INFORMATIONAL PURPOSES ONLY

STATEMENT OF CONSENT FOR AMALGAM REPLACEMENT PROCED URES

wn

10.

11.

12.

| hereby authorize Dr. aratf@ar dentists or assistants as may be selected by
him/her to treat my condition(s). The procedureggessary to treat the condition(s) have beeramqd to me
and | understand the nature of the procedure BBMBI ..............ccooiiiiiii e

| have been informed of my current dental diagnasis of possible alternative methods of treatmiéainf).

| further understand that this is an elective pdoce that other forms of treatment or no treatra¢iatl are
choice that | have, and | have discussed the knska of these other forms of treatment with mytatn

| understand that replacement of dental amalgaamnion-allergic patient does not indicate that thetak is of
the opinion that amalgam is a health hazard.

The doctor has explained to me that there areinerfaerent and potential risks in ANY treatmerdmpbr
procedure. We no not expect these to occur, leuetis that possibility. In this specific instarstgh risks
include, but are not limited to, the following:

Nerve inflammation leading to hot and cold senitiv

The need for endodontic therapy (root canal treatne

Cracked cusps

A shorter length of serviceability of the restooatiwith the need for more frequent replacement

In cases where the previous restorations (filliragg) very large, the use of cast or full coveragevos,
or bonded porcelain are suggested

It has been explained to me that, during the coofrsiee procedure(s), unforseen conditions mayebealed that
necessitate and extension of the original procedarelifferent procedures(s) than those set forfmairagraph 1
above. I, therefore, authorize and request tlepérsons described in paragraph 1 above perfarin su
procedures as are necessary and desirable inéheisxof professional judgment. The authorityntgd under
this paragraph 6 shall extend to the treatmentl gbaditions that require treatment and are natvikm at the
time the original procedure is commenced.

| consent to the administration of anesthesiapitialg local, intravenous and/or general anesthirsiannection
with the procedure(s) referred to above, by anthefpersons described in paragraph 1, and to thefusich
anesthetics as may be advisable with the excepfion to which | saidd
allergic. | recognize that there are always risklife and health associated with anesthesia aod 8sks have
been explained to me.

Medications, drugs, anesthetics and prescripticang cause drowsiness and lack of awareness andicatiot,
which can be increased by the use of alcohol aradfugs; thus, | have been advised not to oparatevehicle,
automobile, or hazardous devices, or work, whikéngasuch medications and/or drugs; or until futbgovered
from the effects of the same. | understand andeagot to operate any vehicle or hazardous devitikl tnave
recovered from the effects of the anesthetic méidicand drugs that | may have been given in tfieefor my
care.

It has been explained to me, and | understandatpatfect result is not guaranteed or warrantedcannot be
guaranteed or warranted.

| agree to cooperate completely with the recommiémaia of the doctor while | am under his/her caealizing
any lack of same could result in a less than optimesult and that failure to follow the doctosuggestions and
directions could be even life threatening.

| have been given ample opportunity to ask questand any questions | have asked have been ansineaed
satisfying manner.

| certify that | read and write English and fullgderstand this consent. PLEASE ASK THE DOCTOR BUY
HAVE ANY QUESTIONS CONCERNING THIS CONSENT FORM BERE SIGNING IT.

moowy

Signature Date

Witness

Date

Dentist

Date
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APICOECTOMIES AND APICAL SURGERY
| UNDERSTAND that APICOECTOMIES include possible inherent risks such as, but not limited to the follovwng:

1. Injury to the nerves: This would include injuriemusing numbness of the lips; the tongue; any tssefithe mouth; and/or
cheeks or face. This numbness could occur ando@ayf a temporary nature, lasting a few days, afeeks; a few months;
or could possibly be permanent, and could be thealtref surgical procedures or anesthetic admaistn.

2. Bleeding, bruising, swelling: Bleeding may lasteel hours. If bleeding is profuse, you must contes as soon as possible.
Some swelling is normal, but if severe, you shawdtify us. Bruises or hematomas may persistdonestime.

3. Infection: No matter how carefully surgical stdyilis maintained, it is possible, due to existimpsterile or infected oral
environment, infections may occur postoperativedy times, infections may be of a serious natusbould severe swelling
occur, particularly accompanied with fever or msdaiattention as soon possible should be received.

4, Sinus or Mandibular Canal Involvement: In some sa#ie roots of the teeth that are going to beadlgitreated lie in closer
apposition to the Maxillary Sinuses or to the Mdmdir Canal, including the Mental Foramen than tgyear to be
radiographically. Even though a rare occurrentuerg is a slight possibility that the Maxillary 8&or the Mandibular Canal
may be perforated, or the nerves emanating fronviiietal Foramen may be traumatized during the salgirocedure
involved with removing the apices of the infectedth.

5. Injury to adjacent teeth or adjacent roots: Thera possibility of injury to an adjacent tooth ortots of teeth during the
procedure. If an adjacent tooth or roots of tegthinadvertently nicked or otherwise damaged dutie surgical
procedures, conventional endodontic treatment, @makic surgery, or extraction may be required.

6. Bacterial Endocarditis: Because of normal existesfdeacteria in the oral cavity, the tissues oftikart, as a result of
reasons known or unknown, may be susceptible tebakinfection transmitted through blood vessals] Bacterial
Endocarditis (an infection of the heart) could accBre-existing conditions causing valvular dysfion are the most likely
cause of this complication. It is my responsibitid inform the dentist of any heart problems knawrsuspected.

7. Failure: Even though the surgical procedure is erigperformed, there exists the possibility the attempt to preserve the
tooth will fail due to the tooth and tissues natprending as they should, thereby necessitatingetidn of the tooth.

8. Unusual reactions to medications given or presdriBeactions, either mild or severe, may possibtuo from anesthetics
or other medications administered or prescribell prescription drugs must be taken according strirctions. Women
using oral contraceptives must be aware that aniilsi that may be necessary to control infectianreader these
contraceptives ineffective. Other methods of cs#ption must be utilized during the treatmentqakri

9. It is my responsibility to seek attention shoulg andue circumstances occur postoperatively améll diligently follow any
preoperative and postoperative instructions given m

INFORMED CONSENT: | have been given the opportunity to ask any qoestregarding the nature and purpose of surgical
treatment known as Apicoectomy and have receivediars to my satisfaction. | have been given th®ompf seeking care from any
oral-maxillofacial surgeon; a periodontist; anddododontist. | do voluntarily assume any and adigible risks, including the risk of
substantial harm, if any, which may be associatigld any phase of this treatment in hopes of obtgithe desired results, which may
or may not be achieved. No guarantees or prorh&es been made to me concerning my recovery aottses treatment to be
rendered to me. The fee(s) for this service haentexplained to me and are satisfactory. By sigtiiis form, | am freely giving my
consent to allow and authorized Dr. and his/her associates to render any teeaimecessary or advisable
to my dental conditions, including any and all dheics and/or medications.

Patients name (please print) Signature of patient, lggatdian Date
or authorized representative
Tooth No.(s)

Witness t@afign Date
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APPLIANCE RELEASE AND PAYMENT AGREEMENT

The appliance being made for my child is a tempoagpliance used to maintain proper tooth
space or to provide better aesthetics or both.

Release

| understand that if my child does not have pedakaminations, problems may occur to the
teeth to which the appliance attaches. For examagband may become loose, which may cause
tooth decay or other problems if left unattendedgree not to hold Dr.
responsible for any problems or additional treatineest arising from such problems. |
acknowledge that it is my responsibility to sed that Dr. is notified of any
problems or concerns of which | become aware regattie appliance or instructions for its use
and that Dr. is not responsiblentatters arising from any failure to keep him
informed.

Payment Agreement

| will pay $ at the initial appointmentatich impressions will be take for the
appliance. | will pay the balance, less any améaomnivhich there is insurance coverage, when
the appliance is delivered. | also agree that afipressions have been taken for the appliance, |
will be responsible for the total cost of the apptie even if | choose not to have the appliance
placed.

| have read and fully understand this ApplianceeRe¢ and Payment Agreement.

Date (Signature of parent)
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BLEACHING TEETH
OUTSIDE THE DENTAL OFFICE

Hydrogen peroxide has been used for many yeareéahteeth. In the past, application of
hydrogen peroxide was usually accompanied with &edtor light. Recently peroxide has been
applied to teeth in trays at home, supervised ligps. This technique does not require heat or
light. Although the results of the procedure do aygpear to be different from more traditional
techniques, a few potential reversible negativenesvare described below. Also, as with other
forms of tooth bleaching, occasionally upgrade ¢heapplications may be necessary in future
years.

Patient instructions (nighttime use only)

1. At bedtime, brush and floss teeth. Rinse mouth. wel

2. Place 2-3 drops of bleaching gel into each spatieartray for every tooth to be
lightened.

3. Insert tray into mouth over teeth, expectorate sxgel, and wear loaded tray during
sleep every night.

4. Rinse tray each morning, and clean teeth as ustkabride-containing toothpaste and
mouth rinse may be used if desired.

5. Discontinue bleach if tooth sensitivity, gum irtitan, or any other negative event occurs.

Notify your dentist with the problem immediately.
The average time for optimum color change to oasumg nighttime bleaching technique is six
weeks, although effects may be noticed as eatwasveeks. Observation appointments are
necessary every 7-10 days to check the progrebe dileaching.

Patient instructions (increased bleach time)

1. In addition to using the bleaching trays each nigbti may decrease the time necessary
for your bleach by applying the solution in youayts up to several 2-hour periods daily.

2. An ideal additional time for many persons is the twours before retiring.

3. Total bleaching time per day, including the 7 drd&irs during sleep, should not exceed

18 to 20 hours. Most patients find that 1-3 tpiiiods per day (including night) is not
objectionable.

| HAVE READ AND UNDERSTAND THE ABOVE DIRECTIONS ANDCAUTIONS:

Signature Date
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ROOT CANAL THERAPY

| UNDERSTAND that ROOT CANAL THERAPY includes possible inherent risks such as, but not limited to théollowing, including the
understanding that no promises or guarantees of redts have been made nor are expected:

1. The teeth treated may remain tender or even qaitey for a period of time, both during and aftempletion of treatment. If pain is
severe or swelling occurs, please call our offlomediately. There is also a possibility of numisn@scurring and/or persisting in the
tongue, lips, teeth, jaws and/or facial tissuesctvimay be a result of the anesthetic administraiioinom treatment procedures. This
numbness is usually temporary, but, rarely, coglgpérmanent.

2. In some teeth, conventional root canal therapy nmybe sufficient. If the canals are calcifiedytoare excessively curved or inaccessible,
inadvertent pulp chamber or root perforation maguocrequiring referral to a specialist. If thésenfection in the bone surrounding the
tooth, referral to a specialist for extraction @uagical Apicoectomy may become necessary.

3. Root canal treated teeth must be protected. Dumbafter treatment, your tooth in most instarvdgishave only a temporary filling.
Should this come out, please call us for a replacemlt is advisable to crown or cap a tooth amsas possible after root canal treatment.
Root canal treated teeth may become brittle anel tdwndermined or reduced tooth structure, lelaeddeth subject to cracking or
fracturing. Crowning or capping the treated tootheeth is the best precautionary measure todwa this from occurring.

4, Root canal therapy is not always successful. Maatprs influence success: adequate gum tissughattnt and bone support; oral
hygiene; previous and present dental care; gehesdth; trauma; pre-existing, undetected root fnast, accessory or lateral canals, etc.
Even though a tooth may have appeared to be stgltgseated, there is always the possibility aflfire making additional root surgery
(Apicoectomy) or extraction necessary. If a bridgpatment or crowned tooth requires endodontiagerthe chance of perforation is
enhanced due to obscured anatomy.

5. A crown abutment or crown (cap) may be damagedesirdyed during rubber dam application, accessapagipn, or other procedures as
part of endodontic therapy. Porcelain is partidylausceptible to fracture or cracking, and arstxg porcelain cap may have to be remade,
particularly if the pre-existing cap is all pordelan design.

6. Root fracture is one of the primary reasons fot camal failure. Unfortunatelyhairline cracks are almost always invisible and
undetectable. Causes of root fracture are traumadequately protected teeth, cracking of the tdatige fillings, improper bite, excessive
wear, habitual grinding of teeth, etc. Root fraetafter or prior to treatment usually necessitaetesaction.

7. There are alternatives to root canal treatmenesg&halternatives (though not of choice) includetraatment; extraction; extraction followed
by bridge or partial denture placement; and/oraetion followed by implant and crown placement.

8. Because of the fragility and small diameter of rearial instruments used in root canal treatmeatgetbxists the possibility of instrument
separation (breakage) which may or may not be thatet time of treatment.

9. Medications. Analgesics and/or antibiotics maychieebe prescribed depending on symptoms and/dinfys. Prescription drugs must be
taken according to instructions. Women on orati@meptives must be aware that antibiotics caussetisontraceptives to be ineffective.
Other methods of contraception must be utilizednduthe treatment period.

10. ONCE TREATMENT IS BEGUN, it is absolutely necesstrat the root canal treatment must be comple@ae or more appointments
may be required to complete treatment. It is th@epts responsibility to seek attention should any uicg#ted or undue circumstances
occur. Also, the patient must diligently followyaand all preoperative and/or postoperative insibas given by the dentist and/or staff.

INFORMED CONSENT: | have been given the opportunity to ask any gomrstregarding the nature and purpose of root dasaiment and have
received answers to my satisfaction. | have béanghe option of seeking this treatment from ecsglist. | do voluntarily assume any and all
possible risks, including the risk of substantiatrh, if any, which may be associated with any pludiskis treatment in hopes of obtaining the dekire
results, which may or may not be achieved. Noaputaes or promises have been made to me concemyingcovery and results of treatment to be
rendered to me. The fee(s) for this service hasnlexplained to me and are satisfactory. By sgttis form, | am freely giving my consent to
allow and authorized Dr. and his/her associates to render any treatmenssageor advisable to my dental conditions,
including any and all anesthetics and/or medication

Patients name (please print) Signature of patient,|iggardian Date
or authorized representative
Tooth No.(s)

Witae&ignature Date
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CONSENT TO PERFORM ENDODONTICS

This authorization and consent for treatment igito Dr. and staff after
first having had a full explanation of the proposeshtment. This disclosure is not meant to feght
me. It is simply an effort to make me better infied so | may give or withhold my consent.

The doctor has explained that his/her diagnosis is and has advised
me than in his/her opinion root canal treatmemdécated. The doctor has advised me in his/her
opinion and the consequences of not treating timslition include but are not limited to: worseniwiy

the disease, infection, cystic formation, swellipgin, loss of tooth, and/or other systemic disease
manifestations. The doctor has advised me ofraltare treatments, benefits, and risks which inelud
are not limited to: extraction of the infected to¢teeth) or not treatment or referral to a spéstial
(endodontist). I, however, believe that the raotal as noted above would be my preferred choice of
treatment.

The doctor has advised me that there are cera and potential consequences of any treatment and
such risks would include but are not limited to:

A certain percentage (approximately 5-10%) of waotals fail, necessitating re-treatment, root
surgery (with a referral to a specialist), or esti@n.

Postoperative discomfort, swelling, restricted gvening which may persist several days or
longer.

Breakage of root canal instrument during treatmdnth may, in the judgement of the doctor,
be left in the treated root canal or require swyripgra specialist for removal.

Perforation of the root canal with instruments vithmsay require additional surgical corrective
treatment by a specialist or result in loss of oot

Premature loss of tooth due to progressive periaddgum) disease.

Root canal treatment relies heavily on radiograptfiermation. Since radiographs are
essentially 2-dimensional shadows which providiabé but not infallible information, this may
lead to root canal failures.

Successful completion of the root canal procedoesdot prevent future decay or fracture. The
endodontically treated tooth will be more brittledamay discolor.

In most cases, a crown and post filling is recomueeafter completion of the root canal to
prevent fracture and/or improve esthetics.

The endodontic fee is $ and does not edley, plastic restoration, or crown.

| have read and understand the above and had alestions answered to my satisfaction. | agree to
proceed with the recommended root canal therapy.

Patients Name (printed) Date

Patients Signature
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FOR ENDODONTICS (ROOT CANAL THERAPY)

What is root canal therapy and what are its benefi&?

Root canal therapy is the procedure of cleaningleeply decayed or infected tissue from insidedlo¢h followed by filling of the
canal(s) or hollow tube(s) that remains once the tissigeianed out. It is the option offered when extragor pulling the tooth and
is oftentimes the only alternative. Root canatdbpg allows the tooth to remain in the mouth anaitidbute to a sound, healthy and
functional dentition for many years, if not a lifae.

What are the possible complications of treatment?
With a success rate that is in the 90-95% rangdoduntics is one of the most reliable dental oricadgrocedures. However, there
can be no absolute guarantee regarding treatmecesst Some complications can include:

1. Possibility of perforations of the tooshcrown or root. This can ultimately lead to scagitreatment by a specialist, or
possible loss of the tooth.

2. Damage to existing restorations (fillings or crojwvhich may necessitate replacement at the patierpense.

3. Possibility of the separation or breaking of instaints which may not be removable, and which mageaain, swelling,
and/or infection, which may result in the losstu tooth.

4. Root canal treatment relies heavily on radiogragkiay) information. Since radiographs are esaytwo dimensional
images of a three dimensional object, they progided but not infallible information about the shajfe¢he tooth, which can
lead to endodontic failure, which may necessitatreatment or surgical treatment at a specislidfice.

5. Host resistance. In much the same manner that peom@e catch a lot of colds, some peaplmmune systems are not as
strong as others, which can contribute to endoddailure due to persistent infection.

6. Some teeth have very calcified (narrow) or curvadats that may not allow for endodontic theraplgeacompleted to the
end of the root. This may necessitate the futeedrfor surgery by a specialist, or loss of theitoGometimes a general
dentist will refer a patient to a specialist if $te¢ finds a that they cannot successfully getunstnts to the end of the root.
If that occurs, you will be informed by your detitignd no fee higher than a pulpotomy fee (a proeedhere just the top
part of the nerve tissue is taken out in emergasrang certain other instances) will be chargetiégatient.

7. Some teeth may have fractured roots that are ucidéle at the time of treatment. Unfortunatelys tisually results in loss
of the tooth.

IN ANY OF THE ABOVE CIRCUMSTANCES WHERE A SPECIALIS T S SERVICES ARE NEEDED, IT IS
UNDERSTOOD THAT IT IS THE PATIENT S RESPONSIBILITY FOR PAYMENT OF FEES AT THAT
SPECIALIST.

8. Despite all efforts by a general dentist, or a &ist, some complications could result, which ir#, but are not limited to:

allergic reactions to medications, materials, aigdrused;

pain;

swelling;

infection;

sensitivity to pressure during or after the canaf{sealed;

paresthesia or long-term numbness.

13. Successful completion of a root cadaks not prevent further decay or fracturEhe treated tooth will need subsequent
treatment with a permanent filling, or a crown duj and crown, or a post and crown, depending eimitividual tooth.
The costs for doing any of these procedures ar@nhtded in the fee for performing a root canal.

ourwWNE

What alternatives are there?
1. You can do nothing. This igra very good option for very long, and is not meoeended, but choosing not to have a problem
dealt with is a patiert right.
2. You can have the tooth extracted. This leavesiaesprhich may be unacceptable due to cosmeticsigplos (speech) and
the possibility of other teeth moving into that spacausing problems with occlusion (your bitepossibly exacerbating a
gum-disease problem. That space can

| have read and understand the above and had alestions answered to my satisfaction. | agrgedoeed with the recommended
root canal therapy.

Patients Name (printed) Date

Patients Signature
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PATIENT CONSENT FOR ENDODONTIA
(Root Canal Therapy)

root canal therapy is indicated. | understandéasons for treatment which can be the removaifettion or the
exposed nerve end to prevent re-infection.

GENERAL INFORMATION
Endodontics is a branch of dentistry concerned difignosis, treatment, and prevention of diseaktsealental
pulp and its surrounding tissues. Root canal theimperformed on a tooth that is infected oh# herve has
been exposed due to pulpitis (inflamation of thpmi a tooth), abscess (a localized collectiopwus), prosthetics
reasons, or failed previous treatment.

ALTERNATIVES
The alternative treatment of tooth extraction whikcthe removal of the tooth has been fully exmdito me; as
well as the option of no treatment. The possibtaiits if no treatment is performed have been fepiylained to
me. | also understand the possible consequenges cbmpletingendodontic treatment once it is initiated.

SYMPTOMS AND RISKS
| understand that during or after endodontic tresuinthere is a possibility the following may occpain, swelling,
infection, reinfection, cold sores, canker sore#ation or injury to the oral mucosa, periodoritalolvement (loss
of bone and tooth mobility due to infection), bragk of instruments (such as files) within the atal of the
tooth, calcified canals preventing endodontic thgrilirough the entire length of the root, perfanatdf the crown
or root of the tooth (by dental instruments or @geaexisting condition), allergic reactions to t#materials or
medications.

SUCCESS
| also understand that root canal therapy is n62d8uccessful and that the endodontic procedurehanag to be
repeated and/or an additional minor surgical procedhay be required. The success rate is betwsknadid
95%. | understand that the treatment will invabeseral appointments to complete the procedummdérstand
the benefit of saving a tooth which might otherwised extracting.

| UNDERSTAND THAT AFTER ENDODONTIC TREATMENTthe tooth will require restorative treatment. |
understand that although root canal treatment aaa the tooth, the procedure weakens the tootltanses the
tooth to become more brittle, turn dark in colordanore susceptible to fracture. Therefore, tghtshould have
a crown or porcelain inlay/onlay restoration upompletion of the endodontic treatment.

| HEREBY CERTIFY THAT | FULLY UNDERSTAND THIS AUTHGRIZATION for endodontic treatment. |
have been given the opportunity to ask questiodshawe been given satisfactory answers. | am athateghe
practice of dentistry and endodontics is not arceseience, and | acknowledge that no guaranteasbeen made
to me as a result of the procedures authorizedeabbliereby authorize Dr. and staff
to perform examinations, diagnostic procedurestegat accordingly with root canal therapy.

Date

Patients Name (printed) Witness (to signature only)

Patients Signature Witness (to signature only)
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ENDODONTIC (Root Canal Therapy)
INFORMED CONSENT

| hereby consent to the endodontic treatment praeefr myself (or my child ) on
tooth number(s) to be performddrby I
understand the nature of the problem causing thd for treatment (that the nerve tissue W|th|n the
tooth is dead or dying and causing acute or paknsk of infection in the bone surrounding thetto,
and | understand the reasons for treatment (renad\thke nerve tissue to relieve or prevent infegtio
The alternative treatment of extraction of the lhoods been explained to me as well as the potential
consequences if no treatment is performed. laslerstand the possible risks of not completing thi
treatment once it is begun.

| understand that during or after endodontic trestihthere is a possibility the following may occur:
pain, swelling, infection, reinfection, cold soreanker sores, irritation or injury to the oraktiss,
periodontal involvement (bone loss and tooth mgbdue to infection), calcified canals preventing
complete endodontic therapy, allergic reactiondaiotal material or medications, breakage of
instruments (such as files) within the root cangberforation of the crown or root of the tooth (by
dental instruments or as a pre-existing conditighich may require surgical correction or resultha
loss of the tooth.

| understand that root canal therapy is not alveaysessful (approximately 90-95% of cases arecteat
successfully) and that the endodontic procedure imasg to be repeated and/or an additional surgical
procedure may be required at additional expensmdérstand that the treatment may involve several
appointments to complete, and | may loose thishtdespite all efforts to save it.

| understand that after endodontic treatment, dbéhtwill be more brittle, may discolor (possibly

requiring bleaching or veneering), and will requestorative treatment (filling, post, buildup, &nd

crown), and | have been given and estimate offfaethe completion of this work. Failure to comple

this restorative treatment may result in the Iddhe tooth due to fracture. | have been given the
opportunity to ask questions and have receivedfaatory answers. | am aware that the practice of
Dentistry and Endodontics is not an exact sciead,l acknowledge that no guarantees have been made
to me as a result of the procedure authorized above

Date Signature of Patient (or person with autidatconsent for patient)

Date Signature of Dentist

Date Signature of Witness
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CONSENT FOR ENDODONTIC TREATMENT

| understand root canal treatment is a procedure taetain a tooth which may otherwise require extracion. Although root
canal therapy has a very high degree of clinical sgess, it is still a biological procedure, so it oaot be guaranteed.

I, the undersigned, have been informed of the alteatives to root canal treatment, including no treament at all, | understand
that if no treatment is provided | may experience:

1. The loss of the tooth;
2. Bone destruction due to an abscess.
3. Possible systemic (affecting the whole body) intect

| also understand that if | choose to have roottaratment for tooth no. :

1. A certain percentage (5-10%) of root canals faij they may require re-treatment, periapical syrger
or even extraction.
2. During instrumentation of the tooth, an instrumeraly separate and lodge permanently in the tooth, or

an instrument may perforate the root wall. Althlodigis rarely occurs, such an event could cause the
failure of the root canal and the loss of the tooth
3. A root can crack or split which may affect the ame of the root canal therapy
4. When making an access (opening) through an existimgn or placing a rubber dam clamp, damage
could occur and a new crown would be necessary @figodontic therapy.
Successful completion of the root canal procedoesahot prevent future decay or fracture.
Temporary fillings are usually placed in the toottmediately after the root canal treatment. Teeth
which have had root canal treatment will requipeeamanent (outside) restoration. This may invave
filling or more extensive restorative work (ping®sp, crown buildup, crown) depending on the clihica
status of the tooth.

oo

There are risks involved in administration of ahesits, analgesics (pain medication) and antitsotiowill
inform the doctor of any previous side-affects ldrgies from any medication.

Note: Antibiotics may decrease the effectivenes#if control medication. Additional methods afttp
control should be used while on antibotics.

| agree that | have read, had explained to me addrsgtand this consent for endodontic treatmehavé been
given the opportunity to ask questions concernggtteatment, the risks of treatment and the alteses to
treatment. After fully considering this informatio hereby consent to endodontic treatment sét fdvove.

Date Patient or PatiemGuardian

Date Signature of Witness
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Patient Name:

Informed Consent for Endodontic Treatment

1. On (date) , Dr.
discussed with me the following informed consemtrfdor endodontic treatment of the condition(s)alded below.

2. The procedure(s) necessary to treat the condiditnaige been explained to me, and | understandahgenof the
procedure(s) to be:

3. The prognosis for this(these) procedure(s) wasribestas:

4. | have been informed of possible alternative meshmfdreatment including:
a) No treatment at all.
b) Extraction

<)

5. The doctor has explained to me that there areinarnfaerent and potential risks in any treatmeanpbr procedure. |
understand that the following may be inherent deptial risks for the treatment | will receive.
a) swelling; sensitivity; bleeding; pain; infection
b) numbness and/or tingling sensation in the épgue, chin, gums, cheeks, and teeth, which isigahbut on
infrequent occasions may be permanent;
c) reactions to injections;
d) changes in occlusions (biting); jaw muscle crampd spasm; temporomandibular joint difficulty;
e) loosening of teeth, crowns or bridges; or dantagisting restorations which may necessitatéacsment of the
restoration;
f) referred pain to ear, neck and head; delayetifieainus performance;
9) treatment failure; complications resulting fréme use of dental instruments (broken instrumenfepation of tooth,
root, sinus), medications, anesthetics and injastidiscoloration of the face;
h) reactions to medications causing drowsinesdauidof coordination; and antibiotics may inhilkieteffects of birth
control pills.
i) further treatment may be necessary.

6. It has been explained to me and | understand hleateisults of treatment is not guaranteed or wegdaand cannot be
guaranteed or warranted.

7. | have been given the opportunity to discuss himfand question the doctor concerning the nattineatment, the
inherent risks of the treatment, and the altereatio this treatment.

