Moon Road Cosmetic & Family dentistry

Dayo Obebe DMD

Informed Consent For Restorative Treatment 

This Office agrees with the trend throughout the country to inform patient their guardians or parents of possible side effects associated with dental treatment.

The following lists of complications are not listed in any specific order, and some of the listed items are so rare that they have never occurred in my practice. However, this office feels that you should be aware of the following:

1. Complications from the use of local anesthesia include, but are not limited to:                  Possible paresthesia (numbness) of the lower lip, chin, tongue, and/ or other structures that may be prolonged or permanent, facial swelling that may require drainage or cause discoloration of the face and neck (bruising), a sharp momentary shock (Bells Palsy) That in most cases is of short duration, but may also be prolonged, seizure that may require management with appropriate medication.

2. Post operative swelling, infection, pain, bruising of the face and neck, muscle soreness, trismus (inability to open mouth or pain when moving the upper jaw) may require additional therapy to treat.

3. Possible discovery of decay not visible on radiographs (Remember, radiographs are a tool to help, they are not 100% accurate) and will require additional treatment.

4. Possible necrosis (death) of the pulp (nerve) and blood supply during or anytime after the restoration (filling) is placed in the tooth requiring additional endodontic therapy.

5. Pulp exposure that will require endodontic (root canal) therapy.

6. Additional surgical procedures to expose decay from removal 

7. Post op pain or extreme sensitivity to, cold, and biting pressure that may last up to three months or longer and/ or require endodontic (root canal) therapy to alleviate.

8. Exposure of dentine or cementum that will result in sensitivity to hot, cold, and sweets that may resolve in three months or longer and/ or require endodontic (root canal) therapy to alleviate.

9. Cosmetic compromises and/ or changes in your appearance.

10. Cutting or laceration of oral soft tissue by the hand piece (drill) that may require suturing. Many time gum tissue is removed to allow for complete removal of decay.

11. Soreness of the gums in the area of the treatment and where the rubber dam clamp was placed. 

12. Unexpected complications that may require a different type of treatment to restore the tooth to proper function.

EXAMPLE: Complete fracture of a tooth or a crown during removal of decay that would require crowning and/ or root canal therapy to restore.

13. Decay that is so extensive as to make restoration of the tooth hopeless and would necessitate extraction of the tooth.

14. Breakage of the restoration after placement or restoration “falls out” most times this is a result of chewing too early on the restoration (within 24 hours) causing stress fractures. A new restoration will need to be placed at an additional cost to you not your insurance company.

15. Difficulty in matching the shade of the restoration to your teeth. Shade match is very difficult there is never a 100% match in color, simply because the tooth color bonding restoration (filling) is not made from the God given materials made from your natural tooth.

16. Change in the color of the plastic bonded restoration (filling). Most changes accure in the first two to four weeks.

17. Teeth with silver restoration (fillings) will darken from gray to black over time.

18. Pins placed to help the restorations (fillings) may fracture the tooth, penetrate the pulp chamber or extend into the periodontal ligament and require different types of additional treatment to achieve the desired result.

19. Possible pulp exposure due to abnormal nerve anatomy requiring root canal therapy and crowning on the tooth.

NOTE: ADDITIONAL TREATMENT AND SERVICES WILL BE CHARGED AT THE USUAL AND CUSTOMERY FEE.
I understand that the practice of dentistry is not an exact science, and therefore reputable practitioners cannot guarantee results It is understood that wile the doctor will attempt to achieve the desired results, there is no assurance, warranty, or guarantee, implicit or implied of specific results. I certify that I have read and understand the authorization that I am about to sign for the purposed treatment described above. I accept the risks of substantial harms, if any, in the understand the possible complications, including cosmetic complications, I have had ample opportunity to ask questions about the proposed treatment, alternatives and risks. All questions that I have have been fully answered to my satisfaction.  

Patient Signature:___________________________________Date__________________

Teeth #:____________________________Patient Signature_______________________

Witness:_________________________________________________________________

