INFORMED CONSENT FOR ORAL SURGERY AND ANESTHESIA

PATIENT NAME ____________________________________

I.) This is my consent for Dr. Damodaran to perform the treatment/procedure/surgery and anesthesia as follows:

____________________________________________________________________________________________________________


I understand that this is an elective procedure and the purpose of this procedure is to treat and possibly correct my diseased

oral and/or jaw structure. I also understand that other forms of treatment may be available or that I may chose to have

no treatment. These alternatives and the risks related to them have been explained to me. I have decided to have the 

treatment stated above.

II.) The doctor has explained to me that there are certain inherent and potential risks in my treatment plan or procedure, and that 

in this specific instance such operative risks include, but are not limited to:

____1.) Postoperative discomfort and swelling that may necessitate several days of home recuperation.

____2.) Heavy bleeding that may be prolonged.

____3.) Injury to adjacent teeth and fillings.

____4.) Postoperative infection requiring additional treatment.

____5.) Injury to the nerve underlying the teeth resulting in numbness or tingling of the lip, chin, cheek, teeth and/or tongue 


on the operated side. This may persist for weeks, months, or in remote instances, permanently.

____6.) Stretching of the corners of the mouth with resultant cracking and bruising..

____7.) Restricted mouth opening for several days or weeks.

____8.) Decision to leave a small piece of root in the jaw when its removal would require extensive surgery.

____9.) Breakage of jaw.

___10.) Opening into the sinus (a normal cavity situated above the upper teeth) requiring additional surgery.

___11.) Other ___________________________________________________________________________.

III.) I consent to the use of local anesthesia or nitrous oxide sedation as agreed upon by myself and the above named doctor.

IV.) Prescription medications may cause drowsiness, lack of awareness, and coordination. I have been advised not to operate a

vehicle, automobile or hazardous devise while taking such medications and/or drugs until fully recovered from the effects of the same.

V.) If any unforeseen condition should arise in the course of the operation, calling for the doctors judgment or for procedures in

addition to or different from those contemplated, I request and authorize the doctor to do whatever she may deem advisable.

VI.) It has been explained to me, and I understand that the result may not meet my expectations and that the result is not 

Guaranteed or warranted and cannot be guaranteed or warranted.

VII.) I have had an opportunity to discuss with Dr. Damodaran my past medical and health history including any serious problems

and/or injuries.

I certify that I have fully read and fully understand this consent for surgery and that all of my questions pertaining to the surgery have been answered. Please ask the doctor is you have any questions concerning the treatment/procedure/surgery or this consent form.

____________________________________________________       ____________________________
Patient, Parent or Guardian (signature)



Date

____________________________________________________       ____________________________

Dr. Geetha J. Damodaran D.D.S.




Date

