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  CONSENt Form For Treatment - AB1


	Patient's Name:	Guardian's name, if applicable
Date of Birth	Gender:
Complete Address:	Mobile No.
Phone No.:	Email id.:
Emergency contact no.:

	Patient’s Signature
	I am being provided with this information and consent form so I may better understands the tests/treatment recommended for me. Before beginning /tests/treatment, I wish to be provided with enough information, in a way I can understand, to make a well-informed decision regarding my proposed tests/treatment. I understand that I may ask any questions I wish, and that it is better to ask them before treatment begins than to wonder about it after tests/treatment has started.

	Patient’s Signature
	Nature of the Recommended Tests/Treatment
It has been recommended that I have the following treatment/ or as filled in your record sheet.
Certain speciﬁc items will deal with treatment below, rest all columns/rows below apply for the tests as well along with general interaction.

	Patient’s Signature
	The recommended treatment is based on visual examination(s), -Rays, photos, models and other diagnostic test taken, and on my Doctor's knowledge on my medical and dental history, as disclosed by me. My needs and desires have also been taken into consideration. The treatment is necessary because of Pain Infection periodontal (Gum) Disease, Crowns, Anterior Guidance Correction, FMR/CSR, filling/s, Broken Tooth/Teeth Missing teeth Need of Implants Others.
…………………………………………………………………….
My treatment is estimated to take………visits to complete, but I understand it could be considerably shorter or longer, based on what happens when treatment begins.
I have been given an estimate about the cost, which I understand s only an estimate and that I will be informed, as soon as, if the cost estimate changes. I undertake to pay all costs in advance, as per my agreement with the Doctor. In case, I do not make the payment as per the agreement, I agree that the Doctor and the clinic, at its sole discretion, top the treatment, irrespective of the stage of the treatment, however, I shall have the liberty to complete my treatment from any other doctor, clinic or hospital of my choice, entirely at my cost, risk and consequences. The amount payable to the Doctor/ Clinic shall be recoverable by the Doctor/ Clinic, as a contract debt from me.

	Only for Young FEMALES. Signature
	Pregnancy CHANCES Ruled out- Important- Applicable to married fEMALES/ or when there IS a POSSIBILITY of pregnancy (16-50 or otherWISE)
That it is my responsibility to visit a Gynecologist and rule out any chance of Pregnancy, for any planned dental procedure, and preferably for emergencies too. I know that certain pregnancy tests may require one to wait for a Fortnight before the treatment can commence/unless advised by the Gynecologist. I currently don't have a delayed Menstrual Period.

	Patient’s Signature
	Alternative Treatment
The treatment recommended for me was chosen because it is believed to best suit my needs and agreed by me. However, I understand that additional recommended treatment and methods to treat my dental and physical condition include may more options, which I have consciously refused to agree and undergo. I have understood the nature of treatment recommended for and agreed by me, and I have also understood the additional recommended treatment and methods to treat my dental and physical condition, which I have consciously refused to, agree and undergo. I have had an opportunity to ask questions about the recommended treatment, and the same have been fully answered.

	Patient’s Signature
	Team Work - Important
Different doctors have different areas of e expertise and hence all work done in the clinic will be team work. Certain permissible jobs are done by technicians and assistants.

	Patient’s Signature
	RISKS of the Recommended Treatment
I understand that no dental treatment/tests are completely risk free or free from failures. And that my dentist will take reasonable steps to limit any complications of my treatment. I understand that some after-treatment effects failure and complications end to occur with regularity. I have had an opportunity to ask questions about these risk and any other risks I have heard or thought about, and the same have been fully answered. I have understood the special nature of treatment being proposed and given to me, and I consent to the proposed treatment.

	Patient’s Signature
	PaymenTS
All complete payments are to be made in advance & no payment is refundable if procedure is done or appointments blocked for the same.

	Patient’s Signature
	Pledge
I also pledge to inform dentist/doctor if I have any communicable disease particularly he	patients and AIDS, For which I can request anonymity. However if I am guilty of divulging facts than I am liable for damages that court deems ﬁt. I will also inform in written on patient form if there's any possibility of pregnancy before beginning of any procedure.

	Patient’s Signature
	Acknowledgment
I have provided as accurate and complete a medical and personal history as possible including antibiotics, drugs, or other medications I am currently taking as well as those to which I am allergic. I will follow any and all treatment and post-treatment instructions as explained and directed to me and will permit the recommended diagnostic procedures, including X-rays. I realize that in spite of the possible complications and risk, my recommended treatment is necessary. I am aware that the practice of dentistry is not an exact science, and I acknowledge that no guarantees, warrantees, or representations have been made to me concerning the results of the procedure.
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	I have received information about the proposed treatment. I have discussed my treatment with Doctor, although I understand he/she may not be the main doctor working on me and is a part of the team that will work on me whose signatures are given below. I have been given an opportunity to ask questions and have them fully answered. I understand the nature of the recommended treatment, alternate treatment options, and the risks of the recommended treatment. I wish to proceed with the recommended treatment.

	Patient's Signature
	I understand that this procedure will be performed by a quailed dental specialist of SWARAN DENTAL CLINIC or its divisions. I understand the risks and elect to have this procedure performed by the Doctor. I also understand that my treating Doctor can by changed by the Management of SWARAN DENTAL CLINIC. I understand, most cases, the entire/partial procedure will be performed by additional doctors/juniors/colleagues/consultants, under overall supervision of your consultant doctor, and these set of doctors/technicians/assistants are duly trained for the procedure they will perform. In case a specialist consultant takes over a part/whole of the procedure, overall supervision of that part shifts to him/her.

