ENDODONTIC TREATMENT
INFORMED CONSENT

I understand root canal treatment is a procedure to retain a tooth, which may otherwise require extraction. Although root canal treatment has a high degree of clinical success, it is still a biological procedure, so it cannot be guaranteed.

I have been informed of the alternatives to root canal treatment, including extraction, no treatment, or referral to a specialist (endodontist). I understand that if no treatment is provided, I may experience:
1. Loss of the tooth;
2. Bone destruction due to an abscess
3. Possible systemic (affecting the whole body) infection

I also understand there are certain risks and potential consequences of any treatment, and such risks would include but are not limited to:
1. Failure of the root canal treatment (5-10%), necessitating further treatment or re-treatment, periapical surgery, or extraction
2. Separation of an instrument within the tooth, which may, in the judgment of the doctor, be left in the treated root canal or may require surgery to remove. 
3. Perforation of the root canal, which may require additional corrective treatment and result in loss of tooth. 
4. A crack or split in the tooth/root, which may affect the outcome of the root canal therapy and result in extraction.
5. Damage to the permanent crown when accessing (drilling) through it, or when placing a rubber dam clamp, a new crown could be necessary.
6. Successful completion of the root canal does not prevent future decay or fracture
7. A temporary filling is usually placed in the tooth immediately after the root canal treatment. Teeth, which have had root canal treatment, will require a permanent restoration. This may involve a filling or more extensive restorative work (pins, posts, crown buildup, crown) depending on the clinical status of the tooth.
8. Postoperative discomfort, swelling, restricted jaw opening.
9. Numbness and/or tingling in the lip, chin, gums, cheek and teeth, which are typically transient but on infrequent occasions, may be permanent. 


There are risks involved in administration of anesthetics, analgesics (pain medications) and antibiotics. I will inform the doctor of any previous side effects or adverse reaction or allergies from any medication. 

I agree that I have read, had explained to me and understand this consent for endodontic treatment. I have been given the opportunity to ask questions concerning the treatment, the risks of treatment and the alternatives to treatment. 

[bookmark: _GoBack]After fully considering this information, I hereby consent to endodontic treatment. I choose to have root canal treatment for tooth #_______________________.


__________________________________________		________________________________________________________
Patient’s name (print)					Signature of patient, legal guardian or
							Authorized representative

__________________________________________		________________________________________________
Witness to Signature					Date