8. This consent form does not encompass the enticeish®n | had with the doctor regarding the progdseatment.
Patients Signature Date/Time
Doctors Signature Date/Time

Witnesss Signature Date/Time
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ROOT CANAL THERAPY INFORMED CONSENT

| hereby give permission to to perform root canal therapy on my toath n
, and such additional procedures as astdayed necessary on the basis of findings duhiegourse of said
treatment.

| understand root canal treatment is a proceduret&in a tooth which may otherwise require extoact Although root
canal therapy has a very high degree of clinicatsss, it is still a biological procedure, so imat be guaranteed.
Occasionally, a tooth which has had root canakinemay require treatment, surgery or even extmacti

| also understand root canal therapy is a fillifighe internal canal of the tooth and the finalside restoration will be
necessary following the root canal filling. Sirtbe blood supply is removed from the tooth, it Adendency to become
more brittle and may discolor so the usual restmmathoice is a filling and a crown. A normalifidy may suffice in some
instances.

| understand that a series of appointments wiliéeessary to complete the root canal therapy, hasvether
appointments for the final restoration. | am as@re that | may have continuing temporary symptttmmughout the
treatment. Those symptoms may include:

Swelling

Pain

Infection

Drainage

Fever

Numbness

ouhkwnE

| understand that | should notify the dentist iy af these symptoms are present for more than 48ho

| consent for this procedure to be done with tHievang anesthesia and/or medications:
1. Local anesthesia only
2. Local anesthesia with oral preoperative sedative
3. Local anesthesia with nitrous oxide and oxygen

| also understand that the administration of aressghand/or medications carry certain inherensriskich as,
but not limited to:

1. Drug interactions and/or side effects

2. Bruising and/or numbness including the site ofitipections

| acknowledge full responsibility for the paymeffitivese services and agree to pay for them iratutlr before
completion, unless other specific arrangements baea made.

Date Signature of Patient or Patisruardian

Date Signature of Witness
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INFORMED CONSENT FOR EXTRACTION

| understand that there may be alternatives t@xtection of teeth and after the doctaxplanation, | have
chosen extraction. There are various normal caragins that can occur despite all efforts to ihet@ry as a
result of the extraction(s) which include but ao¢ limited to:

Allergic reaction to medications or anestheticgduse

Pain, swelling, infection, bruising, bleeding

Stiffness of the nearby muscles

Numbness

Root tips may fracture and be left in place or ddug displaced into the sinuses and/or spacesynearb

Dry sockets, aspiration and/or swallowing of foreapjects

Damage to adjacent teeth and/or restorations

| further understand that this procedure can aéspdsformed by a specialist and prefer that tieigtinent be
rendered in this office by a general dentist.

The dental care and treatment to be performed d&&s éxplained to me and | understand what is tiobe and
that there is no warranty or guarantee as to auitrand/or cure. | may ask the attending defdish more
complete explanation.

This is my consent for the extraction, anesthetog, x-rays to be taken.

| have read and understand the above and havdlhmay questions answered to my satisfaction angtéa to
proceed with the recommended extractions(s).

Date Signature
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INFORMED CONSENT AND PERMISSION FORM

Before you give your permission for the removalesdth, removal of impacted teeth (those that lameied or
beneath the gums), or other dental treatment, @nithé administration of certain anesthetics, yioousd
understand there are certain associated risks.

The common risks are (but not limited to):

1. Drug reactions and side effects

2. Damage to adjacent teeth or fillings

3. Post-operative infection

4. Post-operative bleeding that may require treatment

5. Possibility of a small fragment of root being leftthe jaw when its removal would require extensive
surgery

6. Delayed healing (dry socket) necessitating freqpest-operative care

7. Possible involvement of the sinus during removalmber molars which may require additional treatimen
surgical repair at a later date.

8. Possible involvement of the nerve within the loyav during the removal of lower molars resulting in
temporary (but possible permanent) tingling or noeds of the lower lip, chin or tongue on the opetat
side.

9. Bruising and/or vein inflammation at the site ofrandistration of intravenous medications which may
require further treatment

0T O 4T oSO PPP PP

| was given the option of different anesthetic te@ghes, and | consent for the following anesthdtidse used:

Local anesthesia

Local anesthesia with oral pre-medication
Local anesthesia with intravenous sedation
General anesthesia/hospital operating room

| hereby acknowledge | have completely read thegoing; have discussed any questions or concerité wh
may have regarding my proposed surgery/dentainieatt and have been given satisfactory answeam |
aware the practice of dentistry is not an exa&rsm, and no guarantees can be provided.

(please print)

Last First Initial

Date Signature of patient; patisnguardian or authorized representative

Date Witness signature
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GENERAL DENTISTRY INFORMED CONSENT

Dentist: Patient:

1. WORK TO BE DONE: | understand that | am having fiblllowing work done: Fillings (), Bridges (), Gnms (), X-rays (),

Extractions (), Impacted teeth removed (), Roandls ( ), Dentures (), Other (Initials )
2. DRUGS AND MEDICATION: | understand that antibiotjanalgesics and other medications can causeiall@a@ctions causing
redness and swelling of tissue, pain, itching, tmgj and/or anaphylactic shock. (Initials )

3. CHANGES IN TREATMENT PLAN: | understand that duritrigatment it may be necessary to change or adwegues because of
conditions found while working on the teeth thatevaeot discovered during examination. For examplet canal therapy following
routine restorative procedures. | give my perroisso my dentist to make any/all changes and aditas necessary.

(Initials )
4. REMOVAL OF TEETH: Alternatives to removal have besplained to me (root canal therapy, crowns, pknidal surgery, etc.)
And | authorize the dentist to remove the followtegth: and any otlkeeessary for reasons in

paragraph #3. | understand removing teeth doealwatys remove all the infection, if present, anghdy be necessary to have
further treatment. | understand the risks involiredaving teeth removed, some of which are paiellgg, spread of infection, dry
socket, loss of feeling in my teeth, lips tongud aarrounding tissue (Paresthesia) that can lasirfandefinite period of time or
fractured jaw. | understand | may need furtheatireent by a specialist if complications arise dgian following treatment, the cost
for which is my responsibility. (Initials )

5. CROWNS, BRIDGES, AND CAPS: | understand that some it is not possible to match the color of ndtigath exactly with
artificial teeth. | further understand that | ni@s/wearing temporary crowns, which may come ofiflasd that | must be careful to
ensure that they are kept on until the permanentres are delivered. | realize the final opportyhit make changes in my news
crown bridge, or cap (including shape, fit, andocpivill be before cementation. It is also my resgibility to return for permanent
cementation within 21 days from tooth preparati@xcessive delays may allow for tooth movementis Tilmy necessitate a remake
of the crown, bridge, or cap. | understand thatetwill be additional charges for remakes due yadelaying permanent
cementation. (Initials )

6. ENDODONTIC TREATMENT (ROOT CANAL): | realize thelis no guarantee that root canal therapy will sayaauth, and that
complications can occur from the treatment, antlabeasionally root canal filling material may extethrough the tooth which does
not necessarily effect the success of the treatmamderstand that endodontic files are very fireruments and stresses from their
manufacture can cause them to separate duringl uselerstand that occasionally additional surgiracedures may be necessary
following root canal treatment (apicoectomy). Herstand that the tooth may be lost in spite oéffdirts to save it.

(Initials )

7. PERIODONTAL LOSS (TISSUE AND BONE): | understanéth have a serious condition, causing gum and lbdteamation or
loss and that it can lead to the loss of my tedtiternative treatment plans have been explainedéapincluding gum surgery,
replacements and/or extractions. | understanduthdertaking any dental procedure may have a fatdverse effect on my
periodontal condition. (Initials )

8. FILLINGS: | understand that care must be exerciginghewing on fillings especially during the fi4 hours to avoid breakage. |
understand that a more extensive filling than aadly diagnosed may be required due to additiorabg. | understand that
significant sensitivity is a common after effecteofiewly placed filling. (Initials )

9. DENTURES: I understand the wearing of denturefificult. Sore spots, altered speech, and difficin eating are some common
problems. Immediate dentures (placement of dertumgediately after extractions) may be painful.mMediate dentures may require
considerable adjusting and several relines. A paant reline will be needed later. This is notuded in the denture fee. |
understand that it is my responsibility to retusn delivery of the dentures. | understand thdtifaito keep my delivery appointment
may result in poorly fitted dentures. If a remékeequired due to my delays of 30 days, therelvélhdditional charges.

(Initials )

| understand that dentistry is not an exact sciamckthat therefore, reputable practitioners capnmperly guarantee results. |
acknowledge that no guarantee or assurance hasrizsenby anyone regarding the dental treatmentwHieve requested and
authorized.

| hereby authorize any of the doctors or dentall@umies to proceed with and perform the dentataestions and treatments as explained
to me. | understand that this is only an estinaaie subject to modification depending on unforsereundiagnosable circumstances that
may arise during the course of treatment. | untdadsthat regardless of any dental insurance cgedrenay have, | am responsible for
payment of the dental fees. | agree to pay awmyratys fees, or court costs, that may be incurred tiefgdhis obligation.

Signature of Patient Date:

Signature of Dentist Date:
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INFORMED CONSENT

PATIENT: DATE:

1. |, , authorize Dr. and/or such assistants as
may be selected by him/her to attempt to remedydit@ving condition(s) or symptom(s) which appear
indicated by the diagnostic procedure(s) alreadfop@ed: ............ovvviiiiiiiii i

2. | am aware that the practice of dentistry and demagery is not an exact science and | acknowl|¢kgeno
guarantees have been made to me concerning tHesrestine surgery or dental procedures(s).

3. | further acknowledge that the only statementspresentations upon which | have relied to conetitis
surgery or dental procedure(s) are those contamtds form.

4. The condition(s) listed in paragraph 1 have begta@xed to me, and | understand the nature of tihgesy,
dental procedure(s) and anesthetic/sedation proeejuo be as follows: ...........ooovvviiiiccceeeiveeeeee,

5. | have been advised of the availability of, an#gisherent in the following alternate method(s) of
treatment:

6. |recognize the need for my dentist to exerciséher professional judgment on my behalf and ldfoze
specifically authorize my dentist to select altéenaethods of treatment based on my condition sdatied
during the procedure(s) authorized by my executiaihis form, including conditions which were unkwno
at the time the surgery or dental procedure(s) Wwegain.

7. lunderstand that there are certain inherent askksconsequences that may be associated with egigady
dental or anesthetic/sedative procedure(s). |nstaled that not every conceivable hazard can tesllisl
realize the following possibilities exist, howewefrequent or rare: allergic reactions to mediaagio
anesthetics, etc.; drug interactions and side isffexcessive bleeding (during the procedure arafter the
procedure); postoperative bruising and discomfidod clots anywhere in the body; postoperativedtibn
or bone inflammation; possible involvement of tireus of the upper jaw during removal of upper back
teeth, requiring possible surgery for repair aitare date; possible involvement of the nerve wigthe
lower jaw during removal of lower teeth, resultingusually temporary but sometimes permanent nusgone
and/or tingling in the lower lip and/or tongue;drare or dislocation of the jaw; bruising and/oinve
inflammation at the site of injections; damagedgeaent teeth, restorations and/or gum tissue. SHE
ARE NOT PROBABLE RESULTS, THEY ARE STATISTICAL POSSLITIES.

8. | am also aware that certain specific risks andgeqnences may be associated with the surgery,ldenta
procedure(s) and anesthesic/sedative procedung{s)enl in paragraph 4, including: ..........ccceeeeevevveernnnns

9. Knowing these risks, | consent to the surgery, algmmbcedure(s) and anesthetic/sedative procedure(s
outlined in paragraph 4.

Signature Date
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CONSENT FOR GINGIVAL AUGMENTATION SURGERY

| hereby authorize Dr. (herein called Doctor) to perform gingival
augmentation surgery on myself.

Diagnosis:After a careful oral examination and study of neptdl condition, my periodontist has advised me
that | have significant gum recession. With thiadition, further recession may occur. In addititam fillings

at the gumline, it could be important to have sigft width of attached gum to withstand the itrita caused
by the fillings or their edges. Gum tissue maypdle placed to improve appearance and to protets of

teeth.

Recommended Treatmentin order to treat this condition, my Doctor hasamended that gingival
augmentation procedures be performed in areas ehauth with gum recession. A local anesthetic ball
administered in addition to medications deemed@pyate by my Doctor. This surgical procedure ines the
transplanting of a thin strip of gum from the roéimy mouth or from the adjacent teeth. The tréargpd strip
of gum can be placed at the base of the remaining gr it can be placed as to partially cover twf root
surface exposed by the recession. A periodontaddge or dressing may be placed.

An alternative technique consists of the placeroéatbone regenerative material (human bone olitdnoen a
tissue bank) and a non-restorable membrane otheurface. In that case, the membrane requisesal
surgical procedure after about six weeks to rentbganembrane.

Expected Benefits:The purpose of gingival augmentation is to creataraount of attached gum tissue
adequate to reduce the likelihood of further guoession. Another purpose of this procedure mayp lbever
exposed root surfaces, to enhance the appearateetiofand gum line, or to prevent or treat roasgeity or
root decay.

Principal Risks and Complications:Some patients do not respond successfully to gahgivngmentation. If a
transplant is placed so as to partially cover tloeht root surface exposed by the recession, thegjaced over
the root may shrink back during healing. IN suaase, the attempt to cover the root surface mapeao
completely successful. In some cases, it maytrasuabore recession with increased spacing betwleeteeth.
I understand that unforseen changes may leadtarge in my dental treatment plan. This may ihe]lut is
not limited to: (1) the need for additional dentark, or (2) modification of the planned dental wor

| understand that complications may result fromdtmgery and/or any drugs used. These complicativay
include, but are not limited to, infection; bleegliswelling; pain; temporary discoloration of mgéaincrease
tooth looseness; tooth sensitivity to hot, coldestior acidic foods; shrinkage of the gum uponihgal
resulting in elongation of some teeth and gregiaced between some teeth. Allergic reactions acidental
swallowing or inhaling of foreign matter are alswspible. The duration of complications can not be
determined, and complications may be irreversible.



INFORMATIONAL PURPOSES ONLY

No method can accurately predict or evaluate haygum and bone will heal. There may be a neea for
second procedure if the initial results are nas&attory. The success of gingival augmentatiantoa affected
by medical conditions, dietary and nutritional desbs, smoking, alcohol consumption, clenching ardgng
of teeth, inadequate oral hygiene, and medicatioausl may be taking. To my knowledge, | have régubto
my Doctor any prior drug reactions, allergies, d&s, symptoms, habits, or conditions which | heoxe or
have had at any time in the past.

Alternatives to Suggested TreatmentMy periodontist has explained alternative treatteéor my gum
recession. These include no treatment; continugitoring for progressive recession; and modifmatf
technique for brushing my teeth. Principal riskhaany of these alternatives includes continuedssion with
further exposure of the root and possible tootk.los

Necessary Follow-Up and Self-Carelt is important for me to: (1) abide by the spiecgrescriptions and
instructions given by my Doctor, and (2) see mytiooand my regular dentist for periodic examinasiamd
preventative treatment. Failure to follow suchoremendations could lead to ill effects and treatnfi@fure.
Adequate daily oral hygiene performed with a n@natic method of brushing my teeth is essentahie
success of the procedure. Although my Doctor mgme when the next periodic visit is needed, | am
responsible for contacting the Docwooffice to make appropriate appointments.

No Warranty or Guarantee: | hereby acknowledgernbajuarantee, warranty or assurance has beentgivea
that the proposed treatment will be successfuindst cases, the treatment should provide bemeféducing
the cause of my condition and should produce hgadmich will help me keep my teeth. However, thisra
risk of failure, relapse, additional treatmentyamrsening of my present condition resulting in libgs of my
teeth despite the best of care.

Publication of Records: | authorize that my dengabrds, slide, x-rays or any other informationaieing to
my treatment to be used for the advancement ofsignand reimbursement purposes. My identity wit be
revealed to the general public.

| have read this entire form and understand evenytexplained in it. | have had the opportunityask the
doctor about any questions | may have about tlaéntrent, the risks of surgery, the alternative et
methods and the substantial risks of the alteradateatment methods. The doctor has answeredyall m
guestions. | authorize the Doctor and whomevey thay chose as their assistants to perform theogeap
periodontal surgery.

Signature Date

Witness Date
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INTRAVENOUS SEDATION

l, , cohséme use of intravenous sedation for my perioaglont
treatment and to the use of medications deemedappate by my doctor. | understand | will be canss but
deeply relaxed during the procedure.

| have been advised of the following:

1. I must arrange for someone to pick me up at thee#t the conclusion of the appointment and dniee
home.

2. | could experience drowsiness for up to 48 houlteviong the procedure. | should not drive a capperate
machinery for up to 24 hours.

3. Inrare instances, an infection (phlebitis) canaliep in the arm at the site of the I.V. This can b
accompanied by redness, swelling and sorenesyefadaveeks duration.

4. | understand that my pulse rate and heart rhyth@Q@Ewill be monitored during my procedure. Shothid
need arise during the procedure, medications mayileeed to reverse the effects of the sedation.

My questions have been answered to my satisfaptigawrding the use of intravenous sedation for egtinent.

Date Signature of Patient

Date Signature of Witness
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CONSENT FOR MAXILLARY SINUS ELEVATION SURGERY

| hereby authorize Dr. here{n called Doctor) to perform maxillary sinus
elevation surgery on myself.

Diagnosis:My Doctor has told me that | have an insufficieahb height in my upper jaw to place root
shaped dental implants of adequate length.

Recommended Treatmentin order to be able to place root shaped implahéglequate length in my
upper jaw, my Doctor has recommended that my treatimclude maxillary sinus elevation surgery. A
local anesthetic will be administered in additiomtedications deemed appropriate by my Doctor.l Ora
antibiotics may be prescribed.

My gum tissue will be pulled back and an openinty b created in the wall on the side of my maxjlla
sinus. After access to the sinus is created,itimgglof sinuses will be lifted. Underneath theirig, a
bone graft will be placed. This graft may includg own bone, synthetic bone substitute, human bone
obtained from tissue banks, or a combination asehePrefabricated membranes may also be used,
which, if non-restorable, require a small additionagical procedure for membrane removal.

Dental implants may or may not be placed at theestamme of the sinus lift surgery. Whether implants
will be placed at the same time can not be detexdhwith certainty before the procedure, and |
understand that implant placement may have to lagek for as long a time as my Doctor deems
advisable.

| understand that unforeseen conditions may caltii@nges in the anticipated surgical plan. Thesg
include, but are not limited to: (1) extractionteéth, (2) the removal of parts of teeth, (3) itigbio

start or complete the sinus elevation procedutemderstand that | consent to any such changes as
deemed indicated in the opinion of my Doctor. Afiyhese unforeseen changes may lead to a change in
my dental treatment plan. This may include, butaslimited to: (1) the need for additional dental

work, or (2) the modification of the planned demtairk. Some complications could include the need

for a referral to other dental or medical specigalis

Expected Benefits:The expected benefit is that sufficient bone wdldvailable in my upper jaw to
allow placement of root-shaped implants.

Principal Risks and Complications:| understand that complications may result fromdteery

and/or any drugs used. These complications maydecbut are not limited to infection, bleeding,
swelling, pain, temporary discoloration of my fargreased tooth looseness, tooth sensitivity to ho
cold, sweet, or acidic foods, shrinkage of the gyoon healing resulting in elongation of some teetti
greater spaces between some teeth. Rarely, nemagd can occur and infections can spread to other
parts of the body. Nose bleeds can occur and infsdtion can spread to the bone (osteomyelitis).
Failure of the bone graft can lead to failure oplamts placed in the area, or inability to place th
implants at a later date. Chronic or acute sirusigly occur as a result of this procedure. Exgsti
sinusitis may be aggravated or recur more frequer@@bmplications may be irreversible.
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There may be a need for a second procedure ihthal iresults are not satisfactory. The succdss o
sinus elevation procedures can be affected by rakdinditions, dietary and nutritional problems,
smoking, alcohol consumption, clenching and grigdhteeth, inadequate oral hygiene, and
medications that | may be taking. To my knowleddegve reported to my Doctor any prior drug
reactions, allergies, diseases, symptoms, habitgralitions which | have now or have had at ameti
in the past.

Alternatives to Suggested TreatmentAlternatives to the sinus elevation procedureudet no
treatment, resulting in an inability to place imkaof sufficient length in the area, (2) graftmgtop of
the bony ridge in the area, (3) anchorage of imtplananatomic areas behind the maxillary sinus
(pterygoid plate anchorage) (4) false teeth uredl&d implants, such as removable partial and cetapl
dentures. Principal risks are: alternative (1¢npature loss of short implants; alternative (2ited
potential to obtain more bone; alternative (3)uoeiment of life-threatening bleeding and severgener
damage: alternative (4): continued bone loss aability to comfortably function with false teeth.

Necessary Follow-Up and Self-Carelt is important for me to: (1) abide by the spiecgfrescriptions

and instructions given by my Doctor, and (2) seeDogtor and my regular dentist for periodic
examinations and preventative treatment. Failufeltow such recommendations could lead to ill
effects and treatment failure. It is essential thallow the recommendations regarding the naturée
timing of following implant-related treatment. Isa need to inform my Doctor as soon as possible of
any complications or symptoms that may relate ¢osihus elevation procedure or placement of thi¢ gra
implants. These symptoms or complications inclide,are not limited to nose bleeds, pain, unusual
feeling of sinus pressure, fever, swelling, pusifation and reactions to the medications prescribed.
Although my Doctor informs me when the next pertodsit is needed, | am responsible for contacting
the Doctors office to make appropriate appointments.

No Warranty or Guarantee: | hereby acknowledge that no guarantee, warranagsurance has been
given to me that the proposed treatment will besssful. The sinus elevation procedure, although n
experimental, is a fairly new surgical treatmelts$.long term success and potential risks and
complications may not be fully known.

Publication of Records:| authorize that my dental records, slides, x-i@yany other information
pertaining to my treatment to be used for the adearent of dentistry and reimbursement purposes. My
identity will not be revealed to the general public

| have read this entire form and understand evienytexplained in it. | have had the opportunityask
the doctor about any questions | may have aboutrdélaement, the risks of surgery, the alternative
treatment methods and the substantial risks oAltieenative treatment methods. The doctor has
answered all my questions. | authorize Dr. and whomever they may
chose as their assistants to perform the propased slevation surgery.

Signature of Patient Date:

Signature of Witness Date:
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NITROUS OXIDE INFORMED CONSENT

| hereby give permission for Dr. and staff to perform nitrous oxide sedation.

| understand that the administration of medica#iod the performance of conscious sedation with
nitrous oxide carries certain common hazards, riskd potential unpleasant side effects which are
infrequent, but non the less, may occur. Theyitelbut are not limited to the following:

1. Excessive Perspiration: Sweating may occur dutiegorocedure and you may become
somewhat flushed during administration of nitrongle.

2. Expectoration: Removal of secretions may be diffibut can be controlled by use of suction tip.

3. Behavioral Problems: Some patients will talk exoedg. You may become difficult to treat
because you are so talkative, or experience virgdrds associated with physical movement of
the body.

4. Shivering: Although not common, shivering can bé&egjuncomfortable. Shivering usually
develops at the end of the sedative procedure wigenitrous oxide has been terminated.

5. Nausea and Vomiting: This is the most frequenhefdide effects of nitrous oxide sedation but

its frequency is still quite low. It is importatat tell the doctor, hygienist, or assistant that yo
are experience some discomfort. The level of ngroxide can be adjusted to eliminate this side
effect.

6. Driving a Motor Vehicle: You may not feel capabledoiving after nitrous oxide. If this occurs,
we will keep you until you feel better or have yaall a friend or cab to insure your safety.

| have been advised of alternative treatment, gmefits and risks which include but are not limited

Fear and anxiety of the dental experience and/dance of future dental appointments.
These fears and anxiety, if not diminished by tbe of nitrous oxide sedation, may
precipitate other medical problems including faigtipalpitation and other heart-related
disorders.

The benefits one can expect from nitrous oxide ts@aaclude:

Help with anxiety and pain, gagging and medicatljnpromised individual.
| hereby certify that | understand this authorizatand the reasons for the above named sedative
procedure and associated risks. | am aware thairtictice of dentistry is not an exact science. |

acknowledge that every effort will be made in mhdéfor a positive outcome from sedation, but no
guarantees have been made to the result of theguoe authorized above.

Signature Date
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OCCLUSAL EQUILIBRATION, COMPLETE

Complete occlusal equilibration is a dental proceduvhich may be performed over several visits, in
which the occlusal surfaces of the teeth are mletisly altered in shape to meet predeterminedr@ite
of an ideal occlusion. These criteria include, dmat not limited to: simultaneous even contact and
maximum intercuspation of all posterior teeth intcie relation position, force vectors of occlusion
parallel to the long axes of the teeth, and imntedigsclusion of the of the posterior teeth by aate
teeth in all eccentric movements of the mandifdlee ultimate aim of this procedure is to achieve
maximum relaxation of the jaw muscles during cleswithout mitigative alteration of the occlusal
surfaces of the teeth. The object is to produtficgnt harmony between the modified occlusal
anatomy of the teeth and the masticatory muscléseanporomandibular joints so that no pathology is
produced within the tissues of the stomatognatystesn.
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OCCLUSAL EQUILIBRATION

PURPOSE Teeth and jaws do not occlude (come togetheshiacceptable position for many
reasons, which may include: fillings or bridgest thave been placed over a period of years,
orthodontics, developmental defects, oral surgemyma, malocclusion (poor bite), bruxism,
and clenching.

Occlusal equilibration is the mechanical adjustnodiyour teeth, dentures, bridges, fillings,
or other oral appliances to a position that allgavgr lower jaw to function in a natural hinge
in relation to your upper jaw without improper udince from teeth.

OCCLUSAL EQUILIBRATION IS IT HARMFUL? : Your mouth is being equilibrated
because some problem exists: pain, abnormal wesaking of restorations, or other situations.
The problem is usually present because the teelloarestorations do not meet in harmony with
your lower jaw at the proper position. The teeatt &llings have notworn in properly.

Occlusal equilibrationwears some areas mechanically and allows the teeth &1 me
harmoniously. It is not harmful and is beneficial.

THE FUTURE: A simple occlusal equilibration can be accomplishrea short time. Only
slight future changes in your occlusion (bit) ocouer a period of time because of small
movements of the teeth in the jaw bones. More dexngquilibrations may require several
appointments, and the teeth may shift more betwapenintments. When your symptoms are
gone and your occlusion is relatively stable, yeauilibration will be finished. Placement of
any new fillings in your mouth will change the wggur teeth contact. The dentist
accomplishing this treatment should be advisedaf past occlusion problem.

HOW YOUR TEETH FEEL : After occlusal equilibration, your occlusion @jitwill feel
different to you. This is to be expected. Youlgradually accept this location as your new
chewing position, and it will feel very good.

If you have questions or problems, please call us.
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INFORMED CONSENT TO OCCLUSAL EQUILIBRATION

Selective reshaping of the chewing surfaces dfi tegh the intention to reposition the mandible and
stress relieve the muscle in the head and neclessgm apparatus

Direct Equilibration
Following Preconditioning Appliance Therapy

Patient: Dentist:

| the undersigned have sought or have been refewrde: above named Doctor for occlusal
equilibration, which | understand is a means adraiy the chewing surfaces of some or all of myhiee
so that when my teeth come together, the tempordialar joints (jaw joints) are in good anatomical
position. | fully understand the importance of thgtory which | have given to the Doctor, which,
together with the Doctar examination indicated that the symptoms whichvehreported to the doctor
may be improved and may be eliminated.

| understand that the Doctor does not guarantédthehanging the chewing surfaces of my teeth that
any result is guaranteed, and in fact, | have ligfenmed by the Doctor that there are possible
complications which, although not likely to occaray occur, despite the exercise of the Dostor
greatest skill and care. These include but ardimded to: loss of some tooth enamel; the posigybi
that tooth or teeth may prove unsound and regastoration, including the replacement of existing
restorations; that a tooth or teeth may requireitdimg by removing even greater amounts of tooth
structure and replacing it with a crown, which nb@yexpensive; pain in the face and jaws; chewing
difficulty; joint noise; and sensitive teeth.

| further understand that additional dental sewitgy be required in the future such as additional
equilibration and any and all additional recommehdental care and treatment as set forth in the
treatment plan presented by the Doctor, if oneblegsn discussed and agreed upon. | further unddrsta
that if extensive equilibration is required thagrd may be some change in the appearance of the tee
and mouth and some increased sensitivity to tentyreraxtremes. The Doctor has explained to me that
there are other approaches to therapy, such dsisat@appliance therapy, orthodontics, reconstvecti
dentistry, and orthognathic surgery. | understiuad if any of these approaches are used, additiona
diagnostic aids and expense would be necessatliough all these options have been discussed and
offered to me, | have rejected them in favor oédirequilibration. Finally, | have received litenae
explaining occlusal equilibration which has beesdrand understood.

| fully consent to receiving occlusal equilibratiom the Doctor and to pay all reasonable and
necessary charges therefore which have been psdyiand fully explained to me.

