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Consent Form (Dental Treatment)
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Consentform:

A legal document signed or marked by a patient or legal authorized representative voluntarily, without coercion or undue influence, prior to any
medical '

Treatment/procedure. This form states that the patient agrees to undergo the recommended treatment/procedure and is aware of any possible risks
that might occur .

1. DRUGS AND MEDICATIONS :

| have been advised by the attending dentist & understand that antibiotics & analgesics & other medications can cause allergic reactions causing redness
& swelling of the tissues , pain, itching, vomiting & / or anaphylactic shock {severe allergic reaction). | understand it is my responsibility to inform the
doctor in case | am allergic to specific medication & also any medication | am currently taking .

2. XRAYS
1 agree that it is my responsibility to inform the attending dentist if | AM PREGNANT

3. LOCAL ANESTHESIA

| have been advised-by-the attending dentist & understand that there are some risks involved in the administration of local anesthesia. Most risks are
related to the position of the nerves under the tissues at the site of injection although the risks seldom occur they might include loss of 'fegling in my
teeth, lips, tongue & surrounding tissue (Paresthesia) that can last for an indefinite period of time, days or months & may resolve spontaneously. In
addition, administration of local anesthesia into the body may result in a rare allergic reaction. ’

4. CHANGES IN TREATMENT PLAN

1 understand that during treatment it may be necessary to change or add procedures because of conditions found while working on the teeth that were
not discovered during examination, the most common being root canal therapy following routine restorative procedures. | give my ’permission to the
Dental to make any/all changes and addition as necessary.

5, REMOVAL OF TEETH ' :

| authorize the Dentist to remove the following teeth and any others necessary for reasons. | understand removing teeth does not always have
complications if present, and it may be necessary to have further treatment. | understand the risks involved in having teeth removed, some of which are
pain, swelling, spread of infection, dry socket, loss of feeling in my teeth, lips, tongue and surrounding tissue (Paresthesia) that can last for an indefinite
period of time (days or months) or fractured jaw. | understand | may need further treatment by a specialist or even hospitalization if compilations arise
during or following treatment, the cost of which is my responsibility. -

6. DIRECT RESTORATION/ FULLVENEERS /PARTIAL VENEERS/DIRECT VENEERS ON ESTHETICS a

I realize that veneer treatment is typically used for teeth that are discolored, either because of root canal treatment, stains from tetracycline or other
drugs, excessive fluoride. Veneer can be used for aesthetic purposes to repair teeth that are misaligned uneven or irregularly shaped or to close the
space between teeth that have gaps between them. | understand that holding my mouth for longer time leave my jaw feeling stiff and sore and may
make it difficult to open wide for several days. As there is removal of some portion of teeth (enamel) and some portion of teeth is exposed (dentin) they
will be sensitivity and following treatments for sensitivity should be performed. | understand that veneers are usually non repairable should they
chip/crack. The need for a full coverage crown may warrant. When veneers are done on demand on esthetics each patients tooth varies on its style shape
" and overall prognosis

7.CROWN, BRIDGES AND CAP
| understand that sometimes it is not possible to match the color of natural teeth exactly with artificial teeth, | further understand that | may be wearing

temporary crowns, which may come off easily and that | must be careful to ensure that they are kept on until the permanent crowns are delivered. |

realize the final opportunity to make changes in my new crown, bridge, or cap (including shape, fit, size and color) will be before cementation.

8.ROOT CANAL TREATMENT :

| realize there is no guarantee that root canal treatment will save my tcoth, and that complications can occur from the treatment, and that occasionally
metal objects are cemented in the.tooth or extend through the root which does not necessarily affect the success of the treatment. | understand that
occasionally additional surgical procedures may be necessary following root canal treatment and resection

9. ORTHODONTIC TREATMENT/ GENERAL DENTIST / IMPLANT.
| authorize the all Dentist doctors to do my treatment and pledge that | will follow the treatment and instructions for this or any other procedures as
written in the form. ’

| UNDERSTAND THAT DENTISTRY IS NOT AN EXACT SCIENCE AND THAT THEREFORE REPUTABLE PRACTITIONERS CANNOT FULLY GUARANTEE
RESULTS. | ACKNOWLEDGE THAT NO GUARANTEE OR ASSURANCE MADEBY ANYONE REGARDING THE DENTAL TREATMENT WHICH | HAVE
AUTHORIZED AND REQUESTED. | HAVE HAD THE OPPORTUNITY TO READ THIS FORM AND ASK QUESTIONS. MY QUESTIONS HAVE BEEN ANS.WEREQ
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