                     GENERAL DENTISTRY INFORMED CONSENT
Doctor: _____________________   Patient ______________________




WORK TO BE DONE TODAY


     


I understand that I am having the following work done: X-Ray (   ), Fillings (  ), Crowns & Bridge    (   ), Extractions (   ), Root Canal Treatment (   ), Dentures (   ),                                 Other (   ) ___________________________________________________________________





DRUGS and MEDICATION


I understand that antibiotics can interfere with the effectiveness of contraceptives. Pain medication, anesthesia, antibiotics and other medication can interact with other medications       I may be taking, and/or they can cause allergic reactions such as swelling of tissues, pain, itching, rash, vomiting, and/or anaphylactic shock.  





CHANGES IN TREATMENT PLAN


I acknowledge it may be necessary to change or add procedures once treatment starts because of conditions not discovered during a previous examination or only found while working on the teeth.  Common changes include a Root Canal Treatment, which may not have been anticipated but may become necessary to complete restorative procedures; or the need for an extraction may become evident after a Deep Cleaning. Cost of additional treatment will be shown apart from initial estimate.  





REMOVAL (extraction) OF TEETH


Alternatives to and consequences of tooth removal have been explained to me: Root Canal Therapy, Periodontal Surgery, Crown, etc - but I chose to have the extraction(s) done, hereby authorizing my Dentist to proceed with the removal. I understand removing teeth does not always eradicate possible infection, and further treatment provided by a specialist may become necessary if complications arise during or following extractions, the cost of which will be my sole responsibility. 


I have been made aware of risks associated with tooth removal, such as pain, swelling, spread of infection, dry socket (a loss of the blood clot covering the site usually caused by a sucking motion causing the site to become painful), jaw fracture, loss of feeling on the tongue and surrounding tissue that can last for an indefinite period of time).   





CROWNS, BRIDGES, VENNERS


I understand there are instances when the procedure done to prepare the tooth to receive an artificial crown or bridge may create the need for a Root Canal Treatment, the cost of which is not included in the pre-estimated cost of the crown/bridge. Also, sometimes it is not possible to have an exact match in color of an artificial tooth to the color of my other natural teeth. I was made aware of the need to always have a  temporary crown in place until the permanent crown/bridge is delivered. Temporary crowns may come off or brake easily, so I may need to return to re-cement it.  I realize my final opportunity to make changes in shape, in fit, size, and the color of my permanent crown/bridge will be before it is cemented in place. I understand I may incur in extra expenses if I delay the seating the permanent crown/bridge because teeth can shift, tissue can grow over the area prepared, and if so I may need to have the crown/bridge remade, and/or have additional procedures. It is my responsibility to return for the permanent crown cementation within 20 days of the initial tooth preparation date.
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ENDODONTIC (Root Canal) THERAPY


I understand that a Root Canal Treatment does no guarantee a tooth will be saved. My tooth may be lost in spite of all efforts to restore it. It was explained endodontic instruments (files and reamers) are very delicate instruments. Sometimes stresses and manufacture imperfections can cause them to separate during a procedure. It was also explained that the “filling material” placed in the canal may extend through the tooth, although it does not necessarily affect the treatment successful outcome. I understand I will need to return for another visit to finish the tooth restoration after the root canal treatment is completed. It was explained that occasionally additional surgical procedures may be necessary following a root canal treatment. 


“Apicoectomy” is a surgical procedure attempting to remove infection from the tip of the root canals. Root Canal Systems are very complex, having many small off-shoots. Sometimes, even after a RCT is correctly performed, infected debris can remain in these branches, preventing healing or later causing re-infection. 





PERIODONTAL DISEASE AND BONE LOSS


I was explained that Periodontal Disease is a serious progressive and contagious condition causing gum and bone loss and/or inflammation. It can lead to loss of all my teeth. I was informed this disease has been linked to Cardiovascular Disease, Atherosclerosis, mortality in Diabetics, and it may cause pregnant women to prematurely give birth, or have a low birth-weight newborn. I understand if I am diagnosed with Periodontal Disease I will be offered the most appropriate treatment, and I also understand I will need to return every 3 or 4 months for Periodontal Maintenance.





FILLINGS 


I understand that I must exercise care when I chew using a tooth restored with a filling, especially during the first 24 hours, as to avoid breakage. It was explained to me that a filling can be made of various products, such as amalgam, resins, and metals, and that it is placed into a prepared cavity. I understand the resulting filling may be more extensive than originally diagnosed and if the decayed area is too large, a new artificial crown to be the best recommended restorative procedure. It was also explained to me that significant sensitivity may develop after a filling is placed, and sometimes preparing a tooth for a filling may result in the need of an unanticipated Root Canal Treatment. I was offered the alternative treatment of an “inlay, or an “onlay”, or an artificial crown but I declined and I authorize my dentist to proceed with a regular filling. 





9. PARTIAL or COMPLETE DENTURES


New removable dentures feel awkward, may feel loose for a while, minor irritation and sore spots may develop, speech may be altered, saliva production may increase, and I may have difficulty eating. Dentures are delicate and can brake if dropped even a few inches. I have been informed that “immediate dentures” are tailored to the patient, measurements are taken prior to removal of remaining teeth, and they will be immediately inserted right after extractions. They may be painful requiring several adjustments. Because bones and gums can shrink, especially during the first 6 months I will need several reline visits. A final rebasing is necessary and its cost is separate.  In have discussed other alternatives (“bridges”, “over dentures”, placement of dentures in conjunction with implants) but I consent my dentist to proceed with removable partials (or) complete dentures. I understand failing to keep my delivery appointment may result in ill fitting dentures.








GENERAL TREATMENT


I understand that by signing this consent I am in no way obligated to do any treatment. I expect to be presented with Treatment Plans which I will have a chance to evaluate, then accept or decline. I have been presented with a detailed Financial Responsibility document. I understand dentistry is not an exact science and reputable professionals can not predict results. I authorize the above dentist, and All Ages Dental Spa dental staff to perform treatments, acknowledging that no guarantees or assurances have been made by anyone regarding the outcome of any and all dental treatment which I have accepted and authorized. 








Signature of Patient ________________________________   Date ____________________





Signature of Dentist ________________________________   Date ____________________
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