Date Signature

Doctors Agent Parent or Guardian (if applicable)
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CONSENT TO OCCLUSAL EQUILIBRATION

| (we) have sought or been referred to Dr. for occlusal
equilibration, which | (we) understand is a meahal®@ring the bite or contact surfaces of somalloof
my teeth, so that when my teeth come togethejjatlidninge, or temporomandibular joints, are in good
anatomical position. | (we) fully understand thgportance of the history which | (we) have givertiie
Doctor, which, together with his examination, iraties that my symptoms which | (we) have reported to
the Doctor may be improved and may be eliminatgge) understand that the Doctor does not
guarantee that by changing bite surfaces, anytrissgliaranteed, and in fact, | (we) have beenriméal

by the Doctor that there are possible complicatishigh, although not likely to occur, may occur,
despite the exercise of the Docsogreatest skill and care. These include: losoofe tooth enamel; the
possibility that a tooth or teeth may prove unsoand require restoration, including the replaceneént
existing restorations; that a tooth or teeth mayire rebuilding by removing even greater amouhts o
tooth structure and replacing it with a crown, whinay be expensive. | (we) further understand that
additional dental treatment may be required inftitere terms of additional equilibration, and amgla

all additional recommended dental care and tredtaeeset forth by in the Doctertreatment plan, if

one has been discussed and agreed upon. | (We¢rfunderstand that if extensive equilibration is
required, that there may be some change in theasqpee of the teeth and mouth, and some increased
sensitivity to temperature extremes. The Doctardxplained to me (us) that there are other appssac
to therapy, such as: splint therapy, orthodontics, orthognathic surgery. | (we) understand thaty

of these approaches were used, several hundredsiofladditional diagnostic aids would be necegssar
namely: hinge axis location, pantographic survegsiilibrated study casts and possibly transcranial
radiographs and arthrography. Although all thgseas have been discussed and offered to me,)l (we
have rejected them in favor of direct equilibratidfinally, | (we) have received literature explam
occlusal equilibration which has been read and rstded.

| (we) fully consent to receiving occlusal equiion from Dr. ,and to
pay all reasonable and necessary charges therefiocch have been previously and fully explained ® m

(us).

Date Signature

Parent or Guardian (if applicable)



Patient:
Date:

INFORMATIONAL PURPOSES ONLY

CONSENT FOR OPERATION AND ANESTHESIA

Time:

1.

IF YOU

Operation and Alternatives
A. | hereby authorize Dr. and whomever he/she designates as his/her
assistants to perform the following procedures s&agy to treat my condition: ...........cc.eeeeeeeeniviviininnnnnn.

B | understand the reason for the ProCEAUIE iS:....uuiiii it e e eee e
C AREINALIVES INCIUAE: ... e r e e e sttt e e e e st e e e e e e nbbe e e e e e snees
D. It has been explained to me that conditions maseaturing this procedure whereby a different praoced

or an additional procedure may need to be perforamedl authorize my surgeon and his/her assistants
do what they feel is needed and necessary.

E. | understand that no guarantee or assurance hasrme as to the results of the procedure andt timaty
not cure the condition.
F. | consent to the examination and disposal by mgesum and/or pathologist of any tissue or body parts

which may be removed.

Risks: This authorization is given with the undansting that any operation or procedure involvesesaeks and
hazards. The more common risks include: infectid@eding, nerve injury, blood clots, heart attaalergic
reaction and pneumonia. These risks can be sesimipossibly fatal. Some significant and subshrisks of this
particular OPEration INCIUGE: ............. e e e e e e e et e e ettt e et e e e e e e e eesaes s aaeae e aebaesaeeeeeeeeaaaeaaeaeesessssaannnsssnnnenees

Anesthesia: The administration of anesthesia algolves risks, most importantly is the risk of réawc to
medications causing death. | consent to the usadaf anesthetics as may be considered necesstry pgrson
responsible for these services, with the eXCEION............cccciiiiiiiii e

Photography: | consent to the photographing of aens to be performed, including appropriate jpoiof my
body for medical, scientific or educational purpgggroviding my identity is not revealed by naméhie descriptive
texts accompanying them. This may exclude phofdgraf the face that are recognizable as me.

Patients Consent: | have read and fully understand thisewot form, and | understand | should not signfthis if
all items, including all my questions, have notrbegplained or answered to my satisfaction ordi Inot
understand any of the terms or words containedigform.

HAVE ANY QUESTIONS AS TO THE RISKS OR HAZARD OF THE PROPOSED SURGERY OR

TREATMENT, OR ANY QUESTIONS CONCERNING THE PROPOSHIRGERY OR TREATMENT, ASK NOW,
BEFORE SIGNING THIS CONSENT FORM.

DO NOT SIGN UNLESS YOU HAVE READ AND THOROUGHLY UNBERSTAND THIS FORM!

Patient signature (or parent or guardian) Date

Witness

Date

Physician Date
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CONSENT FOR ORAL SURGERY

RECOMMENDED TREATMENT

| give permission to Dr. to perform the following treatment as well as adgitional procedures
considered necessary on the basis of findings gtni@ actual surgery. This permissions is for rififse my ward or minor child)
named below. [ fully understand this consent fogery and the reasons why the recommended treaiseacessary. | have been
given the opportunity to ask questions regardirgrétommended treatment and have been given s#igfanswers. | understand
that no guarantee regarding the treatment hasrnade or implied.

TREATMENT

TREATMENT ALTERNATIVES
| elected the treatment listed above even thouglialowing alternatives and associated risks Hzaen explained to me.

TREATMENT ALTERNATIVES

ANESTHESIA/MEDICATIONS

| also authorize the recommended treatment to Hfenoeed with the following anesthetics and/or mediizns:
Local anesthesia only
Local anesthesia with nitrous oxide and oxygen

RISKS AND CONSEQUENCES
| understand that there are risks associated hétlatministration of medications and performancta@frecommended surgery such
as the items checked below:
Drug reactions and side effects
Post-operative bleeding and pain
Necessary removal of bone during tooth extraction
Post-operative infection or bone inflammation
Possible damage to the sinus when upper backdeettemoved which may require surgical repairfat@e date
Possible nerve damage when lower wisdom teetreameved which can result in either temporary omaerent
tingling or numbness in the lower lip
Fracture of the mandible
Jaw joint (TMJ) pain, malfunction and\or difficylin opening mouth due to muscle spasms, followergoval of
the lower teeth

| agree that | have read, had explained to me addrstand this consent for surgical treatmentavehbeen given the opportunity to
ask questions concerning the treatment, the riskeatment and the alternatives to treatmenterAfttlly considering this
information, | hereby consent to surgical treatnsasttforth above.

Date Patient or PatiemiGuardian

Date Witness
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CONSENT FOR ORAL SURGERY

Patients Name: ge: A

| hereby give consent to Dr. to perform the oral surgery proceduresiiyself or my
o =T o= g [T 0 = Rl (01 01T SUERRPRR

and such additional procedures as are considessary for my well being on the basis of findidgsing the course of said
procedure(s). The nature and purpose of the puedthve been explained to me and no guaranteecleasmade or implied as to
result or cure.

Alternative methods of treatment have been expthiname, SUCh as: ...t ceereee e

but | desire the treatment described above.

| also consent to the administration of local amesia and the taking of any radiographs (x-ray#)disated.

| understand that the administration of medicatiand the performance of surgery can carry cer@mneon, inherent risks, or
complications such as, but not limited to: bleed#welling; discomfort; nausea; infection; drugatan; delayed healing; damage to
other teeth or restorations; bone fractures; asdipte involvement of the nerve that could resuki usually temporary, but possibly
permanent, numbness or tingling in the lower lip.

| agree to abide by the doctopost-operative instructions and that my failareroperly care for my oral health may lead totart
complications.

Signed: ate: D

Relationship (to minor):

Witness (to signature only):

| acknowledge the receipt of, and understand my-ppsrative instructions.

Patients initials:

Patients Name: Age:
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CONSENT FOR ORAL SURGERY AND ANESTHESIA

| hereby consent to the oral surgery indicatedheneixam form and/or any related therapeutic praesdihat in the judgment of the
doctors may be necessary for my well-being. Thareaand purpose of the operation and the therapalternatives have been
explained to me. No guarantee has been made tiedas to the result or cure.

| also consent to the administration of generakati@sia, or intravenous sedation, or local ansistlaad the taking of radiographs as
indicated.

I have been informed of all probable complicatiohthe oral surgery and the use of anesthetico#tmatr drugs. These complications
include swelling, discomfort, nausea, vomitinggetion, numbness of the lip, chin, tongue, or goome fracture, drug reaction,
inflammation of a vein, delayed healing, damageéth and restoration, bleeding and sinus involveme

| also understand that | am not to operate a maghicle or hazardous device for a 24-hour perididiong surgery. Medication for
pain, sleep or sedation may cause drowsiness;ftinerelcohol should be avoided when such medinatire taken.

| acknowledge the receipt of and understand posaipe instructions and have been given an app@ntro return.

Signed:

Relation (if minor):

Date:

Patient Name: Date:

(0] 0T 11T @] o 1T - 4o ] o USROS

This is my consent to the oral and maxillofaciaigeuy. | agree to the use of: (check one)
local anesthesia intravenalatise
inhalation sedation ambulatenerpl anesthesia

There are possible complications of the surgenygsirand anesthesia. The more common complicadi@ngain, infection, swelling,
bleeding, or discoloration. There can also be painflammation from injection into a vein. Thasea possibility of injury to or
stiffness of the facial muscles or the jaw. Theralso the possibility of injury to adjacent teeatbstorations, or other tissues, referred
pain to the ear, neck or head, nausea, vomititeygat reactions, bone fractures, and delayed hgalSinus complications may also
occur which might include an opening into the sifrosn the mouth with the removal of upper teetlemporary or permanent
numbness of the lip or tongue may occur followiamoval of lower teeth associated with these nerves.

Medications have the potential to cause drowsinaddack of awareness and coordination which candreased by the use of
alcohol and other drugs. | agree not to operagarastor vehicle or hazardous machinery for a 24rhpmriod following the use of
intravenous sedation. In addition, | understarad fiain medication may also cause drowsiness,dhalvareness, and problems of
coordination.

I understand | will receive appropriate post-opgeainstructions and will be given an appointmeatedto return for observation.
There is no warranty or guarantee as to any ragdltor cure. | understand that | can ask any mmsstegarding the procedure
including a detailed explanation of the complicasio

Date (Signature of patient or person with autlydatconsent for patient)

Date (Witness)
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INFORMED CONSENT TO PERFORM ORAL SURGERY

| have been advised that the consequences ofeadirty this condition include but are not limited infection, swelling,
pain, periodontal disease, malocclusion, fractdith® jaw and/or loss of bone. Impacted wisdonthtege subject to and
responsible for infections, cysts and tumors, @sjitpressure damage and periodontal damage tahteeth, gum, and
bone. These complications may cause pain, defstvdyone and teeth, and adversely affect overaltlinea

and understand that certain risks and consequenggsvhich include but are not limited to:

1. Post-operatively | can expect some pain, swellitiggoloration of the face, and/or bleeding. Swelimay occur
for several days after surgery. Recuperation ragyire several days at home.
2. Local anesthetic reactions may occur. Although,rthis could include numbness, swelling, pairgétibn,

abnormal reactions or allergy and may adversebcafiealth. If you desire intravenous sedatiogesreral
anesthetic, or for any other reason we will refaw Yo an oral surgeon.

3. Numbness may occur in the region of the surgemngglip or tongue. This is usually a temporaryditan, but
cases may be permanent.

4, A dry socket (poor healing of the socket) may occidry socket is painful and requires frequeaatment at
the office.

5. Root tips sometimes break off in the bone and nealefh to avoid extensive surgery. With upperheéte root

tips sometimes expose or are pushed into the ragxainus.

Infection is uncommon but may occur. Antibioticaynbe needed postoperatively.

Fracture of the bone may occur.

Damage to adjacent teeth or restorations may occur.

Temporomandibular joint dysfunction (the jaw jomay not function well) may occur.

0. Any complications will be treated here or you vii# referred to the appropriate specialist if addal treatment
is needed. Treatment may consist of physical themntibiotics or other drugs, or additional suyge

Boo~NOo

| am aware that the practice of dentistry is noegact science, that the very nature of the treattizned my uniqueness as
an individual require that no predictions can belenal acknowledge that no guarantees have beea toade. | believe
it is in my best interest to proceed with my choseatment, as opposed to any alternatives whighexrit. | have had
ample opportunity to ask any questions | might have have had them answered to my satisfactiagrde to abide by
the doctors post-operative instructions and that my failar@roperly care for my oral health may lead totart
complications. | have had the opportunity to déscwith the doctor my overall health and medicsidry. | accept the
risks of subsequent harms, if any, in hopes ofinistg the desired beneficial results of this treatin

The risks involved with anesthesia and the treatitself have been fully explained to me and | deegny free and
voluntary informed consent to the same.

Signature of patient or person authorized to carfegmpatient Date
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PEDIATRIC DENTISTRY INFORMED CONSENT for
PATIENT MANAGEMENT TECHNIQUES
and ACKNOWLEDGMENT of RECEIPT of INFORMATION

State Law requires health professionals to provide their prospective patients with information regarding the treatment or
procedures they are contemplating. State Law also requires us to obtain your consent for any specific dental treatment,
procedures or techniques which might be considered to be of concern to the patient or parent. Informed consent
indicates your awareness of sufficient information to allow you to make an informed personal choice concerning your
child’s dental treatment after considering the risks, benefits and alternatives.

Please read this form carefully and ask about anything you do not understand. We will be pleased to explain it.

It is our intent that all professional care delivered in our dental operatories shall be of the best possible quality we can
provide for each child. Providing a high quality of care can sometimes be made very difficult, or even impossible,
because of the lack of cooperation of some child patients. Among the behaviors that can interfere with the proper
provision of quality dental care are: hyperactivity. resistive movements, refusing to open the mouth or keep it open long
enough to perform the necessary dental treatment, and even aggressive or physical resistance to treatment, such as
kicking, screaming and grabbing the dentist’s hands or the sharp dental instruments.

Alt efforts will be made to obtain the cooperation of child dental patients by the use of warmth, friendliness, persuasion,
humor, charm, gentleness, kindness, and understanding.

There are several behavior management techniques that are used by pediatric dentists to gain the cooperation of child
patients to eliminate disruptive behavior or prevent patients from causing injury to themselves due to uncontrollable
movements. The more frequently used pediatric dentistry behavior management techniques are as follows:

1. Tell-show-do: The dentist or assistant explains to 6. Physical restraint by the dentist: ~ The dentist restrains the

the child what is to be done using simple terminology
and repetition and then shows the child what is to be
done by demonstrating with Instruments on a model or
the child’s or dentist’'s finger. Then the procedure Is
performed In the child’s mouth as described. Praise is
used to reinforce cooperative behavior.

2. Positive reinforcement:  This technique rewards the
child who displays any behavior which is desirable.
Rewards include compliments, praise, a pat on the
back, a hug or a prize.

3. Voice control: The attention of a disruptive child Is
gained by changing the tone or increasing the volume
of the dentist’s voice. Content of the conversation is
less important than the abrupt or sudden nature of the
command.

4. Mouth prop: A rubber or plastic device is placed in
the child’s mouth to prevent closing when a child
refuses or has difficulty maintaining an open mouth.
5. Hand-over-mouth-exercise: The disruptive
screaming child is told that a hand will be placed over
the child’s mouth. When the hand is in place. the
dentist speaks directly into the Child’'s ear end tells the
child that if the noise stops the hand will be removed.
When the noise stops the hand is removed and the
child is praised for cooperating. If the noise resumes
the hand is again placed on the mouth and the exercise
repeated.

child from movement by holding down the child’s hands or upper
body, stabilizing the child’~ head between the dentist’s arm and
body, or positioning the child firmly in the dental chair.

7. Physical restraint by the assistant: ~ The assistant restrains
the child from movement by holding the child’s hands, stabilizing
the head, and/or controlling leg

movements.

8. Papoose Boards and Pedi-Wraps: These are restraining
devices for limiting the disruptive child’s movements to prevent
injury and to enable the dentist to provide the necessary
treatment. The child is wrapped in these devices and placed in a
reclined dental chair.

9.Sedation: Sometimes drugs are used to relax a child who does
not respond to other behavior management techniques or who is
unable to comprehend or cooperate for the dental procedures.
These drugs may be administered orally, by injection or as a gas
(nitrous oxide and oxygen). The child does not become
unconscious. Your child will not be sedated without your being
further informed and obtaining your specific consent for such pro-
cedure.

10.General anesthesia: The dentist performs the dental
treatment with the child anesthetized in the hospital operating
room. Your child will not be given general anesthesia without
your being further informed and obtaining your specific consent
for such procedure.
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PEDIATRIC DENTISTRY INFORMED CONSENT FOR
PATIENT MANAGEMENT TECHNIQUES AND
ACKNOWLEDGMENT OF RECEIPT OF INFORMATION

The listed pediatric dentistry behavior managertesiiniques have been explained to me. Altern&tisieniques for treatment, if
any, have also been explained to me, as have ttentadjes and disadvantages of each.

| hereby authorize and direct Dr.(s) assisted by other dentists radeiital auxiliaries of
his/her choice, to utilize the behavior managertestiniques listed on the reverse side of this forassist in the provision of the
necessary dental treatment for my child or legal rdwa

h theitexception of (if none, state S0): ... orieiiiiiiiiiiiiieeeeee,

I hereby acknowledge that | have read and undets$tasiconsent, and that all questions about thader management techniques
described have been answered in a satisfactoryenaenmd | further understand that | have the rigle provided with answers to
guestions which may arise during the course of hilgl s treatment.

| further understand that this consent shall reriraiffect until terminated by me.

Date: Time:

Patients Name:

Signature of Parent or Guardian:

Relationship to Patient:

Witness Signature:

| certify that | explained the above procedures tathiniques to the parent or legal guardian befegeesting their signature.

Signature of Dentist:
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CONSENT TO PERFORM PERIODONTAL CLEANING

, the undersigned, have been informed that ¢ paviodontal

disease, and that this disease process has bdamego me and that | fully understand the follogv

1.
2.

This disease has resulted in the loss the bondwrtmaomally supports the teeth.

To help prevent the further loss of bone aroundewgth, | must prevent buildup of live bacteriaeaill
bacterial plaqueon a daily basis and it is my responsibility tbedule the regular dental checkups

and cleaning after treatment is complete.

The proposed treatment plan to arrest the effégsrmdontal disease that has been explained to me

and | understand that additional treatment maydesled later if further problems develop.

As a result of periodontal root planing and cuigsta

a. The gums will be more receded where cleaned, aritbps of the roots will be exposed post-
cleaning.
b. The exposed roots will be more sensitive to hdrcand/or sweets. This problem usually

corrects itself in about six months time. Occaaillyn further treatment may be needed. On

rare occasions, this condition persists no mattetuws done.

The exposed roots, being more porous, will staineneasily than the crowns of teeth.

Food will collect more easily between the teeterafbheals.

e. The teeth may be more loose immediately after ahggn This occasionally persists
indefinitely on isolated teeth where more bone lesstaken place. Normally, the teeth will
eventually be about as loose as they were pre-tpselia

f. If significant bone loss has occurred around uppmart teeth, speech may be slurred post-
operatively. In more severe cases, an appliangeomaeeded to replace missing gum tissue
around front teeth for esthetics and to correct sipeech problem.

Failure to follow these recommended actions willsiniikely result in continued bone loss with

probably periodontal abscesses and eventuallyh foss.

oo

After an appropriate healing period, the statuysesfodontal disease will be evaluated. At thaetim
referral to a periodontist for periodontal surgergy be indicated.

| am aware that the practice of dentistry is nogxact science and | acknowledge that no guarantees
have been made to me.

The risks involved in the administration of anetitise sedative agents and the surgery itself haea fully
explained to me and | do give my free voluntarpinied consent to the same.

Date

Signature of Patient
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INFORMED CONSENT STATEMENT
PERIODONTAL DISEASE

This information is to ensure you that you are an@frthe existing periodontal disease (gum disease)
infection that is present in your mouth. It issttknowledge that you have been informed of theexce of
this disease and given a copy of the periodontigtacharting. The consequence of non-treatméhiasult

in a progression of this infection, and if it contes will generally result in eventual bone logsskning of
teeth and often loss of teeth. This also acknogdsdhe fact that on this date at least two optfons
treatment were offered:

1. A non-surgical approach to periodontal diseasehitivyou are a co-therapist
2. Referred to a periodontal specialist for a surgimdroach to therapy, or other as deemed apprepriat
| accept option 1, for which a fee of $ has been quoted and | accept

responsibility for the same.

Date: Signature of Patient:

| prefer to be referred to a specialistrizatment.

Date: Signature of Patient:

| decline both options 1&2, and prefdrawe only a basic cleaning of my teeth, knowing tha
cleaning by itself will not prevent advancementof disease or correct the disease. | also
understand the consequences being potential Id&smefand teeth due to non-treatment of the
disease.

Date: Signature of Patient:

Date: Signature of Witness:
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INFORMED CONSENT STATEMENT
FOR PERIODONTAL THERAPY

Please read the following information carefullyisk& associated with your periodontal therapy aqgl@ned
below. Please take the time you need to ask al goestions before you sign.

Periodontal therapy can be required for a varidtyeasons. These reasons include the persistédnce o
periodontal pockets that make proper cleaningefélth and gums impossible, the presence of iofeahd

the loss of bone support to the teeth. Periodahéabpy is performed to reduce or eliminate thpeskets,
remove unhealthy tissue and to thoroughly cleamdbesurfaces of the teeth. However, due to nfactprs
such as advanced state of disease, lack of adeloiate care, nutritional or hormonal factors, etoyr
problem may persist or even worsen with time atiddeuld be lost in the future.

It is important that you are aware that the sucoég®ur periodontal therapy is largely dependeniou.
You must follow the instructions for home care velgsely to get a good result. You should expemBased
sensitivity of the tooth roots to cold, heat or stge This normally decreases over time, but ttensity and
duration of discomfort vary greatly from persorptrson. Please be assured that we will use thestitare
in performing this procedure and have every reas@xpect success.

| have read the above and have discussed with tttoDthe risks and treatment options of periodonta
therapy. | understand that dentistry is not artes@ence and no guarantee can be made to neeehyhgive
my permission to proceed with the periodontal thgra

Fee:

Date Signature of Patient

Please read and sign the following if you wish églohe the recommended treatment.

| have been warned of the consequences of refubmgeriodontal therapy. | fully realize that this
recommended treatment is needed. However, atithé | cannot arrange for the needed treatment and
release the Doctor and his/her staff completelgyfresponsibility for the resulting long-termeffects.

Date Signature of Patient
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POST-OPERATIVE ORAL SURGERY INSTRUCTIONS

Care of the mouth following a surgical proceduressential in the healing process. Thereis a
certain amount of swelling, discoloration, discorhand bleeding which can be expected.

BLEEDING: Some bleeding and oozing is to be expected fagraétiours. Avoid spitting
and use of a straw as they may provoke oozingplie® pressure on the gauze pack for 30
minutes and then discard. If bleeding is more gi@ht, use sterile gauze or a moistened tea
bag over the area and again apply firm pressur@@oninutes.

DISCOMFORT: If prescription was given, use as directed. Tiesqription should be filled
promptly and taken exactly as directed beforedhallanesthesia wears off. Do not take pain
medication on an empty stomach as it may causeeaauprescription was not given, over-
the-counter medications (aspirin, Tylenol or Adei#)n be taken as directed.

SWELLING: Some degree of swelling is normal and can be n@dwith the use of ice or
cold packs applied to the face at the extractitenfer 15-20 minutes and then removed for 15-
20 minutes. This should only be done for the ®4tours. Maximum swelling will occur
about the second or third post-operative day aed stowly recede.

DIET: A soft or liquid diet is recommended for the fifstv days following surgery. Until
local anesthesia (numbness) wears off, be carbéwing to prevent biting the numb area.

CARE OF MOUTH: Do not rinse your mouth for 24 hours after surgeiyter 24 hours,
begin gentle warm salt water rinses for one weekrasume gentle brushing of remaining
teeth. Avoid use of alcohol, smoking or carbonabeaks for 24-48 hours after surgery. This
may interfere with clot formation and slow the heglprocess.

NOTE: Antibiotics may decrease the effectiveness ohlmdntrol medications. Additional
methods of birth control should be used while otibgotics.

If any problems arise or if you have any questidiesiot hesitate to call our office anytime at
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SPLINT TREATMENT

A splint, or mandibular orthopedic repositioner is a removable appliance worn over the teeth to passively reposition the lower jaw to its
physiologically most stable position. This positioning is needed for those with temporal mandibular joint (TMJ) problems or those requiring
extensive restorative dentistry, in order to plan and perform further treatment needs. For splint therapy to be successful, 24-hours a day
wear is required with removal only to clean it and the teeth.

For those wearing a splint wearing TMJ conditions involving limited or compromised function and/or pain may be secondary to other
processes. These include but are not limited to traumatic injury, disc displacement, degenerative joint disease, inflamation, infection,
arthritis, developmental or congenital defect, malrelation of the arches of the teeth, or systemic disorders.

For those with TMJ problems, such as symptoms as headaches, stiff necks, ringing in the ears, popping and clicking noises in the joints,
and clenching and grinding of the teeth, can be relieved. Due to the complexity of the joints, and in most cases the duration of the problem,
there is no assurance that all symptoms will go away or improve. Therefore, splint therapy is not just treatment, but also a diagnostic tool
for us to determine what is happening in the joints. Radiographs such as tomograms or arthrograms may be needed through the duration of
splint therapy depending on the course of treatment. Also, cross referrals to other specialties such as orthodontia, oral surgery, physical
therapy etc. may be needed depending on oral surgery, physical therapy etc. may be needed depending on symptom ology. The length of
treatment with a splint can be as short as 1-2 months for a restorative patient to as long as 1-2 years for a TMJ patient. The average patient
is 5-10 months in treatment.

Once splint therapy is completed and this stable mandibular position has been located, an extensive occlusal (bite) analysis must be
performed in order to make the diagnosis of how we are going to make the teeth fit together in this new position and resulting in
malocclusion. This fitting of the bite may involve which things as equilibration, (a very sophisticated bite adjustment), orthodontia, oral
surgery, reconstructive dentistry or any combination thereof. The treatment needed will be based on what the occlusal analysis shows. At
this time, and extensive consultation will occur to inform you of recommended post splint treatment needs. It is important the patient
understand equilibration, orthodontia, surgery or reconstruction is a possibility for every splint patient. Also, it is impossible to predict what
will be needed with any certainty until after the occlusal analysis. Therefore, any patient considering splint therapy should be prepared for
any of these recommendations prior to starting treatment.

There are always some substantial risks and complications with any treatment. Some of these include but are not limited to:
Lack of improvement of worsening of pain & jaw dysfunction

Resultant malocclusion and/or limited jaw opening

Further degenerative changes in the TMJ

Decreased lower jaw motion.

Noises in the TMJ

Sl

The amount of the risks are dependent on the present condition of TMJ, the body s host, response, and environmental influence.

Due to the complexity and duration of the problem with the joint, there can never be any assurance that the joint will always be healthy after
treatment. Final occlusal treatment gives us the best opportunity to keep the joint healthy but again will not ensure it. There are many
environmental factors (such as stress and bruxism, but not limited to those) that have an effect on the health of the joint. Any bone changes
in the joint and position of the meniscus is always a concern in treatment. Whenever possible, final occlusion treatment will be done with
the meniscus in position over the head of the lower jaw. If it is know that the meniscus is or could be out of position, we will inform you, but
on occasion it is possible that this may not be known. This can occur when the patient is comfortable and has no other signs or symptoms
indicating it. Further diagnostic studies to determine this are invasive and may not be indicated. If the meniscus is out of position and the
patient is comfortable, it will become the patients decision if final occlusal treatment should be proceeding with. If the meniscus is out of
position, and the patient is not comfortable, further evaluation by other health professionals, including surgical evaluation, may be
necessary.

