MOON ROAD COSMETIC & FAMILY DENTISTRY

Dr. Dayo Obebe

Informed Consent

Surgical Procedure

I have been made aware of my condition ______________________________________

Requiring a surgical remedy in the opinion of my dentist. I am aware that the practice of dentistry and dental surgery is not an exact science, and no guarantees have been made to me concerning the results of the procedure. I understand and authorize my dentist to select alternative methods of treatment based on my condition as disclosed during the procedures authorized by my signature on this form, including conditions which are unknown at the time surgery, or dental procedures were begun.

I understand that there are substantial risks and consequences that may be associated with any surgical dental, diagnostic, or anesthetic procedure. I understand that not every conceivable hazard can be listed. I realize that the following possibilities exist, however infrequent or rare. These include, but are not limited to:

· Excessive bleeding needing blood transfusion with its risks, or re-operating to control blood loss 

· Blood clots anywhere in the body 

· Infection 

· Allergic reactions to medications or anesthesia

· Collection of blood or fluid requiring future drainage

· Injury to or infection of other organs, nerves, or blood vessels 

· Possible temporary or permanent numbness of the lip, tongue, face, or other areas 

· Fracture or dislocation of the jaw

· Perforation of the sinus area 

· Entrance into the maxillary sinus to remove fragmented tooth or bone

· Pain, swelling, bruising

I understand the recommended treatment; the risks of such treatment, and alternatives have been explained to me and the risks of these alternatives, the consequences of doing nothing about my condition, and the fee(s) involved.

Patient Signature:___________________________________Date__________________

Teeth #:____________________________Patient Signature_______________________

Witness:_________________________________________________________________ 

