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Sedation Consent

I have requeseted intravenous sedation for the duration of my periodontal treatment.  I understand that there are risks involved with anesthesia and sedation which are used to increase patient comfort and anxiety.  These risks include:
Numbness, inflammation of the veins used for administering the drugs, discoloration of the tissues around the infection site, swelling infection, bruising, bleeding, nausea, vomiting and allergic reaction
_________________ (initials)
I have been informed and I understand that in rare instances, the risks of sedative drugs include but are not limited to: breathing difficulties, brain damage, stroke, heart attack, loss of function.  I understand that severe complications may require hospitalization and may even result in death.                         _________________ (initials)
The purpose and possible complication to the use of sedative drugs have been explained to me, as well as possible alternative methods.  I understand the purpose, possible risks and probable effectiveness of each method, as well as the probable result if no treatment is provided.



_________________ (initials)
I was advised that good results are expected and that the possibility and exact nature of complications cannot be accurately predicted.  I acknowledge that no implied or expressed guarantees as to the result of the treatment or use of anesthetic or sedative drugs have been given to me.

I acknowledge that I have received preoperative and postoperative instructions regarding the use of sedative drugs, and these instructions have been explained to me. 
I had the opportunity to ask all of my questions, and all questions were answered to my satisfaction.  I was given adequate information in which to base an informed consent.

___________________________________

______________________________

Signature of patient




witness
___________________________________

Signature of doctor