We hope this narrative has provided you the information you need, but if you have ANY FURTHER QUESTIONS, PLEASE FEEL FREE TO
ASK. Also, if you would like a list of patients undergoing or having undergone this treatment, we will be glad to provide it.

| hereby acknowledge that | have completely read the foregoing, HAVE DISCUSSED ANY QUESTIONS OR CONCERNS regarding my
treatment and acknowledge | have received a copy of this form.

Signature Date

Witness Date

Dentist Date




INFORMATIONAL PURPOSES ONLY

SURGICAL INFORMED CONSENT

| hereby give permission to Dr. to treat me (or my dependent aatibrize the
following procedure or such additional proceduieara considered necessary on the basis of findimggg the course of said

| have also been advised as to the probable outfamereatment is provided for this condition.

| consent to the following anesthesia and/or meitica to be given at the time of surgery:

1. Local anesthesia
2. Local anesthesia with nitrous oxide/oxygen
3. Local anesthesia with nitrous oxide/oxygen andavgnous sedation

| understand there are certain common inhererd psksibly associated with this surgery and anssstivecluding
but not limited to:

1. Drug reactions and side effects

2. Post-operative bleeding, swelling, bruising, paid discomfort

3. Post-operative nausea, weakness and possiblyflésseofrom work or school

4, Post-operative infection, delayed healing, bonumétion

5. Sinus involvement possibly requiring additionaktreent or surgery

6. Nerve injury within the lower jaw resulting in telmary but possibly permanent numbness and/or
tingling of the lower lip, gums, or jaw

7. Bone fracture

8. Bruising or inflamation at the site of the intraveis injection

| understand the risks of driving, operating hamaslequipment, and drinking alcohol while recovgrirom
anesthesia and while taking prescribed pain maditatl have been given the opportunity to ask tjaes
regarding this treatment to clarify by understagdin

| am aware that the practice of oral surgery inamoéxact science and | acknowledge that no gueesaihtave been
made to me with regard to the procedures listeda@bo

Date (Witness)



INFORMATIONAL PURPOSES ONLY

INFORMED CONSENT FORM

The doctor has explained to me the problem that&xith my teeth, mouth, and/or jaws. | undedtinat the
nature and purpose of the surgical procedure($3atetl to me by the doctor have been clearly enpthio me
together with attendant debility which may incluxé not limited to pain and swelling, bruisingea#d diet, and
limitation of jaw function. | accept the possibjlthat unforseen conditions may arise during regtiment that
require modification, addition or alteration of flanned procedure(s). |hereby request and apd¢itbe doctor to
render such other procedures he/she deems advisabéssary and therapeutic. |understand thédldmgery is
not an exact science and that no guarantees haventede or implied.

| give my consent to the indicated procedure(d)zieg that risks and consequences may follow evben the
procedure(s) is performed with the utmost careggmaent and skill. Those risks and consequenceswlage but
are not limited to the following:

1. Numbness of the lower lip, chin and/or tongue tasgilfrom injury to nerves close to the surgicaar
usually temporary but on rare occasions may be @eenmt.

2. Delayed healing with or without infection, and/aremature clot loss which may require secondary
treatment.
3. Excessive bleeding which may require secondaryquia@(s) to control; damage to adjacent teeth or

fillings; leaving selected pieces of teeth roahe jaw; opening into the maxillary sinus and/er feacture,
booth of which may or may not require secondargedorre(s); bone chips following tooth removal which
may require secondary care.

| agree to cooperate completely with the doctorlevhinder his/her care realizing that any lack oheaould
contribute to less than optimum results. The ddes made me fully aware of alternative treatnaet/or the
possible consequences of no treatment. | havateguate opportunity to discuss my past medicahaadth
history. | am fully aware of fee for services, freyment of which | accept as my responsibility abtigation.

By my signature, | certify that | have had adequatportunity to read and understand the terms, svardi
inferences within the consent.

Date (Witness)

| have explained the procedure(s), alternatived resks to the person whose signature is above.

Date (Dentist)



INFORMATIONAL PURPOSES ONLY

AUTHORIZATION AND CONSENT
TO SURGERY AND DRUG ADMINISTRATION

| hereby authorize Dr. dmahvever he/she may designate as assistants torpenion
me the following operation and procedures:

and if any unforeseen condition arises in the aafshese designated operations or proceduresgah his/her
judgement, for procedures in addition to or differigom those now contemplated, | further requastauthorize
them to do whatever they deem advisable.

| am informed and fully understand that inhererary type of surgery are certain unavoidable coragibns. In
Endodontic surgery, the most common of these caaiitins include leaving a small piece of root ie fiaw if
removal of the root would require extensive surgpogt-operative bleeding, swelling or bruisingcdimfort, stiff
jaws, loss or loosening of dental fillings. Lessmenon complications can include infection, lossnpury to
adjacent teeth and soft tissues, nerve disturbafecgs numbness of lip, chin and tongue), brolem, jsinus
exposure and swallowing or inhaling of instrumearid fillings into lungs.

| further consent to the administration of locabeneral anesthesia, antibiotics, analgesics ootrgy drugs that
may be deemed necessary in my case, and undeitstainthere is a slight element of risk inherentthe
administration of any drugs or anesthesia. TBisiricludes adverse drug response (e.g., allezgittions), heart
stoppage, and inhaling of stomach contents intgdun

| realize that it is mandatory that | give as aateirand complete medical and personal history ssilge, follow
any and all instructions as directed and permis@ibed diagnostic procedures.

| further realize that in spite of the possible @hications, my contemplated surgery is necessatysadesired by
me. | am further aware that the practice of damtend surgery is not an exact science and | aglauge that no
guarantees have been made to me concerning tHesreftine operation or procedure.

A FULL AND COMPLETE explanation of surgery and atiessia is available to me upon my request from the
doctor.

Date (Patient/Guardian/Parent)

Date (Witness)



INFORMATIONAL PURPOSES ONLY

SURGICAL INFORMED CONSENT

| hereby give permission to Dr. to perform the following procedure or praged for
myself or my dependent ( )

and such additional procedures as are considerasessary on the basis of findings during the coofsgaid
procedure:

The following alternative methods of treatment hbaeen explained to me as being practical and pessibt |
desire the treatment Mentioned ADOVE: ...

| hereby certify that | fully understand this autization for surgical treatment and the reasonstwbybove-named
surgery is considered necessary. | have been tearpportunity to ask questions and have beemgiatisfactory
answers.

| consent for the procedure(s) to be done withfdéHewing anesthesia and/or medications:
Local anesthesia
Local anesthesia with intravenous sedation
Local anesthesia with nitrous oxide and omyge
General anesthesia

| understand that the administration of the anesthis to be applied by or under the direction of

| also understand that the administration of mdatioa and performance of surgery carry certain comimherent
risks, such as, but not limited to:

Drug reactions and side effects

Post-operative bleeding

Post-operative infection or bone inflammation

Possible involvement of the sinus of the upperdgawng removal of upper back teeth, requiring palssi
surgery for repair at a future date.

Possible involvement of the nerve within the loyesv during removal of lower wisdom teeth, resulting
usually temporary, but possibly permanent numbaerdsor tingling in the lower lip, right and/or leides
. Possible fracture of the lower jaw during the pchae

7. Bruising and/or vein inflammation at the site o ithtravenous injections

PonbPE

o

| am aware that the practice of Oral and Maxilledhsurgery is not an exact science and | acknogdetiat no
guarantees have been made to me as a result pfabedures authorized above.

Print Last Name, First Name, Middle Initial Sigmagt

Date Witness



INFORMATIONAL PURPOSES ONLY

LIABILITY WAIVER

On , 19 in the colitdelental examination performed by Dr.

, | was inform#utkafeed for necessary diagnostic x-rays. |

have voluntarily elected not to have this diagroolstnction performed. This is being done against
the recommendation of the above named attendinigstlehdo not hold the above named dentist
liable for any failure to diagnose, or any misdiagjs due to a lack of the recommended diagnostic

x-rays. My reason for not permitting these x-rayybe taken is

| assume full responsibility for any conditiondateng to my dental health that may have been

diagnosed had the recommended x-rays been taken.

Signature Date



INFORMATIONAL PURPOSES ONLY

X-RAY CONSENT WITHHELD

This will serve to document that | have refusedatow Dr. to take

radiographs (x-rays) of my teeth for the purposdiagnosis. | have had explained to me that my
care would benefit from having x-rays taken andderstand the risks to my health of not having the

x-rays taken.

Patients Signature Date



INFORMATIONAL PURPOSES ONLY

RADIOGRAPH WAIVER

l, guese that the following proposed

(7= 10 [ToT | 7= Vo] () SO
not be taken, even though such examination hasreeemmended by my doctor, and in so doing,

hereby release Dr. from any responsibility for diagnosis

which should have been made after such radiograpf@mination had been completed.

Patient: e: Dat

Witness:




INFORMATIONAL PURPOSES ONLY
PULPOTOMY (PERMANENT TEETH)

A PULPOTOMY is an interim treatment done with the intentiomeshporarily preserving a vital tooth without remuyall of the
pulpal or nerve tissue. During a PULPOTOMY tissuigenerally removed from the pulp chamber butéissutained in the root canals
of a tooth remains. Complete removal of tissue fraithin the tooth is termed a PULPECTOMY.

| UNDERSTAND that a PULPOTOMY is performed as a temporary measuall but the most unusual cases in the attémpt
preserve the tooth for an undetermined periodmé tdepending upon the circumstances for whicheéhgobrary preservation is
required and that this treatment may include pteséiliverent risks such as but not limited to thefaing:

1. Root canal treatment:Even though it is anticipated that this treatmeay mxtend the time in which a tooth will remairavitintil
further necessary procedures may be successfuligrped at a more appropriate time, it may be neargsto perform complete root
canal treatment (pulpectomy) at any time if comatisi should so dictate. Care should be taken natdaly delay completion of the
root canal process. Referral to an endodontic afiscimay be necessary as determined by the attgmiintist.

2 Numbness:There is the possibility of injury to the nervddtte face or tissues of the oral cavity during aldeninistration of
anesthetics or during the treatment procedureshwhiy cause a numbness of the lips, tongue, tisdibe mouth, and/or facial
tissues. This numbness is usually temporary, bythegpermanent..

3. Fracture: Inasmuch as the crown portion of the tooth mayHzeen weakened due to the extensive nature prtleedure and/or
that the tooth injury or disease which necessittliesdprocedure, the tooth may be more susceptidiecture or breakage.

4. Temporary crown: Should the tooth structure which is remaining appede excessively fragile, it may be necessapldce a
temporary crown on the tooth in order to presetve i

5. Extraction: Should the tooth not heal, fracture extensivelyh@unacceptable for having a complete root caeatment performed,
extraction of the tooth may be necessary.

6. Pain: In most cases, once the pulpectomy has been pextband the initial pain has subsided, the tootioikonger painful.
However, in some cases, severe pain or extremdisiysvill persist. If so, it is the patient's sponsibility to notify the dentist
immediately.

7. | acknowledge that it is my responsibility to seelattention should any undue problems occur after tratment. | shall diligently

follow any preoperative and postoperative instructns given to me.

INFORMED CONSENT: | have been given the opportunity to ask any dguestegarding the nature and purpose of having@pmy procedure
performed and have received answers to my safisfadtdo voluntarily assume any and all possiiks, including the risk of substantial harm, if
any, which may be associated with any phase otithégment in hopes of obtaining the desired resulhich may or may not be achieved. No
guarantees or promises have been made to me corgcemrecovery and results of the treatment resdiés me. The fee(s) for this service have
been explained to me and are satisfactory. By msipttiis form, | am freely giving my consent to alland authorize Dr. and/or any associates tc
render that treatment necessary or advisable wamtal conditions, including the administration/angrescribing of any and all anesthetics and/ol
medications.

Patient's name (please print) Signature oepatlegal guardian or Date
authorized representative

Witness to signature Date

(Rev. 7/07/03)



INFORMATIONAL PURPOSES ONLY

COSMETIC TREATMENT
(INCLUDING BLEACHING, WHITENING, BONDING AND VENEER )

| UNDERSTAND that treatment of my dentition for which | desire cosmetic dental procedures to be performed may entail
certain risks and possible unsuccessful results, with even the possibility of failure to achieve the results which may be desired
or expected. | agree to assume those risks, possible unsuccessful results and/or failure associated with, but not limited to the
following: (Even though care and diligence is exercised in this subject treatment, there are no guarantees of anticipated or
desired results nor of the longevity of the treatment).

1. Reduction or roughening of tooth structure: In making preparation of teeth for the reception of cosmetic
veneers, it may be necessary to slightly reduce or roughen the surface of the tooth to which the veneer(s) may be
bonded. This preparation will be done as conservatively as possible. If the veneer covering breaks or comes off,
the uncovered tooth may become more decay susceptible.

2. Sensitivity of teeth:  Even though, in the majority of the cases (whitening, bleaching, bonding, and veneering
teeth) there is usually no appreciable sensitivity, this type of treatment may cause teeth to become sensitive.
Should sensitivity occur and persist for any length of time, please contact this office for an examination.

3. Chipping, breaking or loosening of the veneemo matter how well done, this could occur. Many factors
may contribute to this happening such as: mastication of excessively hard materials; changes in occlusal (biting)
forces; traumatic blows to the mouth; breakdown of the bonding agents; and other such conditions over which the
doctor has no control.

4, Sensitive or allergic reactions of soft tissues to whitening, bleaching, or bonding agents: Even
though this is an unusual occurrence, the gums or soft tissues of the mouth which may be exposed to the various
agents used in these procedures may exhibit an allergic response. Also, gum tissues may in some cases exhibit
signs of inflammation. Should this occur, please contact this office to be examined.

5. Esthetics/Appearance: Every effort possible will be made to match and coordinate both the form and shade of
veneers and/or bonding agents which will be placed in order to be cosmetically pleasing to the patient. However,
there are some differences which may exist between the natural dentition and the materials which are artificial,
making it impossible to have the shade and/or form perfectly match your natural dentition.

6. Longevity: It is in possible to place any specific time aideon the length of time that veneers and
bonding should last or for the lightened appeararfisghitened or bleached teeth to maintain the
lightened shades. These time periods may vary &mery short time to a very long time depending
upon many conditions existing from patient to pati@nd/or upon each patient's individual habits or
circumstances, which may be either internal, exeon both.

7. It is the patient's responsibility to immediately inform the doctor and seek attention from him/her should
any undue or unexpected problems occur or if the patient is dissatisfied. Also, all instructions must be
diligently followed, including scheduling and attending all appointments.

INFORMED CONSENT TO TREATMENT: | have been given the opportunity to ask any and all questions regarding the nature
and purpose of cosmetic dental treatment and have received all answers to my satisfaction. | voluntarily assume any and
all possible risks, including 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. No guarantees or promises have been made to
me concerning the results. The fee(s) for these services have been explained to me and are satisfactory. By signing this
form, | am freely giving my consent to allow and authorize Dr. and/or his/her associates to
render any treatment deemed necessary, desirable, and/or advisable to me, including the administration and/or prescribing
of any anesthetics and/or medications.

Patient's Name (please print) Signature of patient, legal guardian, Date
or authorized representative

Tooth No.(s)

Witness to signature Date
(Rev. 1/1/96)



INFORMATIONAL PURPOSES ONLY
COMPOSITE FILLINGS

| UNDERSTAND that the treatment of my dentition involving tHagement of composite resin fillings which may berenaesthetic in
appearance than some of the conventional materiad¢h have been traditionally used, such as sdweslgam or gold, may entail certain
risks. There is also the possibility of failureatchieve the results which may be desired or exgetsgree to assume those risks which
may occur even though care and diligence will lr@zed by my treating dentist in rendering thésitment. These risks include possible
unsuccessful results and/or failure which are aaset with, but not limited to the following:

1. Sensitivity of Teeth: Often after preparation of teeth for the placenainény restoration, the prepared teeth may exhibit
sensitivity. The sensitivity may be mild to severle sensitivity may last only for a short periddime or may last for much
longer periods of time. If such sensitivity is pstsnt or lasts for much extended periods of tihagree to notify the dentist
inasmuch as this may be a sign of more serioudgmah

2. Risk of Fracture: Inherent in the placement or replacement of anpration is the possibility of the creation of shiedcture
lines in tooth structure. Sometimes these fracton@gnot be apparent at the time of removal oftstiucture and/or the previous
filling and placement or replacement, but may nestiait a later time.

3. Necessity for Root Canal TherapyWhen fillings are placed or replaced, the prepamnadf the teeth for fillings often
necessitates the removal of tooth structure adedoatsure that the diseased or otherwise compehiooth structure provides
sound tooth structure for placement of the restmmait times, this may lead to exposure or tratananderlying pulp tissue.
Should the pulp not heal, which often times is bitbd by extreme sensitivity or possible abscesst canal treatment or
extraction may be required.

4 Injury to the Nerves: There is a possibility of injury to therves of the lips, jaws, teeth, tongue, or othial or facial tissues
from any dental treatment, particularly those inireg the administration of local anesthetics. Témuiting numbness which may
occur is usually temporary, but in rare instanaaddbe permanent.

5. Aesthetics or AppearanceEffort will be made to closely approximate the mattiooth color. However, due to the fact that¢her
are many factors which affect the shades of tétatigy not be possible to exactly match the toolbmation. Also, over a period
of time, the composite fillings, because of mouids, different foods eaten, smoking, etc. mayseathe shade to change. The
dentist has no control over these factors.

6. Breakage, dislodgment or bond failure:Due to extreme masticatory pressures or other @#arforces, it is possible for
composite resin fillings or aesthetic restoratibosded with composite resins to be dislodged otidrad. The resin-enamel bond
may fail, resulting in leakage and recurrent dedde dentist has no control over these factors.

7. New Technology and Health IssuesComposite resin technology continues to advantedme materials yield disappointing
results over time and some fillings may have todpdaced by better, improved materials. Some patielieve that having metal
fillings replaced with composite filings will impve their general health. This notion has not beewgn scientifically and there
are no promises or guarantees that the removalvef $illings and the subsequent replacement witimposite fillings will
improve, alleviate, or prevent any current or fathealth condition.

8. | understand that it is my responsibility tdifyathis office should any undue or unexpectedgbems occur or if | experience any
problems relating to the treatment rendered osémeices performed.

INFORMED CONSENT: | have been given the opportunity to ask any dgolestregarding the nature and purpose of compfilsiiigs
and have received answers to may satisfactionvbtimtarily assume any and all possible riskduiding the risk of substantial harm, if
any, which may be associated with any phase ofrggment in hopes of obtaining the desired aratgiresults from the treatment to be
rendered to me. The fee(s) for these serviceslbeae explained to me and | accept them as satisfa@y signing this form, | am freely
giving my consent to authorize Dr. and/or all associates involved in rendering anyises he/she deems
necessary or advisable to treatment of my dentadidons, including the administration and/or présiag of any anesthetic agents and/or
medications.

Patient's name (please print) Signature of pgtiegal guardian Date

Witness to signature Date

(Rev. 4/00)



INFORMATIONAL PURPOSES ONLY
SEALANTS

| UNDERSTAND that the treatment of teeth through tise of sealants is a preventive measure intéadiacilitate the inhibition of dental
caries (tooth decay) in the pits and fissures efdhewing surfaces of the teeth. Sealants arelaitk the intent to prevent or delay
conventional restorative measures used in restteith with fillings or crowns after the onset ehthl caries. | agree to assume any risks
if any, which may be associated with the placemésealants even though care and diligence wiharcised by

Dr. in rendering this treatment. Those risks includsgible unsuccessful results and/or failure
which are associated with, but not limited to tbkofving:

1. Preparation: The teeth are prepared through use of an enanfehgttechnique. This etching is accomplished in ohdéwo
ways:

a. Through using a special acid solution which iyeztches the surface enamel in the area in whiets¢alant is to be
placed to aid in its retention. The etching soluidssomewhat caustic and if the patient makesgjaigk movements or interferes
with the application of the etching agent thera ismote possibility of a small amount of the dolufinding its way onto small
areas of the soft tissues of the mouth which cealgse some slight tissue burns. This seldom ocbutghere is a remote
possibility. If the etching solution contacts tlwt surface the tooth may develop transient seitgiti

b. Through using a technique called air abrasiinabrasion also slightly etches the surface elghamel in the areain
which the sealant is to be placed to aid in thent&n of the sealant. Air abrasion involves theesgation of a powdery dust which
is sometimes accidently inhaled and could causes stistomfort.

2. Loosening and/or dislodging:There is the possibility of the sealant loosemingecoming dislodged over a period of time. This
time is indeterminable because of many variablesi@ting, but not limited to the following:

a. The forces of mastication (chewing). Thesedsiiffer from patient to patient. The forces meynuch greater in
one patient than in another. Also, the way thehteetlude (come together in chewing) may have fatebn the life of the
sealants.

b. The types of food or other substances thagpatran the mouth and chewed. Very sticky foods sacbome types of
gum; sticky candies such as caramels; some licgnay hard substances, etc; may cause looseniiglodgment.

c. Inadequate oral hygiene such as infrequembpraper brushing of the teeth also may allow leakagund and under
the sealant causing it to loosen and allow decalete@lop.

3. Entire tooth is not protected with sealants:Sealants are applied primarily to the pits andifiss that are in the chewing
surfaces of the teeth. These pits and fissuresxremely susceptible to decay and can be protétedgh the application
of sealants which flow into and seal those areasvad¥er, sealants do not protect the areas betwedeeth, so thorough
brushing and the use of dental floss in these ase@scessary. Otherwise decay could develop isetlaneas uncovered by
the sealants.

4, | understand that it is my responsibility to notify this office should any undue or unexpected probias occur
or if any problems relating to the treatment rendeed are experienced. Routine examinations by the dist
are recommended to allow ongoing assessment of thealants placed.

INFORMED CONSENT: | have been given the opportutitask questions regarding the nature and purplosealants and have
received answers to my satisfaction. | do voluhtassume any and all possible risks, includingritie of substantial harm, if any,
which may be associated with any phase of thidgrtreat in hopes of achieving the desired resultsifttoe treatment rendered. The
fee(s) for these services have been explained tandé accept them as satisfactory. By signingftimis, | am freely giving my
consent to authorize Dr. and/or all associates involved in rendering the
services or treatment necessary to the existintatleandition, including the administration andfwescribing of any anesthetic agents
and/or medications.

Patient's name (please print) Signature of legfalesentative Date

Witness to Signature

(Rev. 10/00)



INFORMATIONAL PURPOSES ONLY

ROOT CANAL RETREATMENT

| UNDERSTAND THAT ROOT CANAL RETREATMENT includes p ossible inherent risks such as, but not limited tthe
following, including the understanding that no promises or guarantees of successful results have beeade.

8. A tooth which has had root canal treatment previouly may possibly become excessively tender or pairifsbme time
following the initial root canal treatment for vauds reasons. Should this occur the tooth may re@uiditional procedures,
including retreatment, apical surgery, or extractio

9. Should anesthesia be necessary there is a paysifiiumbness occurring in the tongue, lips, tegtivs and/or facial tissues
resulting from either the anesthetic administratotreatment procedures. Numbness is usually tesmpbut may be
permanent.

10. Extensive complicated treatment may be necessaWhen retreatment is necessary, the removal ofrina@qus root canal

filling material may involve difficulties such asiip chamber or root perforation, root fractureptiter complications. This
may possibly necessitate referral to a specialistay even require extraction of the tooth.

11. Instrument separation may occur.Because of the small diameter and fragility of rcamtal instruments, there is a
possibility of an instrument separating. Many tirties separated part of the instrument can be redhoveven retained
without causing problems. No matter how carefullstiuments are manipulated the possibility of safam exists.

12. A previously root canal treated tooth may subsequely become infected Should this occur, it may be difficult to control
the infection with retreatment only of the root ahand/or administration of antibiotics. The toathy require a procedure
called an apicoectomy that entails surgical remo¥#the end of the root and placement of fillingteral. In most instances,
this treatment will take care of the problem. Hoem\at times this procedure may not produce theetbsesult and
preservation of the tooth.

13. A retreated tooth may become brittle.Because of the loss of vital tissue in the pulancher and root canal, a tooth may
become excessively brittle and break (fracture}tirAés, this could occur subsequent to retreatnhersiuch cases, the tooth
may be preserved with a crown buildup and a crawmestore the tooth unless the fracture is toorsemetoo extensive.
Should the fracture be too extensive for a crowiidbp or extend below the level of supporting bate, tooth may need
extraction.

14. Should extraction be required,replacement could be made with some type of presttseich as a fixed bridge, a removable
bridge, or an implant.

15. Alternatives to root canal retreatment.Should it be determined to not retreat a tooth ipresly treated with a root canal
procedure, alternatives such as extraction follotmeéixed or removable bridgework, or implants niegyconsidered.

16. Medications. Should infection and/or pain be present, it maypéeessary to prescribe medication. Drugs prescringest be
taken strictly according to instructions. Patiemtsoral contraception must be aware that antitsatiay render these
contraceptives ineffective. Other methods of cargpdion should be utilized during the treatmentqakif antibiotics are
used.

17. TREATMENT MUST BE COMPLETED. It is absolutely necessary to complete the ronakeetreatment procedure once
it is begun, otherwise serious problems may devdtap the patient's responsibility to scheduld &eep the necessary
appointments and also to notify this office shauténticipated problems occur concerning the treatrddso, the patient
must diligently follow all preoperative and postogiéve instructions and keep all scheduled appants

INFORMED CONSENT: | have been given the opportunity to ask any gmestregarding the nature and purpose of root canal
retreatment and have received answers to my sdt@fal have been given the option of seeking ttgatment from a specialist. | do
voluntarily assume any and all possible risks iditlg, but not limited to, those listed above, inthg risk of substantial harm, if any,
which may be associated with any phase of thidgrtreat in hopes of obtaining the desired potenéalits, which may or may not be
achieved. No promises or guarantees have beentmadle concerning the results. The fee(s) for thigsise have been explained to
me and are satisfactory. By signing this documeauty freely giving my consent to allow and autherir.

and/or his/her associates or agents to rendetreaynent necessary and/or advisable to my deataliton(s), including
prescribing and administering any and all anesthethd/or medications.

Patient's Name (please print) Signature of pgtiegal guardian, or Date
authorized representative

Tooth No.(s)

Witness signature Date



INFORMATIONAL PURPOSES ONLY

CROWN AND BRIDGE PROSTHETICS

| UNDERSTAND that treatment of dental conditions requiring CROWNS and/or FIXED BRIDGEWORK includes certain
risks and possible unsuccessful results, with eveime possibility of failure. | agree to assume thosesks, possible unsuccessful
results and/or failure associated with, but not linted to the following: (Even though care and diligace is exercised in the
treatment of conditions requiring crowns and bridgevork and fabrication of same, there are no promisesr guarantees of
anticipated results or the longevity of the treatmat).

14.

Reduction of tooth structure: In order to replace decayed or otherwise traumatized teestmiécessary to modify the
existing tooth or teeth so that crowns (caps) aroiidlges may be placed upon them. Tooth preparatith be done as
conservatively as practical. In preparation oftigahesthetics are usually needed. At times theseba swelling, jaw muscle
tenderness or even a resultant numbness of thadohigs, teeth, jaws and/or facial tissues whechsually temporary, or,
rarely, permanent.

Sensitivity of teeth: Often, after the preparation of teeth for the pgiom of either crowns or bridges, the teeth malyiteik
sensitivity. It may be mild to severe. This sengitimay last only for a short period of time oryrast for much longer
periods. If it is persistent, notify us inasmucHtas sensitivity may be from some other source.

Crowned or bridge abutment teeth may require root @nal treatment: Teeth after being crowned may develop a
condition known as pulpitis or pulpal degeneratidhe tooth or teeth may have been traumatized &oraccident, deep
decay, extensive preparation, or other causesoftén necessary to do root canal treatmentsesetkeeth. If teeth remain
too sensitive for long periods of time followingoaming, root canal treatment may be necessaryednintly, the tooth
(teeth) may abscess or otherwise not heal whichme@yire root canal treatment, root surgery, osjiodg extraction.

