s health: DO NOT bring in your child for treatment with a

fever, ear infection or cold. If your child becomes ill, please call us to reschedule. 24 hours notice will
allow us to use the appointment time for another child who is awaiting sedation.
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Please contact our office if additional information is required or if you have any questions or concerns.

As the parent/legal guardian of , [ have carefully read the above
instructions, and have had the opportunity to ask questions about the proposed treatment, and I understand
the potential risks and benefits
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