
INFORMED REFUSAL: XRAY CONSENT WITHHELD 

I  have voluntar i ly  e lected not  to  have diagnost ic  radiographs taken to

help with the diagnosis  and t reatment  planning of  my dental  condi t ion.

This  is  being done against  the recommendat ion of  my dent is t .  I  do not

hold my dent is t  l iable  for  any fai lure  to  diagnose,  or  any misdiagnosis

due to  lack of  the recommended x-rays.  I  assume ful l  responsibi l i ty  for

any condi t ions relat ing to  my dental  heal th  that  may have been

diagnosed or  misdiagnosed due to  lack of  radiographs.  
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