Breakage: Crowns and bridges may possibly chip or break. ywantors could contribute to this situation sustchewing
excessively hard materials, changes in biting rtmumatic blows to the mouth, etc. Unobservaldeks may develop in
crowns from these causes, but the crowns/bridggsnmizactually break until chewing soft foods osgibly for no apparent
reason. Breakage or chipping seldom occurs duefextive materials or construction unless it ocamsn after placement.

Uncomfortable or strange feeling:This may occur because of the differences betwagrral teeth and the artificial
replacements. Most patients usually become accestamthis feeling in time. In limited situatiomauscle soreness or
tenderness of the jaw joints (TMJ) may persistifidieterminable periods of time following placemehthe prosthesis.

Esthetics or appearancePatients will be given the opportunity to obsettwe appearance of crowns or bridges in place
prior to final cementation. When satisfactory, tiaist is acknowledged by an entry into the pat&enkart initialed by patient.

Longevity of crowns and bridges:There are many variables that determimaw long crowns and bridges can be expected
to last. Among these are some of the factors meation preceding paragraphs. Additionally, genkeallth, good oral
hygiene, regular dental checkups, diet, etc., f@etdongevity. Because of this, no guaranteestmmmade or assumed to be
made.

It is a patient’s responsibility to seek attentiorfrom the dentist should any undue or unexpected ptadems occur. The
patient must diligently follow any and all instructions, including the scheduling and attending all apointments.
Failure to keep the cementation appointment can rest in ultimate failure of the crown/bridge to fit properly and an
additional fee may be assessed.

INFORMED CONSENT: | have been given the opportunity to ask any qaastregarding the nature and purpose of crown and/o
bridge treatment and have received answers to tigfagaion. | voluntarily assume any and all poksitisks including those as listed
above and including risk of substantial harm, if,amhich may be associated with any phase of teatment in hopes of obtaining the
desired results, which may or may not be achieMedguarantees or promises have been made to meroamg the results. The fee(s)
for service have been explained to me and ardagettisy. By signing this document, | am freely gigimy consent to allow and

authorize Dr, and/or his /her associates to render any treatnem@ssary and/or advisable to
my dental conditions including the prescribing aalninistering any medications and/or anesthetiesngel necessary to my
treatment.

Patient’s name (please print) Signature of pgtiegal guardian Date

Tooth No.(s)

or authorized representative

Witness to signature Date
(Rev. 12/9/96)



INFORMATIONAL PURPOSES ONLY

FULL ARTIFICIAL DENTURES AND PARTIAL DENTURES

| UNDERSTAND that REMOVABLE PROSTHETIC APPLIANCES ( PARTIAL DENTURES and FULL ARTIFICIAL
DENTURES) include risks and possible failures ass@ted with such dental treatment. | agree to assumnose risks and
possible failures associated with but not limitedd the following: (Even though the utmost care anditigence is exercised in
preparation for and fabrication of prosthetic appliances, there is the possibility of failure with paents not adapting to them)

1. Failure of full dentures: There are many variables which may contributédi® possibility such as: (1) gum tissues which
cannot bear the pressures placed upon them regintexcessive tenderness and sore spots; (2)id@es which may not
provide adequate support and/or retention; (3) mlagare in the tongue, floor of the mouth, cheelts,, which may not
adapt to and be able to accommodate the artifigipliances; (4) excessive gagging reflexes; (5¢&siwe saliva or
excessive dryness of mouth; (6) general psychadbgied/or physical problems interfering with sueces

2. Failure of partial dentures: Many variables may contribute to unsuccessfuizittigy of partial dentures (removable bridges).
The variables may include those problems relatddilare of full dentures, in addition to: (1) nealiteeth to which partial
dentures are anchored (called abutment teeth) megniie tender, sore, and/or mobile; (2) abutmett may decay or erode
around the clasps or attachments; (3) tissues stipgpehe abutment teeth may fail.

3. Breakage: Due to the types of materials which are necessatye construction of these appliances, breakaayeauncur
even though the materials used were not defedtaetors which may contribute to breakage are: lfgiwing on foods or
objects which are excessively hard; (2) gum tisdfuekage which causes excessive pressures toebeéxinevenly on the
dentures; (3) cracks which may be unnoticeablevaridh occurred previously from causes such as thusgioned in (1)
and (2); or the dentures having been dropped oadathpreviously. The above may also cause extedsivieire tooth wear
or chipping.

4, Loose dentures:Full dentures normally become looser when theegechanges in the supporting gum tissues. Dentures
themselves do not change unless subjected to extneat or dryness. When dentures becdause, relining the dentures
may be necessary. Normally, it is necessary togehor relining dentures. Partial dentures becayoed for the listed
reasons in addition to clasps or other attachmeotening. Sometimes dentures feel loose for athesons (See paragraph
1).

5. Allergies to denture materials:Infrequently, the oral tissues may exhibit allergyenptoms to the materials used in
construction of either partial dentures or full tlegas over which we have no control.

6. Failure of supporting teeth and/or soft tissuesNatural teeth supporting partials may fail duelécay; excessive trauma;
gum tissue or bony tissue problems. This may néags®xtraction. The supporting soft tissues nadlydfue to many
problems including poor dental or general health.

7. It is the patient’s responsibility to seek attentiom when problems occur and do not lessen in a reasainie amount of
time; also, to be examined regularly to evaluate #ndentures, condition of the gums, and the patierst’oral health.

INFORMED CONSENT: | have been given the opportunity to ask any goestegarding the nature and purpose of artificial
dentures and have received answers to my satsfiadttio voluntarily assume any and all possiblebfgms and risks, including risk
of substantial harm, if any, which may be assodiaiih any phase of this treatment in hopes ofiobtg the desired potential results,
which may or may not be achieved. No guarantegsanises have been made to me concerning thegesidting to my ability to
utilize artificial dentures successfully nor toitiengevity. The fee(s) for this service have begplained to me and are satisfactory.
By signing this form, | freely give my consent ttoa and authorize Dr. to render the
dental treatment necessary or advisable to my beoralition(s), including administering and prebang all anesthetics and/or
medications.

Patient’'s name (please print) Signature of patiegal guardian Date
or authorized representative

Witness to signature Date

(Rev. 1/1/96)



INFORMATIONAL PURPOSES ONLY

PERIODONTAL SURGERY

| UNDERSTAND that PERIODONTAL PROCEDURES (treatment involving the gum tissues and other tissues
supporting the teeth) include risks and possible un successful results from such treatment. Even though the
utmost care and diligence is exercised in the treat  ment of periodontal disease and associated conditio ns, there
are no promises or guarantees as to anticipated res  ults. | agree to assume those risks and possible

unsuccessful results associated with, but not limit ed to the followings :

1. Response to treatment: Because of many variables within each patient’s physiological make-up, it is impossible to precisely
determine whether or not the healing process, in which tissue response is a vital element, will achieve the results desired by
both the treating dentist and the patient. Should the desired results not be achieved, extractions may be required.

2. Postoperative patient responsibility for care: With the types of treatment required in correcting periodontal problems, it is
mandatory that the patient exercise extreme diligence in performing the home care required after treatment as instructed by
the treating dentist. Without the necessary follow-up care by the patient, the probability of unsatisfactory results is greatly
increased.

3. Pain and soreness: Periodontal surgery is often followed by substantial pain and soreness in the gums and bony tissues.
This must be expected and instructions will be given as to the methods of controlling the problems of pain and soreness.

4. Bleeding, bruising, and swelling:  Following periodontal surgery, there are occasions when relatively profuse bleeding may
occur. Instructions as to how this may be controlled will be given to you. Some bruising and/or swelling of the intraoral and
facial tissues may occur. If extreme, it is your responsibility to contact this office.

5. Infection: On occasion, postoperative infection(s) may occur. This may range from mild to severe in nature. Should you have
any concerns relating to this potential problem, this office should be contacted as soon as possible.

6. Reaction to medications or anesthetics:  Allergic reactions may exhibit themselves which may be mild to very severe in
nature relative to medications, materials, and/or anesthetics. It is the responsibility of the patient to fully inform the treating
dentist of any past allergic reactions.

7. Injury to the nerves: Surgical procedures or anesthetic administration may possibly result in injury to the nerves of the lips,
jaws, teeth, tongue, other oral or facial tissues. Numbness could occur which usually is temporary, but rarely, may be
permanent.

8. It is the patient’s responsibility to seek attention should any undue circumstances occur postoperatively and the patient shall

diligently follow any preoperative and postoperative instructions received from the dentist and staff, including the scheduling
and attending of each and every appointment.

INFORMED CONSENT: | have been given the opportunity to ask any questions regarding the nature and purpose of periodontal
treatment and have received answers to my satisfaction. | do voluntarily assume any and all possible risks, including the risk of
substantial harm, if any, which may be associated with may phase of this treatment in hopes of obtaining the desired results, which
may or may not be achieved. No promises or guarantees have been made to me concerning my recovery and results of the treatment.
The fee(s) for this service have been explained to me and are satisfactory. By signing this document, | am freely giving my consent to
allow and authorize Dr. and/or his/her associates to render any treatment necessary or
advisable to my dental condition, including administering and prescribing any and all anesthetics and/or medications.

Patient’s name (please print) Signature of patient, legal guardian Date
or authorized representative

Witness to signature Date

(Rev. 10/29/97)



INFORMATIONAL PURPOSES ONLY

PERIODONTAL PROCEDURES
SCALING AND ROOT PLANING

| UNDERSTAND that PERIODONTAL PROCEDURES (treatment involving the gum tissues and other tissues
supporting the teeth) include risks and possible un successful results from such treatment. Even though the
utmost care and diligence is exercised in the treat  ment of periodontal disease and associated conditio ns through
scaling and root planing and related procedures, th ere are no promises or guarantees as to anticipated results. |
agree to assume those risks and possible unsuccessf ul results associated with, but not limited to, the following:

1. Response to treatment: Because of many variables within each patient’s physiological make-up, it is impossible to precisely
determine whether or not the healing process, in which tissue response is a vital element, will achieve the results desired by
both Dr. and the patient. Should the desired results not be attained, extractions may be
required.

2. Postoperative patient responsibility for care: With the types of treatment required in correcting periodontal problems, it is

mandatory that the patient exercise extreme diligence in performing the home care required after treatment, as instructed by
the treating dentist. Without the necessary follow-up care by the patient, the probability of unsatisfactory results is greatly

increased.

3. Pain, soreness and sensitivity:  There may be post-operative discomfort which may be transitory or permanent, related to
hot and cold stimuli, contact with teeth, and sweet and sour foods. The gums will also be sore immediately following
treatment.

4. Bleeding during or after treatment: ~ Laceration or tearing of the gums may occur which might require suturing. The gums

may bleed as well during or after treatment.

5. Recession of the gums after treatment:  After healing occurs, there may be gum recession which exposes the margin or
edge of crowns or fillings, increases sensitivity of teeth, creates esthetic or cosmetic changes in front teeth which results in
longer teeth and wider interproximal spaces visible as a black triangle. These wider interproxirnal spaces are more likely to
trap food.

6. Broken curettes, scalers or other instruments, and post-treatment infection: It may be necessary to retrieve broken
instruments surgically. Post treatment infection may also result from calculus being lodged in the tissue which may also
require surgical intervention.

7. Increased mobility (looseness) of the teeth during the healing period.

8. Noise and water spray: Ultrasonic instrumentation is noisy and the water used may cause cold sensitivity during treatment
on unanesthetized teeth not in the treatment field.

9. Post-treatment complications:  Cracking or stretching of the lips/corners of the mouth during treatment is possible. There is
the possibility that additional surgical treatment may be necessary after root planing.

10. Sequela of local drug delivery:  If tetracycline fiber is used, there may be premature loss of the fibers necessitating a return
visit to the dental office for replacement. There may be soreness or pain in the treated areas. The patient will be aware of the adhesive
sealer, which often has granular surface. The sealer has an opaque or milky appearance and may be visible. There will be a need for a
post-op visit to remove the fibers seven to ten days after placement. There may be an adverse reaction to the antibiotic in the fiber
whether a re-existing, known allergy exists or not.

INFORMED CONSENT: | have been given the opportunity to ask any questions regarding the nature and purpose of periodontal
treatment and have received answers to my satisfaction. | 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. No promises or guarantees have been made to me concerning my recovery and results of the treatment.
The fee(s) for this service have been explained to me and are satisfactory. By signing this form, | am freely giving my consent to allow
and authorize Dr. and/or his/her associates to render any treatment necessary or advisable to my
dental conditions, including any and all anesthetics and/or medications.

Patient’s name (please print) Signature of patient, legal guardian Date
or authorized representative

Witness to signature Date
(Rev. 10/29/97)



INFORMATIONAL PURPOSES ONLY

TEMPOROMANDIBULAR JOINT THERAPY (TMJ)

| UNDERSTAND that treatment of dental conditions pe  rtaining to the TEMPOROMANDIBULAR JOINT includes
certain risks and potential unsuccessful results. T here exists the possibility that the TMJ problem ma  y become
worse through treatment. The treatment of TMJ probl  ems is perhaps the most difficult procedure in dent istry in
which to predict possible outcome. Even though grea t care and diligence will be exercised in this trea  tment, it is
impossible to make any promises or guarantees for d esired results nor can they be expected.

1. Depending upon the severity of the condition, treatment rendered may vary greatly. Discretion as to the method of
treatment must be given to the treating dentist. There is no single right or wrong method of treatment. Engaging the help of a
specialist or specialists may become necessary.

2. TMJ dysfunction is exhibited through many symptoms such as: pain and tightness in the jaw, head and neck; ringing
and/or aching in the ears; headaches; clicking; restricted jaw movement; etc. Problems result from: dysfunction of jaw
muscles ant joints; traumatic injuries such as a blow to the jaw; teeth missing or misaligned; clenching or grinding of teeth;
emotional stress; etc. Treatment may be simple such as leveling the bite through spot grinding of the teeth. This treatment
could cause tooth sensitivity to develop which then may require additional dental procedures to be performed.

3. Comprehensive diagnostic evaluation,  which may include x-rays, encephalographs, tomographs, study models,
periodontal probing, and clinical charting, is essential to aid in the mode of treatment which is to be followed.

4, Splints/bite planes may be necessary in order to attempt to accomplish a desired result. These are usually fabricated from
plastic materials and are worn by the patient for various periods of time as prescribed by the treating dentist. The purpose of
this type of appliance is to attempt to position the patient’s jaws into a comfortable position. if and when such a position is
able to be determined, a mode of treatment may then be pursued. This may include crowns, bridges, inlays, onlays, or other
prostheses. It may be necessary to recommend orthodontic and/or surgical treatment. It is important to follow all instructions
related to splint therapy and to be examined regularly. Unsupervised wearing of a splint may cause shifting of the teeth.

5. Discomfort and/or pain  may be experienced in various degrees as treatment progresses in the attempt to achieve a
successful and satisfactory result. Pain or discomfort may range from oral muscle soreness to a numbness of the lips, jaws,
tongue, teeth, and/or facial tissues, which humbness is usually temporary, but, rarely, may be permanent.

6. Engaging the assistance of a specialist may be nece  ssary in diagnosis and/or treatment.  In order to treat patients with
TMJ problems as thoroughly as possible, it may be necessary to engage orthodontists, prosthodontists, periodontists, oral
surgeons, endodontists, dentists limiting their practice to TMJ therapy, psychiatrists, psychologists, etc., in the attempt to
achieve desired results. This may not become apparent until some time later in the course of treatment. In most cases
involving other professional help, this will necessitate additional expense during the course of treatment.

7. It is the patient ’s responsibility to immediately seek attention shou Id any undue or unexpected problems occur and
to immediately notify this office if treatment cann ot be continued in a timely manner or if any appoin tment cannot be
attended. Absolute patient cooperation is necessary and mandatory during treatment.

INFORMED CONSENT: | have been given the opportunity to ask any questions regarding the nature and purpose of
Temporomandibular Joint (TMJ) treatment and have received answers to my satisfaction. | 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. No guarantees or promises have been made to me concerning the results. The
fee(s) for this service have been explained to me and are satisfactory. By signing this document, | 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 condition(s) including prescribing and administering any or all anesthetics and/or medications.

Patient’s name (please print) Signature of patient, legal guardian Date
or authorized representative

Witness to signature Date

(Rev. 1/1/96)



INFORMATIONAL PURPOSES ONLY
ORTHODONTIC TREATMENT

| UNDERSTAND that treatment of dental conditions pe rtaining to ORTHODONTIC TREATMENT (straightening or
repositioning of teeth) includes certain risks and potential unsuccessful results. Even though great ¢ are and diligence
will be used in treatment, no promises or guarantee s for desired results can be made nor expected.

1. Complete cooperation of the patient is essential . Once treatment is begun, each appointment must be attended as scheduled.
Each delayed or missed appointment will prolong the time necessary to complete treatment (which can never be precisely
determined) and may create problems making it impossible to achieve the desired results.

2. Instructions must be diligently followed. There will be instructions given concerning special oral hygiene measures which must
be followed. Also, as treatment progresses, certain adjunctive appliances may be necessary. Instructions will be given as to their
care ant use which must also be followed exactly. Informational and instructional literature will be given. It is the responsibility of
the patient to thoroughly study and understand this material.

3. Decalcification (permanent markings on the teeth), decay, and/or gum disease can occur if teeth are not brushed properly ant
thoroughly during the treatment period. Sweets and between meal snacks must be eliminated, If desired results are to be
achieved, this is absolutely necessary. Continuing checkups and dental care from the patient’s general dentist during the course
of treatment is essential.

4. Teeth may become non-vital. This is always a possibility, with or without orthodontic treatment. Trauma from a blow, deep fillings,
etc. may cause the nerve tissue in a tooth to die. This can happen over a long period of time. Even though this problem may exist,
it may be undetectable at the beginning of orthodontic treatment, but through tooth movement it may exhibit itself. Root canal
treatment may then become necessary in order to preserve the tooth or teeth.

5. Root resorption is a condition where roots may become shortened during treatment. Under healthy conditions, this is no serious
disadvantage. However, if gum disease occurs in later life, the longevity of the teeth could be compromised. Other conditions can
cause root resorption such as: trauma, cuts, impaction, endocrine disorders, or idiopathic (unknown) reasons.

6. Temporomandibular Joint (TMJ) dysfunction can occur before, during or after orthodontic treatment. Many times the TMJ, even
though the damage had begun long before the orthodontic treatment, because of the subtle changes in the bite through treatment,
symptoms of this damage such as clicking, popping, crackling, pain, headaches, etc., may then become evident. Even though
there were no apparent symptoms previously, these may begin to exhibit themselves during treatment. Should such symptoms
occur, it may be necessary for the patient to be referred to a TMJ specialist.

7. Shifting of teeth might occur after braces are removed. For this reason, retainers are constructed which must be diligently worn
for a period of time which will vary between patients. Retainers are made of materials that are subject to breakage no matter how
well constructed. Retainers must be handled and used carefully. Repair charges may be made. Instructions will be given
concerning these appliances.

8. I recognize that it is my responsibility to follow instructions completely and seek attention in a tim ely manner should any
unexpected problems occur by informing this office immediately. | must explicitly follow any instructi ons, either written or oral,
which have been given to me relating to this orthod ontic treatment.

INFORMED CONSENT: | have been given the opportunity to ask any questions regarding the nature and purpose of
orthodontic treatment and have received answers to my satisfaction. | have been given the alternative of seeking care with an
orthodontic specialist. | do voluntarily assume any and all possible risks, including risk of substantial harm, if any, which may be
associated with any phase of this treatment in hopes of obtaining the desired potential results, which may or may not be
achieved. No guarantees or promises have been made to me concerning any results from treatment. The fee(s) for these
services have been explained to me and | accept them as satisfactory. By signing this form, | accept all terms and conditions
expressed within it and freely give my consent to authorize

Dr. and any and all associates necessary in rendering services that he/she deems
necessary or advisable for this subject orthodontic treatment.

Patient’s name (please print) Signature of patient, legal guardian Date
or authorized representative

Witness to signature Date
(Rev. 1/1/96)



INFORMATIONAL PURPOSES ONLY

Orthodontics

POTENTIAL RISKS AND LIMITATIONS
OF ORTHODONTIC TREATMENT

To our patients,

As a rule, excellent orthodontic results can bdeagd with informed and cooperative patients. Thius,following
information is routinely supplied to anyone consiidg orthodontic treatment in our office. Whileognizing the benefits of a
pleasing smile and healthy teeth, you should atésavare that orthodontic treatment, like any trestinof the body, has some
inherent risks and limitations. These are seldoough to contraindicate treatment but should beaidened in making the
decision to wear orthodontic appliances. Pleaskfifee to ask any questions about this at thegatrhent consultation.

Decalcification (permanent markings), decay, or giisease can occur if patients do not brush teethtproperly and
thoroughly during the treatment period. Excelleral hygiene and plaque removal is a must. Sugetbatween meal snacks
should be eliminated. Regular dental visits shdnganaintained.

Teeth have a tendency to rebound to their origioaltion after orthodontic treatment. This is edltelapse. Very
severe problems have a tendency to relapse amaagtecommon area for relapse is the lower frorihteafter removal of the
braces, retainers are placed to minimize relagaél cooperation in wearing these appliances ialvitWe will make our
correction to the highest standards and in somesoagercorrect in order to accommodate the rebtemdencies. When
retention is discontinued some relapse is stilkjibs.

A nonvital or dead tooth is a possibility. A todktat has been traumatized from a deep fillingrenex minor blow can
die over a long period of time with or without asttontic treatment. An undetected nonvital tootty ift@are up during
orthodontic movement, requiring endodontic (rogtatatreatment to maintain it. Under healthy cmsances the shortened
roots are no disadvantage. However, in the evegtof disease in later life the root resorption doelduce the longevity of
affected teeth. It should be noted that not alt resorption arises from orthodontic treatmentaufna, cuts, impaction,
endocrine disorders, or idiopathic reasons canalsse root resorption.

There is also a risk that problems may occur intémeporomandibular joints (TMJ). Although thisrése, it is a
possibility. Tooth alignment or bite correctiomdanprove tooth-related causes of TMJ pain butimatl cases. Tension
appears to play a role in the frequency and sevefrjoint pains.

Occasionally a person who has grown normally anavierage proportions may not continue to do sagrdfvth
becomes disproportionate, the jaw relation canffeeted and original treatment objectives may himvé compromised.
Skeletal growth disharmony is a biological prodasgond the orthodontistcontrol.

The total time for treatment can be delayed beymumdestimate. Lack of facial growth, poor elastiar, lack of
cooperation, broken appliances and missed appomsnage all important factors which could lengtieratment time and
affect the quality of the result.

So please, let make every effort to do it right. This takes pa@tion from everyone - the doctors, the staffiryo
family, and, most of all, the patient.

We are thanking you in advance for your cooperatiahis matter.

| have read and reviewed the above discussioneoptitential risks of orthodontic treatment. If tdiot understand any of the risks
described, | will discuss my questions with thetdoprior to beginning orthodontic treatment.

DATE SIGNATURE



INFORMATIONAL PURPOSES ONLY

POSTS AND RETENTION PINS

THE PURPOSE and NECESSITY for placing POSTS and/or RETENTION PINS in teeth occurs when there is so lit  tle
natural tooth structure remaining that with usual d ental treatment procedures it would not be possible to preserve the

tooth in either a vital or non-vital state. It then becomes necessary to place either pins or posts in to the remaining

tooth structure to form a substructure .onto which a large filling or crown may be placed torestorea  nd preserve the

tooth. This type of treatment may help avoid extrac  ting the remaining tooth structure together with it s roots and

possibly avert artificial replacement.

| UNDERSTAND that the placement of POSTS and/or RET ENTION PINS which are often necessary to be placed  when
there is inadequate tooth structure remaining to su pport restoration of a particular tooth or teeth ma y include
possible inherent risks such as but not limited to the following, including no promises or guarantees as to the desired

results which may or may not be achieved:

1. Root canal treatment: Even though the tooth is badly broken down, the nerve tissue may still be vital and it is best in most cases
to maintain the tooth in a vital state rather than remove the vital nerve tissue. Because of the lack of tooth structure, in many
cases, pins can be placed in the remaining tooth structure to support the restoration of the tooth. However, at times these pins
may impinge on the remaining nerve tissue and cause it to degenerate, requiring nerve removal and root canal treatment.

2. Crown or root fracture: At times, particularly when a tooth has been endodontically treated (having bad root canal treatment), the
remaining tooth or root structure may have become brittle due to undermined or reduced tooth structure. When inserting either
pins or posts necessary for retention of a large filling or crown, fracturing or splitting may occur, which in most cases will
necessitate extraction of the tooth, making replacement with a bridge or implant necessary.

3. Perforation: When posts or pins are inserted, there is the possibility of perforating a root of the tooth, or, in some cases, the pulp
chamber. Should this occur, it is possible in some cases to repair the perforation which may require being referred to a specialist.
However, if this is not possible it may be necessary to extract the tooth and replace it with a bridge or implant. if a bridge abutment
or crowned tooth requires post placement, the chance for perforation is increased due to obscured anatomy.

4. Numbness: There is the possibility of injury to the nerves of the face or tissues of the oral cavity during the administration of
anesthetics or during treatment procedures which may cause a numbness of lips, tongue, tissues of the mouth, and/or facial
tissues. This numbness is usually temporary, but, rarely, may be permanent.

5. Looseness or breakage: There may be the possibility of the pins or posts becoming loose or even breaking which could cause
the restoration to dislodge. This occurrence could be the result of chewing excessively hard materials, changes in biting forces,
traumatic blows to the mouth, etc. The dislodging of the restoration may have appeared to occur when chewing something soft, or
for no apparent reason, whereas the loosening or breaking of the pins or posts actually took place earlier for the above reasons.

6. Tenderness, soreness or sensitivity:  These are all possibilities when teeth are required to be treated with pins or posts. Should
any of these symptoms persist, it is necessary to contact this office for an examination.

7. | acknowledge that is my responsibility to seek att ention should any undue problems occur after treatm ent. | exit shall
diligently follow any preoperative and postoperativ e instructions given to me.

INFORMED CONSENT: | have been given the opportunity to ask any questions regarding the nature and purpose of placing pins and/or
posts in teeth and have received answers to my satisfaction. | 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. No guarantees or promises have been made to me concerning my recovery and results of the treatment to be
rendered to me. The fre(s) for this service have been explained to me and are satisfactory. By signing this form, | am freely giving my
consent to allow and authorize Dr. and! or any associates to render that treatment necessary or
advisable to my dental conditions, including the administration and/or prescribing of any and all anesthetics and/or medications.

Patient’s name (please print) Signature of patient, legal guardian Date
or authorized representative

Witness to signature Date
(Rev. 12/9/96)



INFORMATIONAL PURPOSES ONLY

l. V. SEDATION/ANESTHESIA

| UNDERSTAND that undergoing I.V. SEDATION/ANESTHESIA includes p  ossible inherent risks such as, but not
limited to the following:

1. Complications due to drugs and anesthesia, which include but are not limited to: tenderness, bruising, nausea,
vomiting, swelling, bleeding, infection, numbness, allergic reaction, stroke, and heart attack. Some of these
complications, although rare, may require hospitali zation and may even result in death.

2. Bruising or tenderness of the I.V. induction sit e may occur. Some sedative agents may cause a burning or itching

sensation in the wrist or arm during induction. Edema may be caused when excess |.V. sedation fluid enters
surrounding tissues and may take several days to resolve. Tenderness/edema can be treated with warm moist heat
applied to the site.

3. Need for limitation of food and drink. | understand that the patient must refrain from any food or drink after midnight
for a morning appointment. Prior to an afternoon appointment the patient is limited to a light breakfast no later than six
hours before treatment time and clear liquids up to three hours before treatment.

4. Changes in health are important, including fevers or cold. | am expected to convey this information to the dentist
prior to a planned appointment when 1.V. sedation/anesthesia are involved.

5. Aresponsible adult must accompany the patient at t he time of discharge, and | understand that the patient must
not drive a vehicle or take a bus or taxi after undergoing 1.V. sedation/anesthesia.

6. Women: Anesthetics, medications and drugs may be ha  rmful to an unborn child  and may cause birth defects or
spontaneous abortion, and | accept full responsibility for informing the dentist or attending anesthesiologist or
anesthetist of a suspected or confirmed pregnancy.

INFORMED CONSENT: | have been given the opportunity to ask any questions regarding the nature and purpose of L.V.
sedation/anesthesia and have received answers to my satisfaction. | do voluntarily assume any and all possible risks, including
the risk of substantial harm, if any, or even death which may be associated with any phase of receiving 1.V. sedation/anesthesia
in hopes of obtaining the desired results, which may or may not be achieved. No guarantees or promises have been made to
me concerning my recovery and results of the treatment to be rendered to me. The fee(s) for this service have been explained
to me and are satisfactory. By signing this form, | am freely giving my consent to allow and authorize
Dr. and/or his/her associates to reiider any treatment necessary or advisable to my dental
conditions, including any and all anesthetics and/or medications, for my own benefit or the benefit of my minor child or ward.

Patient’s name (please print) Signature of patient, legal guardian Date
or authorized representative

Witness to signature Date

(Rev. 8/27/96)
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SILVER AMALGAM RESTORATIONS

| UNDERSTAND that placing of SILVER AMALGAM FILLING S includes possible inherent risks. Furthermore, no
promises or guarantees of results can be made or sh  ould be expected.

These risks include, but are not limited to the following:

1.

Silver amalgam has been used for decades as a filling material for teeth and there are no proven scientific studies
accepted by the American Dental Association which supports the belief by some opponents to the material that there is
a possibility, although unproven, that silver amalgam may have an effect on the general health of a person due to its
mercury content. However, silver amalgam continues to be endorsed by the ADA as an acceptable filling material.

The teeth treated may remain sensitive or even poss ibly quite painful both during and after completion of
treatment. If the pain is severe or extreme sensitivity persists for an extended period of time, please call the office for
an examination.

Numbness: There may be a numbness in the tongue, lips , teeth, jaws, and/or facial tissues resulting from the
anesthetic administration or other treatment procedures. If this numbness persists for a period of time longer than 24
hours, please call the office.

Fracture or breakage: Should a tooth require a large amalgam filling because of the extent of the decay or for other
reasons, there is a possibility of the filling breaking or loosening. It may then be required to place a crown in order to
preserve the tooth. If the tooth structure retaining the filling breaks, it may also be necessary to crown the tooth in order
to preserve it.

Root canal or Extraction:  Should the decay have invaded the tooth to the extent that even after it has been filled, it
remains or becomes excessively painful, it may be necessary to either perform root canal treatment or possibly even
extract the tooth.

Fragility of Silver Amalgam:  Silver amalgam is quite fragile until it has completely solidified. If is necessary to avoid
chewing on recently placed amalgam fillings for approximately 24 hours.

Amalgam tattoos: Occasionally shavings generated by placement or carving of silver amalgam fillings may work their
way into the surrounding gum tissues and become lodged. Over an extended period of time gray spots or tattoos may
become visible within the mouth.

| understand that it is my responsibility to notify this office should any undue or unexpected problem s occur
or if | experience any problems relating to the tre  atment rendered or the services performed.

INFORMED CONSENT: | have been given the opportunity to ask any questions regarding the nature and purpose of silver
amalgam fillings and have received answers to my satisfaction. | do voluntarily assume any and all possible risks including, but
not limited to, those listed above, including risk of substantial harm, if any, which may be associated with any phase of this
treatment in hopes of obtaining the desired potential results, which may or may not be achieved. No promises of guarantees
have been made to me concerning the results. The fee(s) for this service have been explained to me and are satisfactory. By

signing this document, lam freely giving my consent to allow and authorize Dr.

and/or his/her associates or agents to render any treatment necessary and/or advisable to my dental conditions, including the
administration and/or prescribing of any medications.

Patient’s name (please print) Signature of patient, legal guardian Date

or authorized representative

Witness to signature Date
(Rev. 4/00)
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Patient Acknowledgment and Refusal of Periodontal T reatment

| have been advised by Dr. that | have an active periodontal infection in my mouth. My diagnosis,
recommended treatment and prognosis have been reviewed with me in detall. | realize that periodontal disease is an infection
of the gum tissue which destroys the bone support of my teeth. My refusal of periodontal treatment may lead to further bone
loss, eventual tooth loss and has been associated with other diseases such as heart disease, strokes and other general health
complications. | have had the opportunity to ask questions that were answered to my satisfaction.

With my signature, | DECLINE treatment and accept the consequences of my decision to decline periodontal treatment.
Patient Signature
Date

Witness
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Orthodontics

POTENTIAL RISKS AND LIMITATIONS
OF ORTHODONTIC TREATMENT

To our patients,

As a rule, excellent orthodontic results can bdeagd with informed and cooperative patients. Tios, following
information is routinely supplied to anyone consiidg orthodontic treatment in our office. Whileognizing the benefits of a
pleasing smile and healthy teeth, you should adsaviare that orthodontic treatment, like any trestinof the body, has some
inherent risks and limitations. These are seldobugh to contraindicate treatment but should beidened in making the
decision to wear orthodontic appliances. Pleaskfifee to ask any questions about this at thegaghent consultation.

Decalcification (permanent markings), decay, or glisease can occur if patients do not brush teeihtproperly and
thoroughly during the treatment period. Excellerai hygiene and plaque removal is a must. Sugatbatween meal snacks
should be eliminated. Regular dental visits shdnddnaintained.

Teeth have a tendency to rebound to their orignoaltion after orthodontic treatment. This is edlfelapse. Very
severe problems have a tendency to relapse amaastecommon area for relapse is the lower frorihteAfter removal of the
braces, retainers are placed to minimize relafpadl cooperation in wearing these appliances ialvitwe will make our
correction to the highest standards and in somesoagercorrect in order to accommodate the rebéemdencies. When
retention is discontinued some relapse is stilsjtbs.

A nonvital or dead tooth is a possibility. A todtfat has been traumatized from a deep fillingrenea minor blow can
die over a long period of time with or without asttontic treatment. An undetected nonvital tootty ifi@re up during
orthodontic movement, requiring endodontic (rogtatatreatment to maintain it. Under healthy cimsances the shortened
roots are no disadvantage. However, in the evegtiof disease in later life the root resorption doeduce the longevity of
affected teeth. It should be noted that not alt resorption arises from orthodontic treatmentaufna, cuts, impaction,
endocrine disorders, or idiopathic reasons canaisse root resorption.

There is also a risk that problems may occur intémeporomandibular joints (TMJ). Although thisrége, it is a
possibility. Tooth alignment or bite correctiomdanprove tooth-related causes of TMJ pain butimatl cases. Tension
appears to play a role in the frequency and sevefrjoint pains.

Occasionally a person who has grown normally anavierage proportions may not continue to do sagrdivth
becomes disproportionate, the jaw relation canffeeted and original treatment objectives may hiavé compromised.
Skeletal growth disharmony is a biological prodasgond the orthodontistcontrol.

The total time for treatment can be delayed beymundestimate. Lack of facial growth, poor elastiar, lack of
cooperation, broken appliances and missed appoingnage all important factors which could lengtlreatment time and
affect the quality of the result.

So please, let make every effort to do it right. This takes me@tion from everyone - the doctors, the stafiryo
family, and, most of all, the patient.

We are thanking you in advance for your cooperatiahis matter.

I have read and reviewed the above discussioregidkential risks of orthodontic treatment. Ifd diot understand any
of the risks described, | will discuss my questiwith the doctor prior to beginning orthodonticatment.

DATE SIGNATURE
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CONSENT FOR ORAL SURGERY

Patient Name: Date:

Proposed Operation:

This is my consent to the oral and maxillofacialggwy. | agree to the use of: (check one)
local anesthesia intravenolisad
inhalation sedation ambulatengal anesthesia

There are possible complications of the surgemygsirand anesthesia. The more common complicadi@ns
pain, infection, swelling, bleeding, or discoloaati There can also be pain or inflammation fropadtion into

a vein. There is a possibility of injury to orfBtess of the facial muscles or the jaw. Therals® the

possibility of injury to adjacent teeth, restorasoor other tissues, referred pain to the eak oebead, nausea,
vomiting, allergic reactions, bone fractures, asthged healing. Sinus complications may also oagduch
might include an opening into the sinus from theuthawvith the removal of upper teeth. Temporary or
permanent numbness of the lip or tongue may oatlowiing removal of lower teeth associated withsihe
nerves.

Medications have the potential to cause drowsiaagddack of awareness and coordination which can be
increased by the use of alcohol and other druggrde not to operate any motor vehicle or hazardou
machinery for a 24-hour period following the usermfavenous sedation. In addition, | understdorad pain
medication may also cause drowsiness, lack of awass and problems of coordination.

| understand | will receive appropriate post-opggeainstructions and will be given an appointmeatiedto
return for observation. There is no warranty cargntee as to any result and/or cure. | undergtatd can
ask any questions regarding the procedure incluglidgtailed explanation of the complications.

Date (Signature of patient or person with autigdd consent for patient)

Date (Witness)



WAIVER AND CONSENT

l, the undersigned, do hereby authorize and conedhetuse of certain
photographs/x-rays of me taken by . | hereby grant them permission to reproduce, ipapbrint, use and
distribute copies of such photographs/x-rays eithan official medical publication or in the foraf prints, slides or film for use in
connection with articles and lectures dealing vatlv or dental disorders. | specifically waive argim for invasion of my personal
privacy, which might accrue to me on account ofuke of such pictures without my express conseeaah instance.

NO FULL-FACE OR IDENTIFYING PHOTOS WILL BEUSED WIT HOUT YOUR EXPRESSED WRITTEN CONSENT FOR
EACH ONE.

Polaroid photography taken during treatment ard bgeur laboratories for cosmetic purposes fofdbeication of your crowns, bridges
or dentures and are a part of your permanent deettatd.

Patients Signature and/or Guardian

Patients Address

Date

Please initial one of the following, after carejultading and understanding:
| do notconsent to the use of slides or photography ferimslental education or publications.
| do consent to the use of slides or photographs felirugental education or publications.

| do consent to the use of slides or photography EXC&R-face or identifying views.
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CONSENT FOR DENTAL/ORAL SURGICAL TREATMENT IN PATIE NTS WHO HAVE RECEIVED
BISPHOSPHONATE DRUGS

Patient Name: Patient Chart #:

Today s Date:

Please initial each paragraph after reading. Iflyawe any questions, please ask your doctor BEF@QR&ing.

Having been treated previously with bisphosphodatgs you should know that there is a risk of fataomplications associated with
dental treatment. Bisphosphonate drugs appeaversaly affect the ability of bone to break dowmamodel itself thereby reducing or
eliminating the ordinary excellent healing capadfybone. This risk is increased after surgeryeegly from extraction; implant
placement or othemvasive procedures that might cause even mild traumare bOsteonecrosis may result. This is a smoldeliong;
term, destructive process in the jawbone thattenofery difficult or impossible to eliminate.

Your medical/dental history is vemnportant. We must know the medications and dthgsyou have received or taken or are currently
receiving or taking. An accurate medical histongluding names of physicians is important.

1. Antibiotic therapy may be used to help conpossible post-operative infection. For some p&iesuch therapy may
cause allergic responses or have undesirable fet#sesuch as gastric discomfort, diarrhea, &létc.

2. Despite all precautions, there may be del&wgading, osteonecrosis, loss of bony and softéigsathologic fracture of
the jaw, oral-cutaneous fistula, or other significeomplications.

3. If osteonecrosis should occur, treatment neagrblonged and difficult, involving ongoing intévestherapy including
hospitalization, long-term antibiotics, and debnigmt to remove non-vital bone. Reconstructive syrgeay be
required, including bone grafting, metal plates aagws, and/or skin flaps and grafts.

4, Even if there are no immediate complicatiorsf the proposed dental treatment, the area isyalwabject to
spontaneous breakdown and infection. Even miniraahta from a toothbrush, chewing hard food, orutergores may
trigger a complication.

5. Long-term post-operative monitoring may beuregd and cooperation in keeping scheduled appe@intsis important.
Regular and frequent dental checkups with yourisieaite important to monitor and attempt to prex@etkdown in
your oral health.

6. | have read the above paragraphs and undditapossible risks of undergoing my plannedineat. | understand and
agree to the following treatment plan :

7. | understand the importance of my health hyséad affirm that | have given any and all infotioa that may impact my
care. | understand that failure to give true heaitbrmation may adversely affect my care and leadinwanted
complications.

8. | realize that, despite all precautions thay fme taken to avoid complications; there can bguamantee as to the result
of the proposed treatment.

| certify that | speak, read, and write English,l@ve used a translator to explain all of the jprevinformation to me and | understand all
of the information translated to me. | give my pession and consent to the procedure(s) proposede had all of my questions answered
and all necessary information has been completdtlisfiorm prior to my initials or signature.

Patients (or Legal Guardiag) Signature Date

Doctors Signature Date

Witness Signature Date



INFORMATIONAL INFORMED CONSENT

TEMPORARY DENTURE AGREEMENT

l, , understamd agree to the following:
Temporary dentures(s) will be fitted shortly aftergery.
These temporary dentures(s) are meant to be used to the 2-3 month healing period.

The aesthetics (appearance), bit, fit, and funci@n and will be approximations of what is possiiolr a long-
term denture(s), and | accept these limitations.

Two chair-side liners and two adjustments of tmegerary denture(s) are included. However, any tiegeor
remaking of the temporary denture(s), for whateeason, will result in additional charges.

Patient Date



Informational Informed Consent

ROOT CANAL THERAPY

| UNDERSTAND that ROOT CANAL THERAPY includes possible inherent risks such as, but not limited to, thdollowing: ( |
understand that no promises or guarantees of residthave been made nor are implied)

1.

Thetreatedtoothmayremaintenderor evenquite painful for a period of time, both during and after contiple of
therapy. If pain is severe or swelling occurss iinperative to call our office immediately. Théselso a possibility to
numbness occurring and/or persisting in the tonljp®, teeth, jaws and/or facial tissues which meaya result of the
anesthetic administration or from treatment procesiut his numbness is usually temporary, but racelyld be permanent.

In someteeth,conventionatoot canaltherapymaynot be sufficient. If the canals are calcified, roots excessively
curved or inaccessible, inadvertent pulp chambeoat perforation may occur, requiring referrabtspecialist. If there is
infection in the bone surrounding the tooth healimay be prolonged and/or referral to a speciadistétreatment, extraction
or a surgical apicoectomy may become necessapnusual cases, hospitalization or 1.V. antibiotiesy be necessary to
treat an endodontic infection.

Root canaltreatedteethmustbe protectedDuring and after treatment, your tooth in mostanses, will have only a
temporary filling. Should this come out during dtea treatment, you must contact our office immégliato arrange for
replacement. Root canal treated teeth may becoittie land, due to undermined or reduced tooth stre¢ may be subject
to cracking or fracturing. Crowning or capping theated tooth is the best precautionary measunelfpavoid this from
occurring; this procedure should be performed as s@ possible after treatment.

Root canaltherapyis not alwayssuccessfulMany factors influence success: adequate gunmetisgachment and
bone support; oral hygiene; previous and presemtatieare; general health; trauma; pre-existingeteeted root fractures,
accessory or lateral canals; etc. It may be difficuplace filling material to the end of the tbqunderfill) or some filling
material may extrude from the tooth (overfill), whican, in some cases cause inflammation, nervagianesulting in
temporary or in rare cases, permanent numbnese dipt Surgery may be required to remove excdsgfimaterial or
residual infection. Even though a tooth may havgeaped to be successfully treated, there is althaypossibility of failure
making additional root surgery (apicoectomy) orastion necessary. If a bridge abutment or crowineth requires
endodontic therapy, the change for perforatiomtsa@ced due to obscured anatomy.

A crownabutmenbr crown(cap)maybe damagear destroyediuring rubber dam application, access preparation,
or other procedures as part of endodontic thef@pxcelain is particularly susceptible to fracturexacking, and an existing
porcelain crown may have to be remade, particulathe pre-existing crown is all-porcelain in dgsi

invisible and undetectable. Causes of root fracanectrauma, inadequately protected teeth, irgtatking of the coronal
portion of the tooth, pre-existing large fillings)proper bit, excessive wear, habitual grindingeafth, etc. Root fracture after
or prior to treatment usually necessitates exwacti

Therearealternativeto root canaltreatmentThese alternatives (though not of choice) includelo treatment;
extraction, extraction followed by bridge or partial denture placement; and/or extraction followed byimplant and
crown placement.

Becausef thefragility andsmalldiameterof root canalinstrumentsised in root canal treatment, there exists the
possibility of instrument separation (breakage)althihay or may not be detected at time of treatn#dtiiough it is often
possible to bypass or incorporate separated institgywithin the filling material, instrument sep#ra may result in the
need for retreatment, surgical retrieval or extoacof the tooth.




CONSENTTO PROCEED

| authorize Dr. and/or such agses or assistants as s’/he may designate to petfiose
procedures as may be deemed necessary or advisabéentain my dental health or the dental heafthny minor or other individual
for which | have responsibility, including arrangemh and/or administration of any sedative (inclgdhitrous oxide), analgesic,
therapeutic, and/or other pharmaceutical agent@)yding those related to restorative, palliatittesrapeutic or surgical treatments.

| understand that the administration of local ametst may cause an untoward reaction or side sffedtich may include, but are not
limited to bruising, hematoma, cardiac stimulatiomscle soreness, and temporary or rarely, pernhanenbness. | understand that
occasionally needles break and may require surggtaéval.

| understand that as part of the dental treatniecitjding preventive procedures such as cleaningsbasic dentistry, including
fillings of all types, teeth may remain sensitiveewen possibly quite painful both during and aftempletion of treatment. After
lengthy appointments, jaw muscles may also be @otender. Gums and surrounding tissues may alsemstive or painful during
and/or after treatment. Although rare, it is alsggble for the tongue, cheek or other oral tissodm inadvertently abraded or
lacerated (cut) during routine dental procedunesoime cases, sutures or additional treatment magduired.

| understand that as part of dental treatment ifeaiading, but not limited to crowns, small dentatruments, drill components, etc.
may be aspirated (inhaled into the respirator syst® swallowed. This unusual situation may reqaiseries of x-rays to be taken by
a physician or hospital and may, in rare casesiiredpronchoscopy or other procedures to ensueersafoval.

| do voluntarily assume any and all possible righsluding the risk of substantial and serious hafrany, which may be associated
with general preventive and operative treatmentgaares in hopes of obtaining the potential desiesdlts, which may or may not
be achieved, for my benefit or the benefit of myanichild or ward. | acknowledge that the naturé parpose of the foregoing
procedures have been explained to me if necesadri/taave been given the opportunity to ask questio

Patient Name

Signature; Date:
Patient, legal guardian or authorized agent tiepg

Witness; Date:
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ROOTCANAL RE-TREATMENT

| UNDERSTAND THAT ROOT CANAL RE-TREATMENT includepossible inherent risks
such as, but not limited to the following, includig the understanding that no promises or guaranteesf successful
results have been made.

1.

A re-treatedooth mayremaintenderor painful for a periodof time, both during and after completion of
therapy. If pain is severe or swelling occurss iimperative to call our office immediately. Thésalso the
possibility of numbness occurring and/or persistmthe tongue, lips, teeth, jaws and/or faciaues which may
be a result of the anesthetic administration anftieatment procedures. This numbness is usuatigdeary, but,
rarely, could become permanent.

Extensivecomplicationtreatmenmaybe necessarywhen re-treatment is necessary, the removal of the
previous root canal filling material may involvdfaiulties such as pulp chamber or root perforatimot fracture,
or other complications. This may possibly necessiteferral to a specialist or may even requireaetion of the
tooth.

Instrumentseparatiormayoccur.Because of the small diameter and fragility oftrmemal instruments,
there is a possibility of an instrument separatingreaking. Many times the separated part ofrisgument can
be removed or even retained within the tooth stimectvithout causing problems. No matter how cahgful
instruments are manipulated the possibility of seji@ns exists.

Rootcanalre-treatments not alwayssuccessfulMany factors influence success: degree of residual
infection; adequate gum tissue attachments and umeort; oral hygiene; previous and present deata;
general health; trauma; pre-existing undetectetfraotures; accessory or lateral canals; etcaly be difficult to
place filling material to the end of the tooth (enfil) or some filling material may extrude frorhe tooth
(overfill), which can, in some cases cause inflatiwna nerve damage resulting in temporary, or e ases,
permanent numbness of the lip. Surgery may be redjto remove excess filling material. Even thoaghoth
may have appeared to be successfully retreate ithalways the possibility of failure making ailshial re-
treatment, additional root surgery (apicoectomygxiraction necessary. If a bridge abutment or nemivtooth
requires endodontic re-treatment, the chance fdoration is enhanced due to obscured anatomy.ritdre
difficult to achieve success following re-treatmérdn after initial treatment.

A previouslytreatedtooth maysubsequentipecomenfected.Should this occur, it may be difficult to
control the infection with re-treatment only of teot canal and/or administration of antibiotichkeTtooth may
require a procedure called an apicoectomy thaflemtargical removal of the end of the root andcptaent of
filling material. In most instances, this treatmeiilt take care of the problem. However, at timeis {procedure
may not produce the desired result and preservafitime tooth may not be possible. Infections cametimes be
hard to control and hospitalization may become s&ag.

A crownabutmenbr crown (cap)maybe damageadr destroyedluring rubber dam application, access
preparation, or other procedures as part of endadittrerapy. Porcelain is particularly susceptiioldéracture or
cracking, and an existing porcelain crown may havee remade, particularly if the pre-existing cno all-
porcelain in design. If no cap is in place, afteatment the tooth will remain brittle and will me® be preserved
with a crown build-up and crown to prevent fractlogs.




INFORMATIONAL INFORMED CONSENT
Final Approval for Denture Construction
| accept the placement, arrangement, size and obtbe denture teeth.
| accept the occlusion (bite).

| understand that the processing (conversion fr@x o acrylic) of my dentures will result in a lestfit
than that experienced with the wax try-in dentures.

| am aware that my initial speech and eating expegs will be different and will feel and functioormally
as my mouth and tongue adjusts to the new dentures.

| also understand that unpredictable gum contautfoa levels can change in the future for whichethmeay
be no remedy.

| accept that there can be no changes to the dsnéditer today without additional expense to me.

| acknowledge that my follow-up care includes ada@-adjustment period with 3 free adjustmentsimot
exceed 30 minutes each.

Signature;

Witness:

Date:
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Denture Service

Congratulations! You are embarking on a journey ofacquiring a more attractive smile. Your new denturs will be
designed to compliment your facial characteristicsand consequently, you can expect that people wheesyou will
perceive your new teeth asreal , and not artificial. In most cases, improved fit @ad function are experienced as
well. Doctor and staff at are committed to doing their best wofor
you and making your experience here enjoyable.

The process takes about 3 weeks to complete, anddtves at least 5 appointments:

1. Planning, facial measurements, impressions, taalthr and selection. - 1 hour.
2. Muscle molding of denture base and arrange upgerianteeth. - 2 hours.

3. Centric relation and vertical dimension determiorati- 1 hour.

4. Try-in wax dentures for bite, speech, and appearaheck. - 1 hour.

5. Fit completed dentures, photographic records.eur.h

An adjustment period of 30 days is included withiydenture service.

Your dentures will feel, fit and function differéypfrom any previously worn dentures. This is bessaof improvements in
the relationships of teeth, denture bases, occhgsition, opening (bite), and improvements inrationship of the
dentures to your muscle attachments, temporomaladifmints, and facial form. Every effort will beade to make you as
comfortable as possible as you adapt to your newudes. This usually occurs within 30 days.

Your speech may sound different, or be difficulfiegt with your new dentures. This will returntormal in time, usually
1-2 weeks. This can be accelerated by readingoowdttio yourself several times a day.

Lower dentures do not have the retention and gtabiperienced with upper dentures. This is begaithe absence of a
broad denture bearing surface like we see on tlatepaf uppers. Many patients elect to use a dergdhesive with the
lower denture for enhanced security and functiamirAplant retained lower denture can be the an$wehose requiring
maximum retention. The doctor will discuss the pares involved and the costs with you if you warursue this
option.

Denture service fee is for the docsdime only. You may request additional appointmentsaioy phase of your denture
service, and these may be charged separately dothers discretion. The doctor may require additionalcpiments to
achieve his objectives, and you will not be charfpedny of these.

You may terminate your denture service at any tiimeany reason and you will be financially resgblesonly for that
portion of the doctos time used. There are no refunds after dentueedaivered.

The doctor reserves the right to terminate theuwtergervice if his instructions are not followedjfa negative emotional
climate is imposed on the doctor or staff throughdyior, or attitude, in which case patient willflmancially responsible
only for that portion of the doctartime used.

We here at fdookrd to working with you. We pride ourselvedtire work
and service we provide and it is our hope thatgmjoy your experience with us.

| have read, understand, and accept the above psranof my denture service.

Signature Date
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PATIENT INFORMATION AND CONSENT FORM FOR COSMETIC DENTISTRY

Patient :

Date :

/COSMETIC RECONSTRUCTION

l, , authorize and request Dr.(s) , andorsuch
assistants as may be selected by him (them) toadeaesmetic dentistry / cosmetic reconstructioaddress
the conditions or symptoms based on the diagnsstiies and/or evaluations already performed aridhwh
have been explained to me :

(Explain nature of conditions, e.g. missing teatiglposed teeth, irregular alignment, improper color
excessive wear, missing teeth or inability to waavious dentures or patientesire to use an implant).

| also authorize and direct my doctor(s), with asses or assistants of his (their) choice, to pl®v
such additional services as he (they) may deenomeate and necessary, including, but not limitedhe
administration of anesthetic agents, the performaricecessary laboratory, radiological (x-ray)d ather
diagnostic procedures; and the administration afications orally, by injection, by infusion, or byy other
dentally accepted route of administration If afioseseen condition arises in the course of treatmvbith
calls for the performance of procedures in additioror different from that now contemplated | fuath
authorize and direct my doctor(s), with associategssistants of his(their) choice, to do whatdne(they)
deem necessary and advisable under the circumstamdeding the decision not to proceed with thenaetic
treatment.

Alternatives to cosmetic dentistry / cosmetic restarction have been explained to me, including thei
risks. | have considered these alternatives totrtrerat and their risks but | request the cosmetic
dentistry/cosmetic reconstruction knowing the tresit is in part elective and cosmetic and not duenly
breakdown of my teeth. | consent to the tooth rédoor loss of tooth structure necessary to acdisimghe
cosmetic requirements | would like to have.

| am aware that the practice of dentistry and cdisndentistry/cosmetic reconstruction is not anotsaience
and | acknowledge that no guarantees have been toand® concerning the success of my cosmetic
dentistry/cosmetic reconstruction and the assatiaéatment and procedures. | am aware that there sk
that the cosmetic dentistry/cosmetic reconstrugtitimequire ongoing maintenance care, remakingrofvns,
bridges and veneers and the longevity is direellgted to what | eat and drink and my home-caré$ab

The cosmetic dentistry/cosmetic reconstructionguiace has been explained to me and | understanatine
of these procedures and anesthetic to be usedl@ssp
(Description in layman terms of the specific codmptocedure and anesthetic to be used).

As with any dental procedure, there are possihigptications of which you must be aware. These the|tut
are not limited to: limited oral function; post @gtive pain; bleeding; infection or abscess whicymequire
treatment or drainage; temporary bruising of tlee fallergic reactions to metal and medicatior$iaange in
sensation or numbness to the lip, chin, face antdhgue which may be of a temporary or permanetire;
periodontal infection or condition requiring addital treatment; injury to the teeth; temporomanidibjoint

(jaw) problems requiring additional treatment andiphealing which may result in an alteration carege in
the planned treatment. | have also been advisedhibie is a risk that the crowns, veneers andybgdanay
break which could require additional proceduresawect.



10.

11.

12.

Date

| understand that some or all of the cosmetic dagtcosmetic reconstruction is elective and oolyelfor my
cosmetic interest but there are dental conditibasif left untreated, the following may occur: ited oral
function; gum or bone disease, loss of bone; inffeation; infection; sensitivity; looseness and/sslof teeth;
shifting of teeth with bite changes; temporomanibjoint (jaw) problems and an inability to hahe same
treatment, but due to the changes in the oral tiondior medical conditions, additional and morteasive
treatment will have to be considered.

| have been advised that the use of tobacco, ¢affeeghol or sugar and some prescription drugsliwilt the
cosmetic success of the treatment and requireiadditreatment to correct the problems. The resasesy
include but not only limited to staining, decreasisdue health, periodontal disease, recurrentydane
fracture of teeth and restorations. Because tsare way to accurately predict the capabilitiesawh patient,
| agree to follow my doctas home care instructions and to report to my ddooregular examinations,
professional dental cleaning and maintenance asiatsd.

| agree not to operate a motor vehicle or hazardevie for at least hours or more until fully
recovered from the effects of the anesthesia aysdgiven of my care as selected by my doctor.

I understand | have had an opportunity to ask a@ve imy questions answered. | understand my inseirany
or may not cover dentistry for cosmetic reasonslaml responsible for all dental treatment regasite my
insurance plan.

To my knowledge | have given an accurate repomyfphysical, dental and mental health history.dfr
currently in treatment for any health problemsrtiethat | have discussed the proposed treatméhtmy
health care provider and have received his or tesent to undergo this cosmetic procedure.

| certify that | have read, have had explained & and fully understand the foregoing consent sreic
dentistry, drug and anesthetic procedures, andttisahy intention to have the foregoing carried as stated.

| have been advised of information concerning tmgévity of the cosmetic procedures. However, lehav
discussed this as well as the nature of the sexvanal procedures and | consent to the cosmetic
dentistry/cosmetic reconstruction knowing its rigkal limitations.

Witness (if available)

Parent or Guardian (if patient is a minor)

Dated :

Time :




INFORMATIONAL INFORMED CONSENT

ROOT CANAL THERAPY

| UNDERSATND that ROOT CANAL THERAPY includes possible inherent risks suck as, but not
limited to, the following: (I understand that no promises or guarantees of results have been made nor

are implied)

1.

Thetreated tooth may remain tender or evenguite painful for a period of time, both
during and after completion of therapy. If pain issevere or swelling occurs, it is
imperative to call our office immediately. There isalso a possibility of numbness
occurring and/or persisting in the tongue, lips, teth, jaw, and/or facial tissues which
may be a result of the anesthetic administration ofrom treatment procedures. This
numbness is usually temporary, but, rarely, could b permanent.

In someteeth, conventionalroot canaltherapy may not be sufficient. If the canals are
calcified, roots excessively curved or inaccessibli@advertent pulp chamber or root
perforation may occur, requiring referral to a spedalist. If there is infection in the bone
surrounding the tooth healing may be prolonged anat referral to a specialist for re-
treatment, extraction or a surgical apicoectomy maypecome necessary. In unusual cases,
hospitalization or I.V. antibiotics may be necessarto treat an endodontic infection.

Rootcanaltreated teeth must be protected. During and after treatment, your tooth in
most instances will have only a temporary fillingShould this come out during or after
treatment, you must contact our office immediatelyto arrange for a replacement. Root
canal treated teeth may become brittle and, due tondermined or reduced tooth
structure, may be subject to cracking or fracturing Crowning or capping the treated
tooth is the best precautionary measure to help avbthis from occurring; this
procedure should be preformed as soon as possiblitea treatment.

Rootcanaltherapy is not alwayssuccessfulMany factors influence success: adequate
gum tissue attachment and bone support; oral hygiex previous and present dental
care; general health; trauma; pre-existing undetectd root fractures, accessory or lateral
canals; etc. It may be difficult to place filling material to the end of a tooth (under fill) or
some filling material may extrude from the tooth (werfill), which can, in some cases
cause inflammation, nerve damage resulting in tempary or in rare cases, permanent
numbness of the lip.Surgery may be required to remove excess filling marial or
residual infection. Even though a tooth may have gmared to be successfully treated,
there is always the possibility of failure making dditional root surgery (apicoetomy) or
extraction necessary. If a bridge abutment or crowad tooth requires undodontic
therapy, the chance for perforation is enhanced dut abscured anatomy.

A crown abutment or crown (cap) may be damagedor destroyedduring rubber dam
application, access preparation, or other procedurgas part of endodontic therapy.
Porcelain is particularly susceptible to fracture @ cracking and an existing porcelain
crown may have to be remade, particularly if the peexisting crown is all-porcelain in
design.

hairline cracks are almost always invisible and undetectabl Causes of root fracture
are trauma, inadequately protected teeth, initial cacking of the coronal portion of the
tooth, pre-existing large filling, improper bite, excessive wear, habitual grinding of teeth,
etc. Root fracture after or prior to treatment usudly necessitates extraction.




7. There are alternativesto root canaltreatment. These alternatives (though not of choice)
include: no treatment; extraction; extraction followed by bridge or partial denture
placement; and/or extraction followed by implant ard crown placement.

8. Becausef the fragility and small diameter or root canal instruments used in root canal
treatment, there exists the possibility of instrumat separation (breakage) which may or
may not be detected at time of treatment. Althouglit is often possible to bypass or
incorporate separated instruments within the filling material, instrument separation
may result in the need for re-treatment, surgical etrieval or extraction of the tooth.

9. Medications.Analgesics and/or antibiotics may need to be presbed depending on
symptoms and/or treatment findings. Prescription dugs must be taken according to
instructions. Women on oral contraceptives must baware that antibiotics cause
contraceptives to become ineffective. Other methodsf contraception must be utilized
during the treatment period.

10. Irrigants: During root canal therapy, irrigants are used to efance tissue removal and
to disinfect the tooth. Occasionally these irrigarg may enter the surrounding tissue or
bone and cause pain, swelling, inflammation, and irare cases, tissue necrosis.

11. Longappointments. There is the potential for long appointments to caplete the
procedures. And jaw muscles may be sore followindi¢ procedure. A pre-existing jay
problem (TMD) may be aggravated by endodontic re-teatment due to extended
opening.

12. ONCETREATMENT HAS BEGUN, it is absolutelynecessarythat the root canal
treatment must be completed.One or more appointments may be required to complet
treatment. It is the patients responsibility to seek attention should any unaitipated or
undue circumstances occur. Also, the patient mustildyently follow any and all
preoperative and/or postoperative instructions give by the dentist and/or the staff.

INFORMED CONSENT: | have been given the opportunity to ask any questns regarding the
nature and purpose of root canal treatment and haveeceived answers to my satisfaction. | have
been given the option of seeking this treatment fra a specialist | do voluntarily assume any and all
possible risks including, but not limited to, thosdisted above, including risk of substantial harmjf
any, which may be associated with any phase of thiseatment in hopes of obtaining the desired
potential results, which may or may not be achievedNo promises or guarantees have been made to
me concerning the results. The fee(s) for this sépe have been explained to me and are satisfactory.
By signing this document, | am freely giving my cosent to allow and authorize

Dr. and/or his/her assoegbr agents to render any treatment necessary
and/or advisable to my dental condition(s), inclughg prescribing and administering any and all
anesthetics and/or medications.

Patients Name (please print) Signature of patient, legguardian Date
or authorized representative

Tooth No(s)

Witness to signature Date



INFORMATIONAL INFORMED CONSENT

INFORMED CONSENT
ORAL SURGERY AND DENTAL EXTRACTIONS

| UNDERSTAND that ORAL SUGERY and/or DENTAL EXTRACT IONS include possible
inherent risks such as, but not limited to the foll owing:

1.

Injury to the nerves of the lips, the tongue, the tissues in the floor of the mouth,
and/or the cheeks, etc. These possible nerve injuries can cause numbness, tingling,
burning, and loss of taste in the case of the tongue which may be of a temporary
nature lasting a few days, a few weeks, or could possibly be permanent.

Bleeding and/or bruising:  Bleeding could last for several hours. Should it persist,
particularly being severe in nature, it should receive attention and this office must be
contacted. Bruising may possibly be prolonged.

Dry socket occurs on occasion when teeth are extracted and is a result of a blood
clot not forming properly during the healing process. Dry sockets can be extremely
painful. Smoking, drinking liquids through a straw and not following post-operative
recommendations can increase the chances of this complication.

Sinus involvement: In some cases, the root tips of upper teeth lie in close apposition
to the tissues of the sinuses. During extraction or surgical procedures, the thing bone
and tissues surrounding the sinus membrane may be perforated. Should this occur, it
may be necessary to have the sinus surgically repaired.

Infection: No matter how carefully surgical sterility is maintained, it is possible,
because of the existing non-sterile or infected oral environment, for infections to occur
postoperatively. At times these may become serious. Should severe swelling occur,
particularly accompanied with fever or malaise, attention as soon as possible should
be received and this office must be contacted. In some cases hospitalization and/or
treatment with 1.V. antibiotics may become necessary.

Fractured jaw, roots or bone fragments:  There is a possibility, even though
extreme care is exercised, that the jawbone, teeth roots or bone spicules may be
fractured which may require referral to a specialist for treatment. A decision may be
made to leave a small piece of root or bone fragment in the jaw when its removal
would require extensive surgery and/or risk of complications.

Injury to adjacent teeth, filling or porcelainc  rowns may occur no matter how
carefully surgical and/or extraction procedures are preformed. Fractured fillings or
crowns may require replacement.

Bacterial endocarditis:  Because of the normal existence of bacteria on the oral
cavity, the tissues of the heart in some cases and due to a number of conditions may
be susceptible to bacterial infection transmitted form the mouth to the heart through
the circulatory system. A condition called bacterial endocarditis (an infection of the
heart) may occur which can result ion damage to heart valves. If any heart problems
are known or suspected (such as a murmur following rheumatic fever, existence of an
artificial heart valve, cardiac damage following PhenFen use, etc.), the dentist must
be informed prior to surgery.

Muscle or jaw soreness may be noticed following oral surgery and especially third
molar extractions. Pre-existing conditions affecting the jaw joints (TMJ) may be
aggravated by oral surgery. Clicking, popping, muscle soreness and difficulty opening



may be noticed for some time following surgery. If such symptoms or conditions
persist, the patient should call our office. The patient must notify the dentist of any
such pre-existing conditions prior to surgery.

10. Unusual reactions to medication given or prescr ibed: Reactions, either mild or
severe, may possibly occur from anesthetics or other medications administered or
prescribed. It is important to take all prescription drugs according to instructions.
Women on oral contraceptives must be aware that antibiotics can render these
contraceptives ineffective. Caution must be exercised to utilize other methods of
contraception during the treatment period.

11. Bisphophonate Drug Risks:  For patients who have taken drugs such as Fosamax,
Actamel, Boniva or any other drug prescribed to decrease the resorption of bone as in
osteoporosis, or for treatment of metastatic bone cancer, there is an increased risk of
ostoenecrosis or failure of bone to heal properly following any oral surgical procedure
involving bone, including extractions.

12. It is my responsibility to contact the dentist and seek attention should any
undue circumstances occur postoperatively and | sha Il diligently follow any
preoperative instructions given me.

INFORMED CONSENT: | have been given the opportunity to ask any questions regarding the nature
and purpose of surgical treatment and/or extraction of teeth and have received answers to my
satisfaction. | have been given the option of seeking care with an oral and maxillofacial surgeon. | 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. No guarantees or promises have been made to me concerning my recovery and
results of the treatment to be rendered to me. The fee(s) for this service have been explained to me
and are satisfactory. By signing this form, | am freely giving my consent to allow and authorize

Dr. and/or his/her associates to render any treatment necessary or advisable to
my dental conditions, including any and all anesthetics and/or medications.

Patient s Name (please print) Signature of patient, legal guardian  Date
or authorized representative

Witness to signature Date



INFORMATIONAL INFORMED CONSENT

ROOT CANAL RETREATMENT

| UNDERSTAND THAT ROOT CANAL RE-TREATMENT includes possible inherent risks
such as, but not limited to the following, includin g the understanding that no promises
or guarantees of successful results have been made.

1.

A retreated tooth may remain tender or painful for a period of time, both during and
after completion of therapy. If pain is severe ors  welling occurs, it is imperative to
call our office immediately. There is also the poss  ibility of numbness occurring
and/or persisting in the tongue, lips, teeth, jaws and/or facial tissues which may be
a result of the anesthetic administration or from t reatment procedures. This
numbness is usually temporary, but, rarely, could b ecome permanent.

Extensive complicated treatment may be necessary. When re-treatment is
necessary, the removal of the previous root canal f  illing material may involve
difficulties such as pulp chamber or root perforati on, root fracture, or other
complications. This may possibly necessitate referr al to a specialist or may even
require extraction of the tooth.

Instrument separation may occur. Because of the small diameter and fragility of
root canal instruments, there is a possibility of a n instrument separating or
breaking. Many times the separated part of the inst ~ rument can be removed or even
retained within the tooth structure without causing problems. No matter how
carefully instruments are manipulated the possibili ty of separation exists.

Root canal re-treatment is not always successful. Many factors influence success:
degree of residual infection; adequate gum tissue a  ttachments and bone support;
oral hygiene; previous and present dental care; gen  eral health; trauma; pre-
existing undetected root fractures; accessory or la teral canals; etc. It may be
difficult to place filling material to the end of t ooth (under fill) or some filling
material may extrude from tooth (overfill), which c an, in some cases cause

inflammation, additional root surgery (apicoetomy) or extraction necessary. If a
bridge abutment or crowned tooth requires endodonti c re-treatment, the change
for perforation is enhanced due to obscured anatomy . It is more difficult to achieve

success following re-treatment than after initial.

A previously treated tooth may subseguently become infected. Should this occur, it
may be difficult to control the infection with re-t reatment only of the root canal,
and/or administration of antibiotics. The tooth may require a procedure called an
apicoetomy that entails surgical removal of the end of the root and placement of
filling material. In most instances, this treatment will take care of the problem.
However, at times this procedure may not produce th e desired result and
preservation of tooth may not be possible. Infectio ns can sometimes be hard to
control and hospitalization may become necessary.

A crown abutment or crown (cap) may be damaged or destroyed during rubber
dam application, access preparation, or other proce dures as part of endodontic
therapy. Porcelain is particularly susceptible to f racture or cracking and an existing
porcelain crown may have to be remade, particularly if the pre-existing crown is all-
porcelain in design. If no cap is in place. Aftert  reatment the tooth will remain brittle
and will need to be preserved with a crown build-up and crown to prevent fracture
loss.




Unfortunately, hairline cracks are almost always invisible and undetectabl e.
Causes of root fracture trauma, inadequately protec  ted teeth, initial cracking of the
coronal portion of the tooth, pre-existing large fi llings, improper bite, excessive
wear, habitual grinding of teeth, etc. Root fractur e after or prior to treatment
usually necessitates extraction.

8. There are alternatives to root canal re-treatment. Theses alternative (though not of
choice) include: no treatment, extraction, extracti on followed by a bridge or partial
denture placement, and/or extraction followed by im plant and crown placement.

9. Medications. Analgesics and/or antibiotics mat need to be presc ribed depending

on symptoms and/or treatment findings. Prescription drugs must be taken
according to instructions. Women on oral contracept ives must be aware that the
antibiotics cause contraceptives to become ineffect ive. Other methods of
contraception must be utilized during the treatment period.

10. Irrigants. During root canal therapy, irrigants are usedto e  nhance tissue removal
and to disinfect the tooth. Occasionally these irri gants may enter the surrounding
tissue or bone and can cause pain, swelling, inflam mation, and in rare cases,
tissue necrosis.

11. Long appointments. There is the potential for long appointments to co mplete the
procedures, and jaw muscles may be sore following t he procedure. A pre-existing
jaw problem (TMD) may be aggravated by endodonticr  e-treatment due to extended
opening.

12. ONCE TREATMENT HAS BEGUN, it is absolutely necessary that the root canal
treatment must be completed. One or more appointments may be required to
complete treatment. It is the patient s responsibility to seek attention should any
unanticipated or undue circumstances occur. Also, t he patient must diligently
follow any and all preoperative and/or postoperativ e instructions given by the
dentist and/or the staff.

INFORMED CONSENT: | have been given the opportunity to ask any quest  ions regarding
the nature and purpose of root canal treatment and have received answers to my
satisfaction. | have been given the option of seeki  ng this treatment from a specialist. | do
voluntarily assume any and all possible risks inclu ding, but not limited to, those listed
above, including risk of substantial harm, if any, which may be associated with any phase
of this treatment in hopes of obtaining the desired potential results, which may be or may
not be achieved. No promises or guarantees have bee  n made to me concerning the
results. The fee(s) for this service have been expl  ained to me and are satisfactory. By
signing this document, | am freely giving my consen t to allow and authorize

Dr. and/or his/her a ssociates or agents to render any
treatment necessary and/or advisable to my dental ¢ ondition(s), including prescribing and
administering any and all anesthetic and/or medicat ions.

Patient s Name (please print) Signature of patient, legal  guardian Date
or authorized representative

Tooth No(s)

Witness to signature Date



INFORMATIONAL INFORMED CONSENT

ORAL SURGERY AND DENTAL EXTRACTIONS

I UNDERSTAND that ORAL SURGERY and/or DENTAL EXTRACTIONS include possible

1. Injury to the nerves of the lips, the tongue, the tissues in the floor of the mouth,
and/or the cheeks, etc. These possible nerve injuries can cause numbness,
tingling, burning, and loss of taste in the case of the tongue which may be of a
temporary nature lasting a few days, a few weeks, a  few months, or could

possibly be permanent.

2. Bleeding, bruising, swelling: Bleeding may last several hours. Should it persist ,
particularly being severe in nature, it should rece ive attention and this office
must be contacted. Bruising may possibly be prolong ed.

3. Dry socket occurs on occasion when teeth are extracted and is a result of a
blood clot not forming properly during the healing process. Dry sockets can be
extremely painful. Smoking, drinking liquids throug h a straw and not following

postoperative recommendations can increase chances of this complication.

4. Sinus involvement: In some cases, the root tips of upper teeth lie in close
apposition to the tissues of the sinuses. During e xtraction or surgical
procedures, the thin bone and tissues surrounding t he sinus may be
perforated. Should this occur, it may be necessary to have the sinus surgically

repaired.

5. Infection: No matter how carefully surgical sterility is main tained, it is possible,
because of the existing non-sterile or infected ora | environment, for infections
to occur postoperatively. At times these may become serious. Should severe
swelling occur, particularly accompanied with fever or malaise, attention as
soon as possible should be received and this office must be contacted. In
some cases hospitalization and/or treatment with I. V. antibiotics may become
necessary.

6. Fractured jaw, roots, or bone fragments: There is a possibility, even though

extreme care is exercised, that the jawbone, teeth roots, or bone spicules may
be fractured or be fractured which may require refe  rral to a specialist for
treatment. A decision may be made to leave a small piece of root or bone
fragment in the jaw when its removal would require extensive surgery and/or
risk of complications.

7. Injury to adjacent teeth, fillings or porcelain crowns may occur no matter how
carefully surgical and/or extraction procedures are preformed. Fractured
fillings or crowns may require replacement.




8. Bacterial endocarditis: Because of the normal existence of bacteria in the oral
cavity, the tissues of the heart in some cases and due to a number of
conditions may be susceptible to a bacterial infect ion transmitted from the
mouth to the heart through the circulatory system. A condition called bacterial
endocarditis (an infection of the heart) may occur which can result in damage
to heart valves. If any heart problems are known or suspected (such as a heart
murmur following rheumatic fever, existence of an a rtificial hear valve, cardiac
damage following PhenFen use, etc.), the dentist mu st be informed prior to
surgery.

9. Muscle or jaw soreness may be noticed following oral surgery and especially
third molar extractions. Pre-existing conditions af fecting the jaw joints (TMJ)
may be aggravated by oral surgery. Clicking, poppin g, muscle soreness and
difficulty opening may be noticed for some time fol lowing surgery. If such
symptoms or conditions persist, the patient should call our office. The patient
must notify the dentist of any such pre-existing co nditions prior to surgery.

10. Unusual reactions to medications given or prescribed: Reactions, either mild or
severe, may possibly occur from anesthetics or othe r medications
administered or prescribed. It is important to take all prescription drugs
according to instructions. Women on oral contracept ives must be aware that all
antibiotics can render these contraceptives ineffec tive. Caution must be
exercised to utilize other methods of conception du ring the treatment period.

11. It is my responsibility to contact the dentist and seek attention should any
undue circumstances occur_postoperatively and | shall diligently follow any
preoperative instructions given me.

INFORMED CONSENT: | have been given the opportunity to ask any quest  ions regarding
the nature and purpose of surgical treatment and/or extraction of teeth and have received
answers to my satisfaction. | have been giventhe o ption of seeking care from an oral and
maxillofacial surgeon. | do voluntarily assume any and all possible risks, including the risk
of substantial harm, if any, which may be associate  d with any phase of treatment in hopes
of obtaining desired results, which may or may not be achieved. No guarantees or
promises have been made to me concerning my recover y and results of the treatment to
be rendered to me. The fee(s) for this service have  been explained to me and are

satisfactory. By signing this form, | am freely giv ing my consent to allow and authorize
Dr. and/or his/her associa tes to render any treatment
necessary or advisable to my dental conditions, inc luding any and all anesthetic and/or
medications.

Patient s Name (please print) Signature of patient, legal  guardian Date

authorized representative
Tooth No. (s)

Witness to Signature Date



INFORMATIONAL INFORMED CONSENT

IMMEDIATE COMPLETE DENTURES AND PARTIAL DENTURE

I UNDERSTAND that the process of fabricating and fitting IMMEDIATE REMOVAL

PROSTHETIC APPLIANCES (PARCIAL DENTURES and/or COMPLETE ARTIFICIAL

DENTURES) includes risks and possible failures. Even though the utmost care and

diligence is exercised in preparation for and fabri cation of immediate prosthetic
appliances, there is the possibility of failure wit h patients not adapting to the new
dentures. | agree to assume those risks and possibl e failures associated with but not
limited to the following:

1.

Failure of immediate complete dentures: There are many variables which may
contribute to this possibility such as: (1) gum tis sue which cannot bear the
pressures placed upon them resulting in excessive t enderness and sore spots,
especially during healing following extraction and denture placement; (2) jaw
ridges which may not provide adequate support and/o r retention as shrinkage
occurs following extractions; (3) musculature in th e tongue, floor of the mouth,
cheeks etc., which may not adapt to and be able to accommodate the new
artificial appliances; (4) excessive gagging reflex  es as the mouth adapts to the
new dentures;(5) excessive saliva or excessive dryn  ess of mouth; (6) general
psychological and/or physical problems interfering with success.

Failure of removable partial denture: Many variables may contribute to
unsuccessful utilizing of immediate partial denture s (removable bridges). The
variables may include those problems related to fai lure of complete dentures,
in addition to: (1) natural teeth to which partial dentures are anchored (called
abutment teeth) may become tender, sore and/or mobi  le as support for the
ridge changes during healing; (2) abutment teeth ma  y decay or erode around
the clasps or attachments; (3) tissues supporting t he abutment teeth may falil
after healing is complete.

Breakage: Due to the types of materials which are necessary in the
construction of these appliances, breakage may occu r even though the
materials used were not defective. Factors which ma  y contribute to breakage
are: (1) chewing on foods or objects which are exce  ssively hard; (2) gum tissue
shrinkage which causes excessive pressures to be ex erted unevenly on the
dentures, especially as the tissues heal and change  ; (3) cracks which may be
unnoticeable and which occurred previously from cau ses such as those
mentioned in (1) and (2); (4) use of porcelain teet  h as part of the denture, or the
dentures having been dropped or damaged previously in the event the
dentures are relined. The above factors listed may also cause extensive
denture tooth wear or chipping.

Loose dentures: Immediate complete dentures normally become lesss  ecure
over the initial months as healing progresses and t he ridge changes. Dentures
themselves do not change unless subjected to extrem e heat or dryness. After
several months once healing is complete, the dentur  es will generally be quite
loose and a reline or even rebase (replacement of a Il tissue colored material
supporting the teeth) will become necessary. During the healing process some
chairside relines may be performed, but eventually a laboratory processed
reline or rebase will be necessary. It will be nece  ssary to charge a fee for
relining or rebasing dentures and | understand that the fee for immediate
dentures does not cover this reline or rebase fee. Immediate partial dentures
may become loose for the same reasons listed.




5. Allergies to denture materials: Infrequently, the oral tissues may exhibit allergi c

symptoms to the materials used in construction of e ither partial dentures or full
dentures.
6. Failure of supporting teeth and/or soft tissues: Natural teeth supporting

immediate partial dentures may fail due to decay; e  xcessive trauma; gum
tissue or bony tissue problems. This may necessitat e extraction. The
supporting soft tissues may fail due to many proble ms including poor dental or
general health.

7. Uncomfortable or strange feeling: This may occur because of the differences
between natural teeth and the artificial dentures. Most patients usually become
accustomed to this feeling in time. However, some p  atients have great difficulty
adapting to complete dentures.

8. Esthetics or appearance: Patients will be given the opportunity to observe the
anticipated appearance of the dentures prior to pro cessing. If satisfactory, this
fact will be acknowledged by the patient s signature (or signature of legal
guardian) on the back of this for where indicated.

9. It is the patient s responsibility to seek attention when problems occur_and do
not lessen in a reasonable amount of time; also, to be examined regularly to
evaluate the tissue response to the dentures during healing, condition of the
gums, and the patient s oral health.

INFORMED CONSENT: | have been given the opportunity to ask any quest  ions regarding
the nature and purpose of immediate dentures and ha  ve received answers to my
satisfaction. | do voluntarily assume any and all p ossible problems and risks, including
risk of substantial harm, if any, which may be asso ciated with any phase of this treatment
in hopes of obtaining the desired potential results , which may or may not be achieved. No
guarantees or promises have been made to me concern  ing the results relating to my ability
to utilize artificial dentures successfully nor to their longevity. The fee(s) for this service
have been explained to me and are satisfactory. By  signing this form, | freely give my
consent to allow and authorize Dr. to render the dental
treatment necessary or advisable to my dental condi tion(s), including administering and
prescribing all anesthetics and/or medications.

Patient s name (please print) Signature of patient, legal  guardian Date
or authorized representative

Witness to signature Date



INFORMATIONAL INFORMED CONSENT

TEMPOROMANDIBULAR JOINT THERAPY (TMJ)

I UNDERSTAND that treatment of dental conditions pertaining to the
TEMPOROMANDIBULAR JOINT includes certain risks and potential unsuccessful results.
There exists the possibility that the TMJ problem m ay become worse through treatment.
The treatment of TMJ problems is perhaps the mostd ifficult procedure in dentistry in

which to predict possible outcome. Even though grea t care and diligence will be exercised
in this treatment, it is impossible to make any pro mises or guarantees for desired results
nor can they be expected.

1. Depending upon the severity of the condition, treatment rendered may vary
greatly. Discretion as to the method of treatment must be g iven to the treating
dentist. There is no single right or wrong method o f treatment. Engaging the
help of a specialist or specialists may become nece  ssary.

2. TMJ dysfunction _is exhibited through many symptoms, such as: Pain and
tightness in the jaw, head and neck; ringing and/or aching in the ears;
headaches; clicking; restricted jaw movement; etc. Problems result from:

dysfunction of jaw muscles and joints; traumatic in juries such as a blow to the
jaw; teeth missing or misaligned; clenching or grin ding of teeth; emotional
stress; etc. Treatment may become simple such asle  veling the bite through
spot grinding of the teeth. This treatment could ca use tooth sensitivity to
develop which then may require additional dental pr ocedures to be performed.

3. A comprehensive _diagnostic _ evaluation, which may include intra-oral and
extra-oral x-rays including cephalometric radiogra phs, tomographs, study
models, periodontal probing, and clinical charting, is essential to aid in the

mode of treatment which is to be followed.

4, Splints/bite planes may be necessary in order to attempt to accomplish _a
desired result. These are usually fabricated from plastic material s and are worn
by the patient for various periods of time as presc ribed by the treating dentist.
The purpose of this type of appliance is to attempt to position the patient s jaw
into a comfortable position. If and when such a pos ition is able to be

determined, a mode of treatment may then be pursued . This may include
crowns, bridges, inlays, onlays, or other prosthese s. It may be necessary to
recommend orthodontic and/or surgical treatment. It is important to follow all
instructions related to splint therapy and to be ex amined regularly.
Unsupervised wearing of a splint may cause shifting of the teeth and a change
in the bite which may be detrimental and may requir e extensive reconstruction
to correct.

