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Divisions of Swaran Dental Clinic
	Consent Form For Treatment

	
	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 understand 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), X-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, stop 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. 

	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 many 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
	Risks of the Recommended Treatment
I understand that no dental treatment/tests is 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 tend to occur with regularity. I have had an opportunity to ask questions about these risks 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 hepatitis 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 risks, 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.
I have received information about the proposed treatment. I have discussed my treatment with Doctor, 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 qualified 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. 

	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 different 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, 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 a legal process in Delhi courts lays the blame on the doctors and services. 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.  

	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.)                                                                   (Initials_______) 

2. DRUGS 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.                                                                                                (Initials_______)
I certify I have received the said list and understood in laymen terms the details in case I needed that or did not understand.

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_______)          


[bookmark: _GoBack]4. Mail for possible complications has been received on mail id and read. No further questions remain.                                                                                                                               (Initials_______)
5. REMOVAL OF TEETH 
Alternatives to removal have been explained to me (root canal therapy, crowns, 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, loss of feeling in my teeth, lips, tongue and surrounding tissue (Parenthesis) that can last for an indefinite period of time (days or months) or fractured jaw.  I understand 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.                                                                   (Initials_______) 
6. CROWN, BRIDGES AND CAPS 
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 the final opportunity to make changes in my new crown, bridge, or cap (including shape, fit, size, and color) will be before cementation.                                                                         (Initials_______) 
7. DENTURES, COMPLETE OR PARTIAL 
I realize that full or partial dentures are artificial, constructed of plastic, metal, and/or porcelain.  The problems of wearing these appliances have been explained to me, including looseness, soreness, and possible breakage.  I realize the final opportunity to make changes in my new dentures (including shape, fit, size, placement, and color) will be the “teeth in wax” try-in visit.  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..                                                                                               (Initials_______) 
8. ENDODONTIC TREATMENT (ROOT CANAL) 
I realize there is no guarantee that root canal treatment will save my tooth, and that complications can occur from the treatment, and that occasionally metal objects are cemented in the tooth or extend through the root, which does not necessarily affect the success of the treatment, I understand that occasionally additional surgical procedures may be necessary following root canal treatment (apicocectomy.)                                                                                                                                        (Initials_______)
9. PERIODONTAL LOSS (TISSUE AND BONE) 
I understand that I have a serious condition, causing gum and bone infection or loss and that it can lead to the loss of my teeth.  Alternative treatment plans have been explained to me, including gum surgery, replacements and/or extractions.  I understand that undertaking any dental procedures may have a future adverse effect on my periodontal condition.              (Initials_______)  
10. IMPLANTS  (TISSUE AND BONE) 
I understand that I have a serious condition, causing gum and bone infection or loss and that it can lead to the loss of my teeth.  Alternative treatment plans have been explained to me, including gum surgery, replacements and/or extractions.  I understand that undertaking any dental procedures may have a future adverse effect on my periodontal condition.              (Initials_______) 
11. 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_______)
12. Our policy and pricing can change without notice.                                                                                      (Initials_______)
13. Doctor may improvise his/her treatment planning as case progresses which may have cost and time involvement, as newer findings may emerge.                                                                                                                                 (Initials_______)
14. The cost of management of complications (if any) is not covered in your treatment charges.                 (Initials_______)
15. There are no guarantees or warrantees for any treatment.                                                                        (Initials_______)
16. Temporomandibular joint disorder can be a complication of any treatment.       (Initials_______)


	Signed by Patient or Guardian:
	Date:

	Signed by Treating Dentist:  
	Date:

	Signed by Witness:  	
	Date:
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