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****Please read and sign at the bottom of form.

' Patient details

|
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Patient Name :
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1. X-RAYS

2. DRUGS AND MEDCATIONS - | understand that antibiotics and analgesics and other medications can Cause allergic rea
redness and swelling of tissues, pain, itching, vomiting and/or anaphylactic shock (severe allergic reaction).

3. CHANGES N TREATMENT PLAN - I 'understand that during treatment it may be Necessary to change or add procedu
condition found while working on the teeth that were not discovered during éxamination, the most common being root
following routine restorative procedure. | give my permission to the Dentist to make any/all changes and additions as necessary

4. REMOVAL OF TEETH - Alternative to removal has been explained to me (Root canal therapy, crowns, periodontal surge

swelling, spread of infection, dry socket, loss of feeling in my teeth, lips, tongue and surrounding tissue that can last for an inc
of time (days or months) or fractured jaw.

5. CROWNS, BRIDGES AND CAPS - | understand that sometimes it is not possible to match the color of natural teeth exactly
teeth. | further understand that | may bhe wearing temporary crowns, which may come off easily that | must pe careful to insure
kept on until the Permanent crowns are delivered. | realize the final Opportunity to make changes in my new crown, bridge, or
shape, fit, size and color) before cementation,.

6. ENDODONTIC TREATMENT (ROOT CANAL) - | realize there is no guarantee that root cana| treatment will save my tc
complications can occur from the treatment, and that occasionally metal objects are temented in the tooth or extend thr¢
which does not necessarily affect the success of the treatment, | understand that occasionally additional surgical proce



Date: 03-Jun

Signature of Patient

Signature of Parent/Guardian if patient is minor Date: 03-Jun
For clinic information, how did you come to know our clinic? Please mention the name.
Magazine School: Establishment:

Insurance Company Your Staff/Friend/Relative:



