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Consent Form (Dental Treatment)

PATIENT NAME QID NUMBER FILE NUMBER

o38h.?l

@"ntsignedormarkedbyapatientorlegalauthorized.representativevoluntarily,withoutcoercionorundueinfluence,priortoany
medical
ii""t 

"nVpro."aure. 
ihii form states that the patient agrees to undergo the reconrnended treatmenVprocedure and is aware of any possible dsk

that might occut

1' DRt'Gs ANg ME?lSATloNs ' 
uha+ rn+ihlatiec 

", 
enrtgaciec , ln"ot h*" b*" .dr',r"d by th" attending denfist & understand that anfiblotics & analgesics & other medicadons ciln Gluse allergic reactions causing ret

& swelling of the tissues , paio itchin& vomiting & / or anaphylactic shock (severe allergic reactiori). I understand it is my responsibility to inform the

doctor in case I am allergic to specific medlcation & also any medication I am cunently taking

2.XRA\6
I igree that it is my responslbility to inform the attending dentist if I AM PREGNANT

3. LOCAL ANESITIESIA

I h"r" b*n 
"drir.dty-the 

attending dentlst & understand that there are some risk involved ln the administration of local anesthesla. tuost rlsk are

related to the position of thE nervej under the fissues at the site of injection ahhough the risks seldom occur they might include loss offuellng in my

teeth, lips, tongue & surrolrnding tissue (Paresthesia) that can last for an indeffntte period of time, days or months & may resohe spontaneously. ln

addition, adminisiration of local anesthesia lnto the body may result in a rare allergic reaction'

+. cneuces lH thraruEur PuaN
I unaerstana ttat during treatrnent lt may be n€cessary to change or add procedures because.of conditions found while working on the teeth that were

not disconered during exarnination, the most common being root canal therapy following routine restorative procedures' I give my permission to the

tlental to make any/all changes and addition as necessary.

gjanovnrgElrnu
I authorize the Dentist to remove the following teeth and any others neoessary for reasons. I understand rernwing teeth does not always have

complicatons lf present, and.lt may be neaessary to have further treatment t understand the risk invofued in having teeth remored, some of which are

paln, srelllng; spread of infecion, dry socket, loss of fueling in my teeth, lips, tongue and sunounding tissue (Paresthesla) that can last for an indefinite

period of ti'me (days or months) or fractgred jaw. I understand I may need further treatment by a specialist or even hbspitalizadon if compilations arise

during or following treatment the cost of which is my responsibility.

A DHECT RESTORANON/ FUTTVENEERS /PAR|TIAL VENEERS/DIRECT VENEERS ON EsMEncs
I realize that veneer treat."m is typi"atly used for teeth that are discolore4 either because of root canal treatment, stains from tetracycline or other

dtugs, ocessive fluoride. Veneer can be used for aesthetic purposes to repalr teeth that are misaligned uneven or irre8ularly shaped or to close the

tp"ie b"t*r"", teeth that have gaps between them. I understand tlrat holding my mouth for longer time leave my jaw feeling sfiff and sore and may

make it difficult to open wide for sareral days. As there is removal of some portion of teeth {enamel) and some portion of teeth is exposed (dentln) the/

will be sensitivity and folloffing treatments for sensitivity should be performed. I understand t{rat veneers are usually non repalrable should they

chlp/cradc The need for a firll corerage cn,wn may warranl When veneerc are done on demand on esthedcs each paUents tooth varies on lts style shape

and overall prognosis

ffi.lsnotpossibletomatchthecolorofnaturalteethexactlywithafficialteeth,lfurtherunderstandthatlmaybewear.Ing
temporary crowns, which may come ofr easily and that I must be careful to ensure that they are kept on untit the permanent crorivns are delivered- I .

realize the final opportunity to make changes in my new crown, bridge, or cap (lncludin8 shapg fit size and color) will be before cementation.

ffithatrootcanaltreatmentwillsavemytooth,andthatcomplica6onscanoccurfromthetreatment,.natr,.too.".ion.tty
nreal objects jre cemented in the-tooth or elcend through the root which does not necessarily affect the success ofthe treaunent. I understand that

occasionally additional surgical procedures may be necessary following root canal treatment and resection

9. OFITHODONNC TREATMENT/ GENERAL DET.ITIST / IMPIANT.

iiuthortze the all Dentist doctors to do my treatment and pledge that.l will follow the treatment and instructions for this or any other procedures as

written in the form,

I UNDERSTAND THAT DENTISTRY IS NOT AN EXACT SCIENCE AND THAT THEREFORE REPIITABLE PRACilTONERS CANNOT FULLY GUARANTEE

RESULTS. I ACKNOWLEDGE THAT NO GUARANTEE OR ASSURANCE MADEBY ANYONE FEGARDING THE DEI'ITAL TREATMENT WHIC}I I HAVE

AI'IHORIZED AND REQUE5TED.I HAVE HADTHE OPPORruNTYTO READTHIS FORM AND ASKQU TION-SJ.TIYC

To MY SAISFACTIoN. I CON5ENTTO PROPoSED TREATMENT t'' 
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