PATIENT NAME CHART #

INFORMED CONSENT

1. ANESTHESIA
I realize the risks involved in receiving an anesthetic, some of which are: upset stomach, dizziness, vomiting, sore arm, inflamed vessels of
the arm, adverse reactions to drugs causing cardiac arrest, miscarriage, dislodging or chipping teeth and jaw bone.

2. DRUGS AND MEDICATIONS
I understand that anitbiotics and analgesics and other medications can cause allergic reactions causing redness and swelling of the tissues,
pain, itching, vomiting, and/or anaphalactic shock (severe allergic reaction).

3. CHANGES IN TREATMENT PLAN

I understand that during treatment it may be necessary to change procedures because of conditions found while working on the teeth that
were not discovered during examination. I give my permission to the Dentist to make those changes as necessary. I also authorize the
operating Dentist and Assistants to perform any other procedure which they may deem necessary or desirable in attempting to improve the
condition stated on the diagnostic treatment form, or treat unhealthy or unforseen conditions that may be encountered during the operation.

4. REMOVAL OF TEETH

Alternatives to removal have been explained to me (root canal therapy, crowns, periodontal surgery, etc.) and I authorize the Dentist to
remove the following teeth . Iunderstand that removing teeth does not zlways remove all
the infection, if present, and it may be necessary to have further treatment. I understand the risks involved in having teeth removed, some of
whid:arepain.Ndling.tprﬂdnﬁnfmimdrywckﬂ,louoffedhginmyteuh,lips.tnnguemdmoundingﬁmu(pm:du?ia)thuan
last for an indefinite period of time (days or months) or fractured jaw. I understand that I may need further treatment by a specialist or even
hospitalization if complications arise during or following treatment.  (Initials) Date:

5. CROWNS , BRIDGES AND CAPS _

I understand that sometimes it is not possible to match the color of natural teeth exactly with artificial teeth. 1 further understand that I
mhmwmwﬁ&mmoﬂﬂﬂydlmbewefultomethntheyuekeptonmﬁlpmmtmm
delivered. I choose to proceed with the following: (Initials) Date:

6. DENTURES - COMPLETE OR PARTIAL
I realize that full or partial dentures are aritificial, constructed of plastic, metal and/or porcelain. The problems of wearing these appliances
mmwmummmﬂmmmmm:omw I choose to proceed with the
following: (Initials) Date:
7. ENDODONTIC TRETMENT (ROOT CANAL)
lruﬁuthnth::hwthnmtmﬂumviﬂmmymﬂmdthnwmpﬁuﬁmmmr&omthemt.and
that occasionally metal objects are cemented in the tooth or extend through the root which does not necessarily effect the success of the
treatment. I choose to proceed with the following: (Initials) Date:

8. PERIODONTAL LOSS (TISSUE AND BONE)
lundustandm:lh:veaauiomconditieu,mﬁgmmﬂbmhﬂmﬁcnwlmmdﬁakmladtohlmofmytmhmdo&u
complications. The alternative treatment plans have been explained to me, including gum surgery, replacements and/or extractions. I also
understand that aithough these treatments have a high degree of success, it cannot be guaranteed. Occasionally, treated teeth may require
extraction. I choose to proceed with the following : (Initials) Date:

9. FILLINGS

1mmmwmmmmﬂmmmhnmmmﬁummAmmAamu
a treatment provided by this office. mwﬂmof&ﬂmﬁmnpmdwnmm”mﬂﬁm
have been explained to me and I choose the following: (Initials) Date:

The effect and nature of the procedures to be performed and the risks involved, as well as the possible alternative methods of treatment have
been fully explained to me. Alternative and possible reactions have been explained to me clearly. complications such as infections, hemorrage
md/mblmding,mhgmuxﬁmﬁoﬁbhdd«uﬁﬁu,mhngdhﬂﬁqdmem:huﬁmamw:ﬁmmmydmg:bdnre,dm-ingmd
after surgery, numbness or itching of the tongue, lip, teeth, tissues (Parasthesia), fractured jaw, etc., have been clearly explained to me.

lundﬂ'slandﬂuttthn:tioeoff)mﬁlu-ylndSmhnﬂmmﬁmumdamh,mnbhpﬂcﬁﬁmmﬂmlymm
results. Ia&ncwkge&ammwmhbuﬂnhmmdhg&emtwﬁdlhneww
authorized. ldmﬂndcsundthatithmympmﬁhﬂitytoinfmmtheDmﬁniﬂmhaving:uyproblemsdmingoriollcwingumtso
as to allow him to help minimize any problems. ‘(initials) y

Iuﬂamd&ulmhﬂymmﬁbhﬁ&@guhwrdu:mhdmwﬂdmmnwdhdhmmm I
huebywthﬂhgaﬂywbmeﬁuubemdemthbmulm&rnbby&em&rﬁu.m }

I CERTIFY THAT I HAVE READ AND FULLY UNDERSTAND THE ABOVE CONSENT TO DENTAL TREATMENT
AND THAT THE EXPLANATIONS REFERRED TO ABOVE WERE MADE TO ME AND MY QUESTIONS ANSWERED.
IALSO UNDERSTAND THAT CUSTOM MADE APPLIANCES ARE NON-REFUNDABLE.

Doctor:

Witness:




