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                                              Patient Consent to Treatment 

1. EXAMINATIONS AND X-RAYS 
I understand that the initial visit may require radiographs in order to complete the examination, 
diagnosis and treatment plan. I understand I am to have work done as detailed in the attached 
treatment plan.  

Initials   

2. DRUGS, MEDICATION AND SEDATION 
I have been informed and understand that antibiotics and analgesics and other medications can cause allergic 
reactions causing redness and swelling of tissues, pain, itching, vomiting, and/or anaphylactic shock (severe allergic 
reaction). I have informed the Dentist of any known allergies. They may cause drowsiness, lack of awareness and 
coordination, which can be increased by the use of alcohol or other drugs. 

 I understand and fully agree not to operate any vehicle or hazardous device for al least 12 hours or until fully 
recovered from the effects of the anesthetic, medication and drugs that may have been given me in the office for my 
care. 

 I understand that occasionally, upon injection of a local anesthetic, I may have prolonged, persistent anesthesia, 
numbness, and /or irritation to the area of injection.  

I understand that if I select to utilize Nitrous Oxide, “ Atarax”, Chloryl hydrate”, “ Zanax” or any other sedative , 
possible risks include, but not limited to , loss of consciousness, obstruction of airway, anaphylactic shock, cardiac 
arrest. I understand that someone needs to drive me home from the dental office after I have received sedation. I also 
understand that someone needs to watch me closely for a period of 8 to 10 hours, following my dental appointment, 
to observe for possible deleterious side effects, such as obstruction of airway.   

Initials   

3. CHANGES IN TREATMENT PLAN 

I understand that during treatment it may be necessary to change or add procedures because of conditions found 
while working on the teeth that were not discovered during examination, the most common being root canal therapy 
following routine restorative procedures. I give my permission to the Dentist to make any/all changes and additions 
as necessary. 

Initials   

 

 



4. DENTAL PROPHYLAXIS (CLEANING) 

I understand that long term success of treatment and status of my oral condition depends on my efforts at proper oral 
hygiene ( i.e. brushing and flossing ) and maintaining regular recall visits . I understand the treatment involves the 
removal of plaque and calculus above the gum line and will not address gum infections below the gum line called 
periodontal disease. 

Initials   

5. FILLINGS 

I understand that a more extensive restoration than originally diagnosed may be required due to additional decay. I 
have been advised of the need for filling, either silver or composite (plastic), to replace tooth structure lost to decay 
or unsupported tooth structure found during preparation. This may lead to other measures necessary to restore the 
tooth to normal function. This may include root canal, crown, or both. I understand that care must be exercised in 
chewing on fillings during the first 24 hours to avoid breakage. I understand that sensitivity is a common after effect 
of a newly placed filling.   

Initials   

6. REMOVAL OF TEETH 
Alternatives to removal have been explained to me (root canal therapy, crown, and periodontal surgery, etc.) and I 

authorize the Dentist to remove the following teeth  and any others necessary for reasons in 
paragraph #3.  

 I understand removing teeth does not always remove all the infection, if present, and it may be necessary to have 
further treatment. 

 I understand the risks involved in having teeth removed, some of which are pain, swelling, spread of infection, dry 
socket, exposed sinuses, loss of feeling in my teeth, lips, tongue and surrounding tissue (Parasthesia) that can last for 
an indefinite period of time or possible fractured jaw. Limitation of opening; stiffness of facial and /or neck muscles; 
change in bite; or temporomandibular joint (jaw joint) difficulty (possibly requiring physical therapy or surgery).  

 I understand bleeding could last for several hours. Should it persist, particularly if it is severe in nature, it should 
receive attention and this office must be contacted. 

 I understand that I may need further treatment by a specialist or even hospitalization if complications arise during or 
following treatment, the cost of which is my responsibility. 

I give my consent for the doctor to perform the treatment/procedure/surgery previously explained to me, or other 
procedures deemed necessary or advisable as necessary to complete the planned operation.  If any unforeseen 
condition should arise in the course of the operation, calling for the doctor’s judgment or for procedures in addition 
to or different from those now contemplated, I request and authorize the doctor to do whatever she or he may deem 
advisable, including referral to another dentist or specialist. I also understand that the cost of this referral would be 
my responsibility. 

Initials   

 



7. CROWNS, BRIDGES, VENEERS AND BONDING 

a. I understand that sometimes it is not possible to match the color of natural teeth exactly with artificial teeth. 
I further understand that I may be wearing temporary crowns, which may come off easily and that I must be 
careful to ensure that they are kept on until the permanent crowns are delivered. I realize that the final 
opportunity to make changes in my new crown, bridge, or veneer (including shape, fit, size and color) will 
be before cementation. It has been explained to me that, in a very few cases, cosmetic procedures may 
result in the need for future root canal treatment, which cannot always be predicted or anticipated. I 
understand that cosmetic procedures may affect tooth surfaces and may require modification of daily 
cleaning procedures. It is also my responsibility to return for permanent cementation within 20 days after 
tooth preparation. Excessive delays may allow for decay, tooth movement, gum disease, and/or bite 
problems. This may necessitate a remake of the crown, bridge, or veneer. I understand there will be 
additional charges for remakes or other treatment due to my delaying permanent cementation.  I am 
electing to do a fixed bridge or implant replacement of missing teeth instead of a removable appliance. I 
understand that this fixed bridge or implant and crown may not be a covered benefit under my insurance 
policy.  
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b. I am electing to use noble, high noble or ceramic instead of base metal in my crown and bridge restorations 

Initials   

8. DENTURES - COMPLETE OR PARTIAL 

I realize that full or partial dentures are artificial, constructed of plastic, metal, and/or porcelain. The problems of 
wearing those appliances have been explained to me including looseness, soreness, and possible breakage. I realize 
the final opportunity to make changes in my new denture (including shape, fit, size, placement, and color) will be 
the "teeth in wax" try-in visit. Immediate dentures (placement of dentures immediately after extractions) may be 
uncomfortable at first. Immediate dentures may require several adjustments and relines. A permanent reline or a 
second set of dentures will be necessary later. This is not included in the initial denture fee. I understand that most 
dentures require relining approximately three to twelve months after initial placement. The cost for this procedure is 
not included in the initial denture fee. I understand that it is my responsibility to return for delivery of dentures. I 
understand that failure to keep delivery appointments may result in poorly fitted dentures. If a remake is required 
due to my delay of more than 30 days, there will be additional charges. 

Initials   

9. ENDODONTIC TREATMENT (ROOT CANAL) 

I realize there is no guarantee that root canal treatment will save my tooth and complications can occur from the 
treatment and the risks can include, but not limited to the following: 

The tooth may be sensitive during treatment and even remain tender for a time after treatment. Canal material may 
extend through the root tip, endodontic files and reamers are very fine instruments and stresses can cause them to 
separate during use, hard to detect root fracture which is one of the main reasons root canals fail. . Perforation of the 
root canal with instruments, can occur, which may require additional surgical treatment or result in premature tooth 
loss or extraction.  I understand that occasionally additional surgical procedures may be necessary following root 
canal treatment (Apicoectomy).  

Initials   

 



10. PERIODONTAL TREATMENT 

I understand that I have a serious condition causing gum inflammation and/or bone loss, and that it can lead to the 
loss of my teeth and/or negative systemic conditions (including uncontrolled diabetes, heart disease, and pre-term 
labor, etc.). Alternative treatment plans have been explained to me, including non-surgical therapy, 
antibiotic/antimicrobial treatment, gum surgery, and/or extractions. I understand the success of any treatment 
depends in part on my efforts to brush and floss daily, receive regular therapeutic cleanings as directed, follow a 
healthy diet, avoid tobacco products and follow other recommendations. I understand bleeding could last for several 
hours. Should it persist, particularly if it is severe in nature, it should receive attention and this office must be 
contacted. I understand that periodontal disease may have a future adverse effect on the long-term success of dental 
restoration work. 

Initials   

11. DENTAL BENEFITS  

I understand that my insurance may provide only the minimum standard of care. I understand that submitting 
insurance and receiving a benefit is my responsibility. I elect to follow the Dentist's recommendation of optimal 
dental treatment. 
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I UNDERSTAND THAT NO GUARANTEE OR ASSURANCE HAS BEEN GIVEN THAT THE PROPOSED 
TREATMENT WILL BE CURATIVE AND /OR SUCCESSFUL TO MY COMPLETE STATISFACTION.  

I AGREE TO COOPERATE COMPLETELY WITH THE RECOMMENDATIONS OF DOCTOR WHILE I 
AM UNDER HER/HIS CARE, REALIZING THAT ANYLACK OF SAME COULD RESULT IN LESS THAN 
OPTIMUM RESULT. 

I CERTIFY THAT I HAVE HAD AN OPPURTUNITY TO READ AND FULLY UNDERSTAND THE TERMS 
AND WORDSWITHIN THE ABOVE, INCLUDING THE OPPOSING SIDE OF THIS DOCUMENT, AND 
CONSENT TO QUESTIONS, AND HAVE HAD THEM ANSWERED TO MY SATISFACTION. 

I UNDERSDTAND THESE DENTAL SERVICES ARE PROVIDED WITHOUT DISCRIMINATION BASED 
ON RACE, RELIGION, COLOR, NATIONAL ORIGIN, SEX, SEXUAL ORIENTATION, PHYSIV\CAL OR 
MENTAL DISABILITY, AGE OR MARIATAL STATUS AND PROTECTS THE PRIVACY OF EACH OF 
ITS PATIENTS. 

SIGNATURE:  _____________________________RELATIONSHIP: _________________DATE: ______ 

Doctor: ___________________________________________Witness: _______________  DATE:______                                                                 
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