5. Discomfort and/or pain may be experienced in various degrees as the treatment

progresses in the attempt to achieve a successfula  nd satisfactory result. Pain

or discomfort may range from oral muscle soreness t 0 a numbness of the lips,
jaw, tongue, teeth, and /or facial tissues, whichn ~ umbness is usually temporary,
but, rarely, may become permanent.



6. Engaging the assistance of a specialist may be necessary in diagnosis and/or
treatment. In order to treat patients with TMJ prob  lems as thoroughly as
possible, it may be necessary to engage orthodontis ts, prosthodontists,
periodontists, oral surgeons, enododontist, dentist s limiting their practice to
TMJ therapy, psychiatrists, psychologists, etc., in the attempt to achieve
desired results. This may not become apparent until some time later in the
course of the treatment. In most cases involving ot her professional help, this
will necessitate additional expense during the cour se of treatment.

7. It is the patient s responsibility to immediately seek attention should any undue

or unexpected problems occur and to immediately notify this office if treatment
cannot be continued in a timely manner orifanyap  pointment cannot be
attended. Absolute patient cooperation is necessary ad mandatory during
treatment.

INFORMED CONSENT: | have been given the opportunity to ask any quest  ions regarding
the nature and purpose to Temporomandibular Joint ( TMJ) treatment and have received
answers to my satisfaction. | voluntarily assume an y and all possible risks, including the
risk of substantial harm, if any, which may be asso ciated with any phase of this treatment
in hopes of obtaining the desired results, which ma y or may not be achieved. No
guarantees or promises have been made to me concern  ing the results. The fee(s) for this
service have been explained to and are satisfactory . By signing this document, | am freely
giving my consent to allow and authorize Dr.
and/or his/her associates to render any treatmentn  ecessary and/or advisable to my dental

condition(s) including prescribing and administerin g any or all anesthetics and/or
medications.
Patient s Name (please print) Signature of patie nt, legal guardian, Date

or other authorized person

Witness to signature Date



INFORMATIONAL INFORMED CONSENT

OCCLUSAL ADJUSTMENT AND SPLINT THERAPY

IUNDERSTAND that OCCLUSAL ADJUSTMENT and PLINT THERAPY involves procedures to
adjust the bite to enable the teeth to come together in the best configuration for that individual
patient. | understand that occlusal adjustment and/or plain t therapy includes risks and
unsuccessful results that may possibly occur even t hough the utmost care and diligence is
exercised in this dental procedure. | also understa  nd that | have been given no promises or
guarantees as to success or anticipated results. Po  ssible risks and possible unsuccessful
results which may occur are as follows:

1. Grinding or smoothing of teeth: Many times teeth to not occlude or articulate
as they should because of the alignment of the biti ng surfaces and/or cusps of
the teeth. In order to adjust the biting surfaces 0 r cusps of the teeth it may
become necessary to grind or disk theses surfaces t o make the occlusion (bite)
better.

2. Sensitivity  of teeth: As a result of the grinding or disking of the toot h biting
surfaces or cusps, the teeth that are ground or dis ked may become somewhat
sensitive. This sensitivity should gradually disapp ear in a relatively short
period of time. However, in some cases where teeth are extremely sensitive or
it is necessary to thin the enamel layer substantia lly, this sensitivity may
persist for longer periods of time. If the sensitiv ity does not disappear, it is
necessary to notify this office for an examination to determine whether or not
further treatment is necessary.

3. Necessity for crowns: At times, if the occlusion (bite) is determined to be
excessively out of balance, occlusal adjustment alo ne may not be
accomplished merely by grinding or disking of the t eeth because too much of
the enamel surface would have to be removed which ¢ ould lead to undesirable
complications. In cases such as this, it may be nec  essary to crown the tooth or
teeth to achieve a desirable articulation of teeth for a more level bite.

4. Splinting  of teeth: The placement of splints involves fabrication and placement
of appliances to achieve a positioning of the upper and lower jaws in
conjunction with their musculature to attain a comf ortable meshing or
alignment of the upper and lower teeth. Splints may also help to correct
discrepancies in the bite which lead to a traumatic self-grinding or clenching of
the teeth (uppers against lowers) which is called b~ ruxism. Splints are often
used in conjunction with occlusal adjustment proced ures, particularly if the
malcoolusion (improper bite) is relatively severe.




5. Splinting and splints may be irritating and uncomfortable: _ Splints fit over the
teeth and may be uncomfortable or irritating to the tongue and other oral
tissues. However, unless the splints are worn dilig ently, there is little or no
chance for successful results. After splinting and depending upon the final
position the jaws assume to reach a comfortable pos ition it may be necessary
to do extensive treatment to bring the occlusion (b iting position of teeth) into
proper alignment. This might necessitate orthodonti c treatment, crowns, and
bridges, surgery, periodontal treatment, etc. Inma  ny cases, referral to a
specialist may become necessary in the attempttoa  chieve the desired results.
During treatment, splints must be worn diligently a nd in strict compliance with
instructions received from the treating dentist.

6. Breakage of splints: Splints are constructed of plastic material and fo r this
reason it is possible for the splints to break, no matter how well they are
constructed. Should breakage occur, it is necessary to have the splint repaired
and reinserted as soon as possible to preventarel  apse in the treatment
process.

7. Termination of Splint Therapy: Splints must be monitored over the period of
time that they are worn by the patient. If a patien  t continues to wear a splint
without having the bite checked at regular interval s by the attending dentist, it
is possible that the bite may change to the point t hat further intervention in the
form of orthodontic therapy or extensive crown and bridgework may become
necessary. Splint therapy should be terminated unle ss the patient is willing to
see the dentist for regular follow-up examinations.

INFORMED CONSENT: | have been given the opportunity to ask any quest  ions regarding
the nature and purpose of occlusal adjustment and s plints and have received answers to
my satisfaction. | do voluntarily assume any and al | possible risks, including the risk of
substantial hard, if any, which may be associated w ith any phase of this treatment in
hopes of obtaining the desired results, which may o r may not be achieved. No promises or
guarantees have been made to me concerning the prog  ression or results of the treatment.
The fee(s) for this service have been explainedto  me and are satisfactory. By signing this
form, | am freely giving my consent to allow and au  thorize

Dr. and/or his/h er associates to render any
treatment necessary or advisable to my dental condi tions, including any and all
anesthetics and/or medications.

Patient s Name (please print) Signature of patient, legalg uardian Date
or authorized representative

Witness to signature Date



INFORMATIONAL INFORMED CONSENT

ORAL (ENTERAL) SEDATION

Oral or parenteral sedation is made available by this office to assist in minimizing anxiety that
may be associated with going to the dentist. Thein  tent of oral sedatives is to relax you yet still
enable you to communicate with the dentist while tr eatment is being performed. Even though
oral sedation is safe, effective and generally free  of complications, by reading and signing this
form, you acknowledge that you are aware of possibl e risks or oral sedation, acknowledge
these risks, and consent to and accept the option o f receiving oral sedation.

1. | acknowledge that | have read and signed this Informational Informed Consent
form prior to my taking any form of oral sedation. | ac ~ knowledge that some oral
sedatives are generally prescribed as sleeping pill s but are safely used in

conjunction with dental procedures to decrease anxi ety.

2. | agree not to drive to or from the office after taking any sedative medication, and |
understand that | am responsible for arranging for my own transportation to and
from the dental office. | also agree not to drive 0 r operate any machinery for the
remainder of the day of treatment. | agree to have someone stay with me for
several hours after sedation due to possible disori entation and to prevent possible
injury from falling due to disorientation, loss of balance, etc.

3. | agree to inform the office and refrain from undergoing oral sedation if the
following condition are present:

A. Hypersensitivity to benzodiazepine drugs ( Valiu m, Ativan, Versed)
B. Pregnant or nursing.
C. Liver or kidney disease.

adversely react with oral sedatives: nefazodone (Se  rzone); cimetidine (tagamet,
tagamet HB, Novocimetine, Peptol); levodopa (Dopar ~ or Larodopa) for Parkinson s
Disease; antihistamines such as Benedryl or Tavist; verapamil (Calan); ditiazem
(Cardizem); Erythromycin and the azole antimycotic class of drugs (Biaxin, Nizoral
or Sporanox); HIV treatment drugs (indinavir and ne Ifinovar); alcohol; any
recreationallillicit drugs.

5. Side effects may include light-headedness, headache, dizziness, visual
disturbances, amnesia, nausea, or allergic reaction  s. Rarely, these side effects
may require medical attention or hospitalization. W ith some patients, especially
smokers, oral sedatives do not provide that desired anti-anxiety effects; therefore,
planned dental procedures may need to be postponed or terminated.

6. Complications _may ensue if instructions _ of not eating or drinking for a specified
interval prior to the dental appointment are not fo llowed.




7. The onset of many oral sedatives is usually 15 to 30 minutes and the peak effect

generally occurs between one and two hours. Effects of the drug are generally
almost completely diminished after six to eight hou rs. In extreme cases, some
patients sustain substantial or severe respiratory depression or the need for

hospitalization and in very rare cases, possible ca rdiac reactions or death.
Therefore, it is essential to notify the dentist im mediately of any untoward
reactions or delayed recovery following the procedu re.

sedation_as well as local anesthetic.

9. | authorize the dentist to use his/her best judgment in managing unforeseen

conditions _which might unexpectedly arise during the course o f oral sedation and
the planned dental procedures. | acknowledge that I  ack of cooperation with
recommendations made concerning dosage and other pr otocols associated with
oral sedation may contribute to less then desired r esults.

INFORMED CONSENT: | have been given the opportunity to ask any quest  ions regarding the
nature and purpose of oral or enteral sedation and have received answers to my satisfaction. |
acknowledge that oral sedation is an option and not absolutely necessary for dental treatment,
but, nevertheless, | accept this option. | do volun  tarily assume any and all possible risks
including, but not necessarily limited to those lis ted above, including risk of substantial harm
or even death, which may be associated with oral se  dative drugs. | acknowledge that planned
treatment may be postponed or terminated or oral se  dative drugs do not provide the desired
effect, and | acknowledge that no guarantees orpro  mises have been made to me concerning
the efficacy of oral sedation in my case orthe cas e of my minor child or ward for whom | give
consent for this procedure. The fees for oral sedat  ion have been explained to me and are

satisfactory. By signing this document | am freely giving my consent to allow and authorize
Dr. and/or his/her associates or agents to render oral
sedation as deemed appropriate and/or advisable to my dental condition, including

prescribing and administering appropriate anestheti c¢s and/or medications.

Patient Name (please print)  Signature of patient,| egal guardian Date
or authorized representative

Witness to signature Date



INFORMATIONAL INFORMED CONSENT

PEDIATRIC (CHILDREN S) DENTISTRY

| UNDERSTANDthatin thedentaltreatmenbf CHILDREN, there are possible risks such
as, but not limited to the following, including thaderstanding that no promises or
guarantees of results have been made nor expected.

1. Treatingchildrenoften presentspecialproblemsperhaps the most difficult problem
is that of controlling the child in order that mgury accidentally occurs as a result of
the child making some abrupt or uncontrolled movameuring treatment. In some
cases it may be advisable to recommend medicaiisadate the child prior to
treatment. Additionally, various restraining de@geay also be necessary to ensure
safety of the child patient during treatment.

2. NumbnessThere will be numbness in the tongue, lips, jaavsl/or facial tissues
resulting from the administration of local anesih#tat may persist following
treatment. During this period of numbness the célilduld be constantly monitored
and reminded to not bite on or chew on the lipghertongue. If the numbness
appears to last longer then 24 hours the officelshioe notified at once.

3. Cariessusceptibility:Because of the thinness of the enamel on decidioaly)
teeth, a tendency for children to consume excessiets, difficulty in bruising and
flossing regularly, etc., there can oftentimes odarge cavities very quickly in
childrens teeth. Special care must be taken to avoid threddems. Preventive
measures would include fluoride treatments, plasegants, thorough brushing and
flossing, control of diet, regular dental checkups.

4. Fractureor breakageDue to the fragility of deciduous teeth it is oftienes difficult
to retain fillings, especially large fillings, ihése teeth no matter how well the fillings
have been placed. If the child has a difficult tireining fillings or if the cavities
are initially very large it may be advisable toqaastainless steel crowns on the teeth
in order to preserve them until they should be radiyrexfoliated.

5. PulpotomyDue to the thinness of the enamel, large pulpvé)eshambers, and rapid
spread of caries (decay) in deciduous teeth, thasienay drill into the pulp chamber
during decay removal. Upon such pulpal or nerveosype , extraction may often be
avoided by rendering a treatment in which the piskue in the upper part of the
tooth is removed and replaced with various fillmgterials and the tooth preserved to
maintain space and chewing capability until thev@erent tooth replaces the
deciduous tooth. This procedure is called pulpotorytimes, no matter how well
done, these teeth may become infected and requnacgon.



6. Abscessedeciduous teeth are particularly susceptible ¢coradition known as
abscessing. Abscesses can occur if there has keerirtvasion of caries into the
tooth causing pulp tissue to become infected. dbthtusually becomes very sore
and/or painful and swelling appears in the tisswess the root of the tooth. Abscesses
may also occur from a traumatic injury to the todthe office should be contacted at
once if this occurs. Pulpotomy as described absgenerally not performed on an
abscessed tooth and other alternatives must bé&eoes.

7. ExtractionandspacemaintenanceAt times it is impossible to save a tooth. In such
cases, the only alternative is to resort to exttacDepending upon the necessity to
maintain space for the eruption of permanent teettay be necessary to insert
appliances known as space maintainers. These span&iners may be either fixed
or removable.

8. Responsibilityl acknowledge that it is my responsibility to imaietely contact this
office should any of the aforementioned or otherease results occur following
treatment. It is also my responsibility to set &edp appointments and follow
instructions as given in order that proper dengalth may be maintained for my
child.

INFORMED CONSENT:I have been given the opportunity to ask any dqoest
concerning the dental treatment of my child andehr@ceived answers to my satisfaction.
| do voluntarily assume any and all possible rigksluding but not limited to those
addressed above, including the risk of substahéeah, if any, which may be associated
with any phase of this treatment in hopes of olnigithe desired potential results, which
may or may not be achieved. No promises or guagaritave been made to me
concerning the results. The fee(s) for this serienee been explained to me and are
satisfactory. By signing this document, | am fregiling my consent to allow and
authorize Dr. d/omhis/her associates or
agent to render any treatment, medications, arn&sthetc. necessary and/or advisable to
my childs dental care.

Child s name (please print) Signature of patient, lggaldian, Date
or authorized representative

Witness to signature Date



INFORMATIONAL INFORMED CONSENT

OCCLUSAL SEALANTS

I UNDERSTAND that the treatment of teeth through the use of sealants is a preventive
measure intended to facilitate the inhibition of dental caries (tooth decay) in the pits and
fissures of the chewing (occlusal) surfaces of the teeth. Sealants are placed with the intent
to prevent or delay conventional restorative measur es used in restoring teeth with fillings
or crowns after the onset of dental caries. | agree to assume any risks, if any, which may
be associated with the placement of sealants event  hough care and diligence will be
exercised by Dr. in rende ring this treatment. Thos risks
include possible unsuccessful results and/or failur e which are associated with, but not
limited to the following:

1. Preparation: The teeth are prepared through use of an enamel et  ching technique.
This etching is accomplished in one of two ways:
a. Through using a special acid solution which mere ly etches the surface
enamel in the area in which the sealant is to be pI  aced to aid in its

retention. The etching solution is somewhat caustic and if the patient
makes any quick movements or interferes with the ap plication of the
etching agent there is a remote possibility of isol ation or the working field

being breached and a small amount of the solution f  inding its way onto
limited areas of the soft tissues of the mouth whic h could cause some light
tissue burns. This seldom occurs, but there is a re mote possibility. If the
etching solution contacts to the root surface the t ooth may develop
transient sensitivity.

b. Through using a technique called air abrasion . Air abrasion also slightly
etches the surface of the enamel in the area in whi  ch the sealant is to be
placed to aid in the retention of the sealant. Air abrasion involves
generation of a powdery dust which is sometimes acc identally inhaled and
could cause some discomfort.

2. De-bonding and/or dislodging: There is the possibility of the sealant de-bonding or
becoming dislodged over a period of time. This time is indeterminable because of
many variables including, but not limited to the fo llowing:

a. The forces of mastication (chewing). These force s differ from patient to
patient. The forces may be much greater in one pati  ent than in another.
Also, the way the teeth occlude (come togetherinc  hewing) may have an
effect on the life of the sealants.

b. The types of food or other substances thatare p  ut in the mouth and
chewed. Very sticky foods such as some types of gum ; sticky candy such
as caramels; some licorices; very hard substances, etc; may cause de-
bonding or dislodging.

c. Inadequate oral hygiene such as infrequent orim  proper brushing of the
teeth also may allow de-bonding with leakage around and under the sealant
causing it to fail and allow decay to develop.

3. The entire tooth is not protected with sealants: Sealants are applied primarily to the
pits and fissures that are in the chewing (occlusal ) surfaces of the teeth. These pits
and fissures are extremely susceptible to decay and can be protected through the
application of sealants which flow into and seal th ose areas. However, sealants do
not protect the areas between the teeth, so thoroug  h brushing and the use of
dental floss in these areas is necessary. Otherwise decay could develop in those
areas uncovered by the sealants.




4. |understand that it is my responsibility to notify this office should any undue or
unexpected problems occur_or if any problems relating to the treatment rende  red
are experienced. Routine examinations by the dentis  t are recommended to allow
ongoing assessment of the sealants placed.

INFORMED CONSENT: | have been given the opportunity to ask questions regarding the
nature and purpose of sealants and have received an  swers to my satisfaction. | do
voluntarily assume any and all possible risks, incl uding the risk of substantial harm, if any,
which may be associated with any phase of thistrea  tment in hopes of achieving the
desired results from the treatment rendered. The fe  e(s) for these services have been
explained to me and | accept them as satisfactory. By signing this form, | am freely giving

consent to authorize Dr. and/or all associates
involved in rendering the services or treatment nec essary to the existing dental condition,
including the administration and/or prescribing of any anesthetic agents and/or
medications.

Patient s Name (please print) Signature of patient, legal  guardian, Date

or authorized representative

Witness to signature Date



PURPOSE:

INFORMATIONAL INFORMED CONSENT

REMOVAL OF CROWNS AND BRIDGES

There are three primary reasons to remove an indiv  idual crown or bridge that has been

previously cemented to place:

1. Attempt to preserve and reclaim crowns and/or bidges that have fractured while in the mouth.

2. To render some type of necessary treatment totaoth that is difficult or impossible to perform
render without removing the existing crown or bridge.

3. Confirm the presence of dental decay or other phology that might be difficult to detect or

obscured while the crown/bridgework is in place.

| UNDERSTAND that REMOVAL OF CROWNS AND BRIDGES includespossibleinherent risks such as, but not

limited to the following; and also understand thatno promises or guarantees have been made or impli¢iat the
results of such treatment will be successful.

1.

Fracture or breakage:Many crowns and bridges are fabricated either entely in porcelain or with

porcelain fused to an underlying metal structure. h the attempt to remove these types of crowns there
a distinct possibility that they might fracture (break) even though the attempt to remove them is doras
carefully as possible.

Fracture or breakageof tooth from which crown is removed: Because of the leverage or torque

pressures necessary in removing a crown from a tdotthere is a possibility of the fracturing or chiging
of the tooth. At times these fractures are extensévenough to necessitate extracting the tooth.

Trauma to the tooth: Because of the pressure and/or torque necessarysame cases to remove a crown,
these pressures or torque may result in the toothding traumatized and the nerve (pulp) injured which
may necessitate a root canal treatment in order tpreserve the tooth. Instruments used to remove crovg
and bridges may inadvertently lacerate the gums, ber tissues within the mouth, and tongue.

Failure of conventionalmethodsin removing crowns: There are certain methods and instruments which
are utilized in conventional attempts to remove crarns from teeth. In some instances, none of these
methods or instruments will effectively remove therown. It may then become necessary in these
instances to resort to removing the crown by cuttig the crown from the tooth which will either severéy
damage or destroy the crown. This will require a n& crown to be made.

Inadvertent extraction of the crownedtooth: In extremely rare cases, the amount of pressure dorque
necessary to remove the crown from a tooth may rekun the tooth being inadvertently extracted.

Asin other typesof dental treatment: It is the patient s responsibility to seek attention should
any undue circumstances occur postoperatively. Thgatient must diligently follow any
preoperative and postoperative instructions given.




INFORMED CONSENT: | acknowledge that | have been given the opportuty to ask any questions
regarding the nature and purpose of removing crownsnd/or bridges and have received answers to
my satisfaction. | do voluntarily assume any and &bpossible risks, including the risk of substantial
harm, if any, which may be associated with any phasof this treatment in hopes of obtaining the
desired results, which may or may not be achievetlo promises or guarantees have been made to me
concerning desired results of this procedure. Theeg(s) for this service have been explained to medan
are satisfactory. By signing this form, | am freelygiving my consent to allow and authorize

Dr. and/or his#ssociates to render any treatment
advisable to my dental conditions including any anall anesthetics and/or medications.

Patients Name Signature of patient, legal guardian Date
or authorized representative

Witness to signature Date



INFORMATIONAL INFORMED CONSENT

INFORMED REFUSAL: PERIODONTAL MATIENCE (D4910)

I, , understand | ha ve a serious periodontal condition
(Periodontal Disease AAP ) causing gum and bon e infection and/or loss of bone, and
| understand this can result in the ultimate loss o f some or all my teeth. | hereby release
from liability Dr. Kent T. Haynes, DDS, PC, his hyg ienists, employees, and agents from any
injury I may currently, or in the future, suffer as a result of my refusal to proceed with
periodontal treatment or referral.

| understand that by NOT undertaking the recommende  d dental procedure called
Periodontal Maintenance (D4910), it may have futur e adverse effects on my periodontal
condition resulting in possible tooth loss.

| understand that it is recommended that | have thi s procedure, Periodontal Maintenance,
performed in monthly intervals on order to remover plaque (bacteria), calculus
(tartar) and ineffective toxins (poisons) from the pocket areas that | can not reach with
brushing and flossing.

| understand that an Adult Prophylaxis (D1110), typ ically called a routine cleaning , will
NOT address the removal of the plaque (bacteria), ¢ alculus (tartar) and ineffective toxins
(poisons) to the base of the pockets in my tooth wh ich range from mm to mm
in depth (3mm or less is healthy).

| have carefully read the above and understand this refusal for treatment.

Patient signature Date

Witness signature Date




INFORMATIONAL INFORMED CONSENT

INFORMED REFUSAL: PERIODONTAL SCALING AND ROOT PLANING (D4341/D4342)

I, , am aware of the gum infection and periodontal disease present in my mo uth. |
hereby release from liability Dr. Kent T.Haynes, D DS, PC, and his hygienists, employees and agents fr om any
injury I may currently, or in the future, suffer as a result of my refusal to proceed with periodontal treatment or
referral as recommended.

The recommended treatment plan, alternative treatme  nts, and the benefits and risks involved have been fully
explained to me to my satisfaction, and | have had all my questions answered. Inadequate or non-treatm  ent may
result in the progression of my gum infection and p eriodontal disease with the possible loss of gum ti ssue, bone,
and teeth. My gum infection and periodontal disease may have adverse effects on my total body health. | fully
understand these consequences and am willing to ass ume all of the risks involved.

| have carefully read the above and understand this refusal for treatment.

Patient signature Date

Witness signature Date




| UNDERSTAND that COSMETIC DENTAL treatment may ent ail certain risks and possible unsuccessful results , with even the
possibility of failure to achieve the results which may be desired or expected. Even though careandd  iligence is exercised in this
subject treatment, there are no guarantees of antic  ipated or desired results nor of the longevity of t he treatment. Nevertheless, |
agree to assume those risks, possible unsuccessful results and/or failure associated with, but not lim ited to the following:

1.

Reduction or roughening of tooth structure: In making preparation of teeth for the reception of cosmetic veneers, either made of
porcelain or composite resin, it may be necessary to reduce or roughen the surface of the tooth to which the veneer(s) may be bonded.
This preparation will be done as conservatively as possible, but once this is done, the patient is committed to veneers or crowns for the
duration of life. If the veneer covering breaks or comes off, the uncovered tooth may become susceptible to decay if the veneer is not
replaced in a timely manner.

Sensitivity of teeth:  As a result of applying whitening or bleaching materials or through the process of modifying teeth to accept
veneers, there is the possibility of the development of tooth sensitivity which may last for days or months following application of the
bleaching medium or following tooth preparation. In most cases, this sensitivity will alleviate over time but should such sensitivity
persist for any length of time, the doctor must be apprised of this condition and fluoride treatments may be prescribed in certain cases
to treat the persistent sensitivity.

Chipping, breaking or loosening of the veneer may occur any time following placement. Many factors may contribute to this
happening such as: chewing of excessively hard material; changes in occlusal (biting) forces; traumatic blows to the mouth; failure of
the bond between the veneer and tooth; and other such conditions over which the dentist has no control.

Sensitive or allergic reactions of soft tissues to whitening, bleaching, or bonding agents: Even though this is an unusual
occurrence, the gums or soft tissues of the mouth which may be exposed to the various agents used in these procedures may exhibit
an allergic response. Also, gum tissues may show signs of inflammation. Should this occur, the doctor should be immediately made
aware of this.

Esthetics/Appearance: Every attempt possible will be made to match and coordinate both the form and shade of veneers which will
be placed to be cosmetically pleasing to the patient. However, there are some differences which may exist between that which is
natural and that which is artificial making it impossible to have the shade and/or form perfectly match your natural dentition. Once
veneers are bonded to place on the teeth, should any changes be desired later by the patient, a fee may be assessed to cover any
extensive adjustments or remakes.

Longevity: It is impossible to place any specific time criteria on the length of time that veneers should last or for the lightened
appearance of whitened or bleached teeth to remain at the lightened shades. These time periods may vary from a very shorttime to a
very long time depending upon many conditions existing from patient to patient, which may be either internal, external or both.

Bleaching Considerations:  Bleaching may either be done in-office or with take-home trays. The degree of whitening varies with the
individual. The average patient may achieve considerable change (1-3 shades on the dental shade guide) but some patients take
longer to achieve the desired level of whiteness of teeth. Coffee, tea and tobacco will stain teeth after treatment and are to be avoided
for at least 24 hours after treatment. Carbamide peroxide and other peroxide solutions used in bleaching are approved by the FDA as
mouth antiseptics. Their use as intraoral bleaching agents has been effective but unknown risks may yet persist. Acceptance of
bleaching treatment means acceptance of these yet unknown risks. Pregnant women are advised to consult with their physician before
starting treatment.

It is the patient’s responsibility to immediatel y inform the doctor and seek attention from him/her should any undue or
unexpected problems occur or any dissatisfaction be present. Also, all instructions must be diligently followed, including
scheduling and attending all appointments.

INFORMED CONSENT TO TREATMENT: | have been given the opportunity to ask any and all questions regarding the nature and purpose
of cosmetic dental treatment and have received all answers to my satisfaction. | voluntarily assume any and all possible risks, including 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. No guarantees or promises have been made to me concerning the results. The fee(s) for this (these) services have
been explained to me and are satisfactory. By signing this form, | am freely giving my consent to allow and authorize Dr.

and/or his/her associates to render any treatment deemed necessary, desirable and/or advisable to me, including the administration and/or
prescribing of any anesthetics or medications.

Patient's Name (please print) Signature of patient, legal guardian, Date

or other authorized person

Witness to Signature Date



1. The nature and type of material used in my cosmetic veneers, for example, all porcelain, etc. has been
explained to me and it is my understanding that the material to be used is:

By signing below | acknowledge and authorize the above listed material to be used in my mouth.

2. | have been given the opportunity to view my veneers as processed, either on models or in place in my
mouth prior to final cementation. | approve the color, shape, feel and overall appearance of my veneers. |
understand that once the veneers are placed in my mouth, the factors of color, shape, feel and overall
appearance cannot be changed without additional and possibly significant time being taken and fees assessed.
| further understand that removing cemented veneers may create the risk of injury or breakage to the underlying
teeth and will destroy the veneer, requiring a remake.

By signing this Consent for Final Cementation | give Dr. my consent
for final cementation and acknowledge my approval of the appearance and authorize use of the material cited
above.

Patient’'s Name (Please Print) Signature or patient, legal guardian or Date
authorized representative



