Moon Road Cosmetic & Family Dentistry

Dr. Dayo Obebe

Informed Consent
Oral Sedation
I consent to the use of oral sedation for my dental treatment, and the use of appropriate

medications administered by my dentist. I understand that I will be conscious but deeply

relaxed during the procedure. My protective reflexes, such as my cough reflex, will be

intact. It is possible, however, that I will remember very little about the procedure

afterwards.

I have been advised of the following:

•  I must arrange for someone to pick me up at the office at the
conclusion of my appointment and drive me home. I understand that

my treatment may not be done should I neglect to arrange for this.

•  I understand that I should eat lightly prior to the procedure

•  I understand that I could experience drowsiness for up to 48 hours

following the procedure. I should not drive or operate machinery for at

least 24 hours.

•  I understand that my pulse rate and my heart will be monitored during this

procedure. Should the need arise during the procedure: medications can be

used to reverse the affects of the sedation.

I understand this procedure and the risks of the procedure. Any alternatives and their

risks have been explained to me, as well as the fee(s) involved.

Patient’s Signature_______________________________________Date____________________

Driver’s Name__________________________________________________________________

Witness________________________________________________________________
