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(703) 757-1000
                         GENERAL DENTAL CONSENT
I understand that the purpose of proper dental care is to reduce, prevent, correct, or replace my condition(s) or diseased tissue(s).  I understand that without proper dental care, my present oral condition will worsen in time and the risks to my health may include, but are not limited to the following: death, swelling, pain, infection, cyst formation/cancer, periodontal (gum) disease, dental caries (decay), corked teeth or malocclusion, pathologic fracture of the jaw (bone fracture resulting from bone dissolution by a natural bodily function), premature loss of teeth and the supporting bone of the teeth, broken teeth and/or fillings.  
I further understand that all dental procedures including fillings, crowns, bridges, root canal therapy, implants, periodontal surgeries, and regular recare (cleanings) carry certain risks and that these risks include, but are not limited to:
· Stretching, cracking, or chaffing of the corner of the mouth and/or lips; 

· Injury or breakage to teeth or fillings around the affected area.
· Tooth fracture or tooth loss may occur after a restoration is placed for no apparent reason. 

· Swallowing or aspirating (inhaling into lungs) of dental instruments, restorations, artificial teeth, or other various fragments may occur. This complication is a major health risk and can be life threatening if it interferes with normal breathing.  

· Eye damage from debris ejected from the mouth during the procedure.  Safety glasses are available upon request.  
· Tooth sensitivity after deep restorations may last for weeks and may require root canal therapy.  
· Gum surgery may have to be preformed if decay and/or the restorations affect gum health.  
· Temporomandibular Joint Dysfunction (TMJ), a painful condition of the jaw joint and controlling muscles, may develop as a result of many possible causes including, but not limited to; no apparent reason; jaw strain; altered bite; trauma to the face and surrounding jaw. If you suspect you have this condition, please inform Dr. Cieplak.  
· Injury to the nerve underlying the teeth resulting in, but not limited to, numbness or altered sensation of the lip, cheek, chin, gums, teeth and/or tongue that may last for several weeks, months, or in remote instances, it may be permanent numbness or altered sensation. There also may be an associated loss or altered taste sensation.    



                                                       
 X________
Extractions and Gum Surgery may have these risks in addition to:

1. Heavy bleeding; which may be prolonged.

2. Leaving part of a tooth in the jaw if Dr. Cieplak feels removing them would require extensive and unnecessary surgery.

3. Opening of the sinus (a normal cavity situated above the upper teeth) requiring additional surgery to close the opening.

4. A dry socket, which results in the loss of a blood clot after an extraction and is extremely painful. 

Root Canal Therapy may have these risks in addition to:

1. Fracture of the tooth, which may result in tooth loss.

2. Overfill (filling material beyond the tip of the root) or Underfill (filling material that does not extend to the tip of the root) may require more treatment.

3. Instrumentation breakage within the tooth, which may require more treatment or tooth loss.

4. Tooth loss for no apparent reason.

5. A surgical procedure called an Apicoectomy, following root canal therapy. To remove the diseased mass through an opening at the root tip; which may lead to loss of the tooth.
I have been informed that there are specialists such as endodontists, oral surgeons, and periodontists who do nothing other than root canals, extractions/jaw surgery, gum surgery respectively, but I would prefer Dr. Cieplak and his associates and/or assistants perform my dental treatment.

I further consent to the administration of local and/or general anesthesia, antibiotics, analgesics, or any other drugs that may be deemed necessary in my case, and understand that there is a slight element of risk inherent in the administration of any drug or anesthesia.  The risks include, but are not limited to: adverse drug response (allergic reaction), upset stomach, yeast infection, cardiac arrest, aspiration, thrombophlebitis (irritation and swelling of a vein), pain, swelling, bruising, and discoloration and/or injury to blood vessels and nerves which may be caused by injections of any type of drug. In addition, antibiotics prescribed for the treatment or prevention of bacterial infections may decrease the effectiveness of birth control pills. I understand that certain anesthetics and other drugs may cause drowsiness, lack of awareness and decreased coordination and these effects may be increased to a deadly level by taking medications other than those discussed by the Dr. and patient prior to appointment.
X_____________
The use of alcohol and/or other drugs not prescribed by, or made aware to Dr. Cieplak. I have been advised and agree not to operate any vehicle, automobile or hazardous device, or work while taking, or for at least 24 hours after taking, any pain medications (that is until I fully recover from the effects of any anesthetic medication and/or drugs that may have been given or prescribed to me by Dr. Cieplak).  I agree not to drive myself home after surgery and will have a responsible adult drive and/or accompany me home after my discharge from surgery if any drugs are given to me other than local anesthetics.

If any unforeseen condition should arise in the course of said treatment, calling for Dr.                Cieplak’s judgment or for procedures in addition to or different from those now contemplated , I request and authorize Dr. Cieplak to do whatever he may deem necessary and/or advisable.   Due to individual patient differences there exists a risk of failure, relapse or worsening of your present condition despite the care provided.  No guarantee or assurance has been given to me that the proposed treatment will be curative and/or successful to my complete satisfaction.  However, it is Dr. Cieplak’s opinion that therapy would be helpful, and that a worsening of my condition may occur sooner without recommended treatment. I have had an opportunity to discuss with Dr. Cieplak my past medical history including any serious problems, injuries, allergies, and/or all medications and drugs I am taking, or have taken, and realize life-threatening complications may occur if I am not completely honest with Dr. Cieplak. I also state that I have filled out, and discussed, my medical history with Dr. Cieplak and that all information is true to the best of my knowledge. I also state that I am not pregnant and realize that birth defects could be a complication of dental treatment.  I agree to cooperate completely with the recommendations of Dr. Cieplak while I am under his care, realizing that if I do not follow directions the results of treatment may be less than optimum.

I certify that I have read and fully understand that terms and words within the above consent.  I understand the explanation referred to or made in the above paragraphs and I also have had the opportunity to ask, and have answered, any questions I may have had. I also state that I read and understand English.  I authorize and give consent to Dr. Cieplak and staff to treat my dental condition(s) or perform any other treatments necessary or advisable to complete the planned operation now or in the future.
----------------------------------------------------------------------------------------------------------------------------------------
Signature of Patient





date

Signature of Relative or Representative (where required)                                             date

I certify that the matters set forth above were explained to the patient, that the patient was given an opportunity to ask questions, that all questions were answered in a satisfactory manner.  Where the patient, rather than his representative has signed the form, I certify that, in my judgment, the patient was competent to understand the matters discussed and to give his consent to treatment.

----------------------------------------------------------------------------------------------------------------------------------------------

Signature of Dr. Cieplak 





date
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