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Please read and initial the ftems checked balow. Then read and sign the section at the boftorn of form.

1. Work to be Done
| understand that | am having the following work dona: Fillings Bridges Crowns Extractions N
Impacted testh removad ___General Anesthesia__ Root Canals o dbEr S

tmifials, _______ )

2. Drugs and Medications

| understand that antibistics and analgesics and otfier madications can cause allergic reactions causing redness and swelling of tissues, pain,

itching, vamiting, andfor araphylactic shack (severe ellergic reaction).
{Initials ]

2. Changes in Treatment Plan

| understand that during treatment T may be necessary to change o add procedures because of conditions found while warking on 1he testh that
were hot discoverad during axamination. the most cormman being root canal therapy follewing routine restorative procedures. | give my permission (o

the Dentist to maka anyall charges and additions as nacessary
[Initials |

4, Removal of Teeth

Altarnatives to rermoval have been axplained o ma (raot caral therapy, crowns, and paricdontal surgery, ete.) and | authorize the Dentist 1o remaove
tha fallowing teeth i SR L ancl any athars nacessary for reasans in paragraph #3, | understand removing testh does not
alwavs remove all *he |n‘er::-t|cu|'| it present, and it may ba necessary o have furthor treatmeant. | understand the risks invoved ir having teeth remowved,
some of which are pain, sweliing, spreac of infection, dry socket, loss of feelng in my teeth. lips, tongue and surounding tissue (Paresthosia) that can
last for &n ndafinite period of time {davs ar menths) or fractured jaw. | undsrgiand | may need further treatment by & specialist or even hospitalzation
it complications arisa during or fol'owing treatment, the cost of which ‘s my responsibility.

{Initials__ }

5. Crown, Bridges and Caps

| undlarstand tnat sometimas it 15 not possible to match the color of natural teeih exacthy with arificial teeth, | further understand that | may be
wearlng temparary crowns, which may come off sasily and that | must be careful to snsure thal thay are kept on unfil the permanent crowns are
daliverad. | realize the final opportunity o make changss in my new orown, bridge. or cap (including shape. fit. size, and color) will be before

cemeantation.
{Initials )

&. Dentures, Complete or Partial

| realize that full or partal dentures ace artificial, constructacd of plasic, matal, andor porcalain, The problems of wearlng these appllancas have
been explaired 1o me, including locseness, soreness, and possible breakage. | realize the final cpportunity to make changes in my new dentures
(reiLding shapa. fit, size, placemant, and color) will be the “leeth in wax” try-in visit, | undarstand that mest dentures require relining approximatsly

thrae to twelve months after initial placemant, The cost for this precedure is not included in the initial denturs fes.
{Initigls_____ )

7. Endodontic Treatment [Root Canal)

| realize thers s no guarantes that root canal treatment will ssve my tooth, and that complications can ceccur from the treatment, and that
occasionally metal objects are cemented in the tooth or extend through the reot, which does not necessarily affect the success of the treatment, |

understand that occasionally additional surgical srocedures may be necessary foliowing root canal treatment (apicosctomy).
{Initials: 1

8. Periodontal Loss [Tissue & Bone|

| understand that | have a serlous condition. causing gum and bone infection or loss and that it cen leed to the loss of my teeth. Alternative
treatmant plans have been explained to me, including gum sJrgary, replacemenrts andior extractions. | understard that undertaking any dental

procedures may nave a future adverse effect on my parodonial condition.
(Initieks____ 3

{ undarstand that dentistry is not an exact science and that, therefors, reputable practitioners cannot guarantee results, | acknowladge that no
guarantes or assurance has beer made to ma by anyone ragarding the danlal treatment that | have requesiad and authorized for my seff or my minor
chilel. | have had ull opportunity to discuss and esk questions ragarding the dental treatment, and all questions have been answarad 1o my satisfaction.
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