	Patient's Signature
	I understand that if any unexpected difficulties or medical emergency occur during treatment, I may be referred to another hospital for further care or handling of emergency, if any, at my cost. In case, I refuse to accept the recommendation for further care or handling of emergency, I shall be solely responsible for the cost and consequences.

	Patient's Signature
	Continuous Consent
I understand that my treatment may be spread over several sittings, several days and deferent days, as such my consent shall be a continuing consent for the treatment opted by me, without the requirement of separate consent form on each day of treatment. If during the treatment consent form is altered by legal advisors, I promise to sign the new form.

	Assurance & Pledge Patient's Signature
	In case I am unsatisﬁed with the treatment because I think there was a negligence by the doctor/staff of the clinic, I have no right to speak or write negative comments, as I am not a trained professional in the subject, anywhere (Except amongst close family and friends), unless a due legal process in Delhi courts lays the blame on the doctors and services. Also I will not write negative reviews if I get known/explained complications or no positive result as they were explained earlier to me. I cannot jeopardize the business of a clinic for that reason, failing which I am liable for a defamation suit against me. If I am unsatisﬁed before my treatment starts, then to clarify I will write to the doctor, but I cannot indulge in maligning till I undergo due process of law as explained here. In case I have confusion due to any reason regarding any aspect of treatment, I will not talk in generalities, but name the source of my information, in order to get my speciﬁc concern handled scientiﬁcally. You are assured if it’s beyond our knowledge we shall let you know.

	Addendum Patient's Signature
	1. DRUGS AND MEDICATIONS
I 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.)
2. DRUGS AND SIDE EFFECTS
During the treatment the doctor may prescribe certain drugs /medicine and they may have individual side effects & complications out of which same can be life threatening & debilitating for life. You will be provided with a detailed list of the same. I also understand this complications and side effects are rare.
  
   I certify I have received the said list and understood in laymen terms the details in case I needed that or did not understand.	(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. Mail for possible complications has been received on mail id and read. No further questions remain.	(Initials 	)
5. Since most procedures in dentistry are elective in nature that is they are not an emergency hence we request you to go through the information on the Internet and Wikipedia and ask us more questions before you go for the costly treatments particularly. (Initials……………)
6. While doing the dental occlusion treatment for Temporomandibular Joint Disorder, the aesthetics of the ﬁnal work may be compromised because a conducive structure is given for the health of the temporomandibular Joint, rather than the beauty part which may not be according to the current perception.	(Initials 	)
7. Our policy and pricing can change without notice.	(Initials.	)
8. Doctor may improvise his/her treatment planning as case progresses which may have cost and time involvement, as newer endings may emerge.	(Initials.	)
9. The cost of management of complications (if any) is not covered in your treatment charges.	(Initials.	)
10. Temporomandibular joint disorder can be a complication of any treatment.	(Initials.	)
11. If any additional points are added/subtracted, than I promise to gladly sign the new consent form, if I am in the 
Middle or end stage   of treatment.	(Initials 	)
12. I understand that there are no warranties/guarantees/magic cures or refunds, just approximate success rates in all treatments.                                                                                                                                                                           (Initial….......)
[bookmark: _GoBack]13. Please remember that a TMD patient most likely has multiple factors causing the temporomandibular joint disease and co erecting all the factors at one go, can be a very costly Adair and me consuming. So to give immediate relief, doctor plans a staged approach towards the ﬁnal treatment, considering the last known factor. The patient may not get relief from that last known factor correction immediately and then doctor may need to plan based on the second last known factor and third last known factor and so on.	(Initial.	)
14. In spite of doing all the treatments there may come a stage where the patient may not experience cure as the knowledge of the disease is still not completed in the world.	(Initial.	)
15. The treatments that you have been suggested, may sometimes throw up challenges not envisaged by the doctor earlier and may increase the cost that has been given to you.	(Initial.	)
16. Mostly Dr. Sanjay Arora establishes the diagnosis and treatment planning which is carried out by rest of the
Team members as per the experience and availability.	(Initial.	)
17. Please note that treatment plan is advised to a patient and executed, based on patient's willingness and income into ideal, semi ideal and non ideal treatments. It is important to know that natural teeth are most comfortable. However, the level of comfort has a direct relationship with idealness of the treatment and so is prognosis (the expected longevity of the treatment).	(Initial.	)
18. I have given absolutely correct information regarding my current diseases/past surgeries and I am responsible if I have hidden anything.	(Initials…	)
19. I certify that I have undergone all possible tests and consultations at the hands of physician and surgeon relevant to my chief compliant.	(Initial.	)
20. Certain disease states maybe developing in your body naturally and they may show up while the treatment is on or as soon as treatment is ﬁnished and one may tend to associate and think that the current treatment has led to the new disease. Such thought patterns are consistent and very persistent and the help of a medical professional must be taken to ascertain the facts under such circumstances, if God forbid they ever happen. In any case, only a rough estimate of the longevity of the treatment can be given, based on averages. In some patients, the variation can be widely away from the averages, to the extent that some who lose a costly work early may feel dejected and at a ﬁnancial loss.	(Initial.	)

	
	
Signed by Patient or Guardian:	Date...



