TOOTH REMOVAL CONSENT FORM
I understand that the extraction of a tooth (teeth) has been recommended by my dentist. I have had any alternative treatment (if any) explained to me, as well as the consequences of doing nothing about my dental conditions. I understand that non-treatment may result in, but not be limited to: infection, swelling, pain, periodontal disease, malocclusion (damage to the way the teeth hit together) and systemic disease/infection. 
I understand that there are risks associated with any dental, surgical, and anaesthetic procedure. These include, but are not limited to: Swelling, bruising, and pain
· Damage to adjacent tissues(soft and hard), teeth or fillings.
· Drug reactions and side effects
· Bleeding requiring more treatment
· Severe intraoperative or postoperative hemorrhage
· Possibility of a small fragment of root or bone being left in the jaw intentionally. When its removal is not appropriate (such fragments may work their way partially out of the tissue and need to be removed later). 
· Delayed healing (dry socket) necessitating several post-operative visits
· Damage to sinuses requiring additional treatment or surgical repair at a later date.
· Fracture or dislocation of the jaw.
· Damage to the nerves during tooth removal resulting in temporary, or possibly partial or permanent numbness or tingling of the lip, chin, tongue, or other areas.
· Unusual inflammatory processes and abscess formation
In the reviewed case reports, extensions of the inflammatory processes to atypical regions of the brain and cervical region are possible.
· Displacement of third molars and instruments
Accidental displacement of impacted third molars, either a root fragment, the crown, or the entire tooth, is not common during extraction, but is nevertheless a well-recognized complication that is frequently mentioned in the literature. Displacement of lower jaw teeth/roots usually occurs when it is located lingually(towards the tongue), or when the lingual cortical plate is fenestrated and if surgical technique is poor.
· Sinus involvement: In some cases, the roots of upper teeth lie in close proximity to the sinuses. Occasionally, during extraction and surgical procedures, the sinus membrane may be perforated. Should this occur, it may be necessary to have the sinus surgically closed. Root tips may need to be retrieved through the sinus.
· Post-operative infection or inflammation: At times, these may be of a serious nature. Should severe swelling occur; particularly accompanied with fever or malaise, attention should be received as soon as possible.
· Bacterial endocarditis: Because of the normal existence of bacteria in the oral cavity, the tissues of the heart, as a result of reasons known or unknown may be susceptible to bacterial infection transmitted through blood vessels, and bacterial endocarditis (an infection of the heart) could occur. It is my responsibility to inform the dentist of any heart problems known or suspected.
· Temporomandibular Joint Disorder due to shifting of teeth after extraction, TMJD is possible.
· Unusual reactions to medications given or prescribed: Reactions, either mild or severe, may occur from anaesthetic or other medications administered or prescribed. All prescription drugs must be taken according to instructions given. Women using oral contraceptives must be aware that antibiotics can render these oral contraceptives ineffective. Other methods of contraception must be utilized during antibiotic treatment period.
· Other:________________________________________________________________Unforeseen conditions may arise that require a procedure that is different than set forth above, a repeat treatment, or I might be referred to a specialist for further treatment. I authorize the doctor and any associates to perform such procedures when, in their professional judgment, the procedures are necessary, after discussing the option with me, and obtaining my verbal consent (except in emergent circumstances where consent might not be practical to obtain). 

These risks, complications or side effects are minimal and mostly manageable, cost of which is not covered. The complications are rare. The list of complication is exhaustive, not to frighten you but necessary for informed consent.

Termination of treatment: It is understood that treatment can be terminated for failure to cooperate, missing appointments, not wearing appliances, excessive breakage, failure to keep financial commitments, relocation, personal conflicts or for any other reason the doctor feels necessary. 

Expectations: All patients can expect improvement with their particular problem, but, in many cases, absolute perfection is impossible.
It is my responsibility to seek attention should any undue circumstanced occur postoperatively and I shall diligently follow any post-operative instructions given to me. I do voluntarily assume any and all possible risks, including the risk of substantial harm, if any, which may be associated with any phase of this treatment in hopes of obtaining the desired results, which may or may not be achieved.

By signing this document, I am freely giving my consent to allow and authorize Dr. __________________________________________________________________________________ and/or his/her associates to render any treatment necessary and/or advisable to my dental conditions, including the prescribing and administering of any medications and/or anaesthetics deemed necessary to my treatment.

Patient’s Signature:_____________________________________
Witness’s Signature:_____________________________________
Date:_________________________________________________


