DENTAL IMPLANTS
SURGICAL INFORMED CONSENT


I, __________________________hereby authorize and give Dr. 		______ or their designee this authorization, consent, and request for treatment after having a full explanation of the proposed treatment alternatives and risks. This disclosure is not meant to frighten me. It is simply an effort to make me better informed so I may give or withhold my consent. I understand that my dental insurance may not cover all or part of the procedures and that I am responsible for all dental treatment payment regardless of my insurance plan. There are two separate phases of dental implant treatment, the surgical phase and the restorative phase. There are two separate fees for dental implants. One for the for the surgical and one for the restorative phases

Diagnosis: I have been given a diagnosis based on the information gained in the clinical/radiographic examination associated with the following teeth/area: _____________________________________

Dental Implant Placement Alternative Treatment:  Alternative measures/treatment includes but is not limited to:  no treatment, fixed dental bridge, removable dentures, less stable denture or partial denture (other): ___________________________________________________________________________________________

Benefits of treatment: I have been advised that the following benefits may reasonably be expected from undergoing the recommended operation/procedure include but are not limited to:  more functional artificial teeth that in most instances provide support, anchorage, and retention for artificial teeth crowns or dentures.

Anesthesia and Sedation: I understand that the following type of anesthetic/sedation will be use during the operation/procedure.

	Local anesthesia only

	Nitrous oxide and oxygen inhalation sedation with local anesthetic  	
	Analgesia (Anxiolysis) with local anesthetic
	Minimal sedation with local anesthetic

	Moderate Sedation/ Deep sedation (with nurse anesthesiologist) with local anesthetic

Osteoporosis Medication Risks: Recent evidence suggest that patients that have used intravenous and/or oral bisphosphonate agents may be at an increased risk for post-operative complications such as exposed and painful dead bone that will NOT heal or will have a long healing time with some continued bone death. I certify that I have never taken either orally or intravenously bisphosphonate drugs for osteoporosis and other medical conditions.

Principle risks, discomforts and potential complications: I, however, believe that the treatment noted would be my preferred choice. Dr.		_______ or their designee have advised me that there are certain risks, discomforts, and potential consequences may reasonably be expected from dental implants surgery or placement and would include but are not limited to:

Approximately 10% of dental implants fail and do not integrate to the bone


Bone grafted sites may have a greater than 10% failure rate

Inadvertent implant placement that does not allow the restorative phase to be completed

Drug reaction and side effects, including bruising, phlebitis (inflammation of a vein) or infection at the injection site

Post-operative tooth sensitivity which could be temporary or permanent in nature 
Damage to adjacent teeth, roots of teeth, and fillings
Post-operative discomfort bruising which may necessitate several days of home recuperation

Post-operative bleeding or bone inflammation that may require additional treatment
Possible involvement of nerves in the lower teeth resulting in usually temporary but possibly permanent numbness or altered sensation of the lower lip, chin, or tongue

In rare cases, fracture of the bone which may require treatment

Smoking of any sort adds additional risks due to delayed and altered healing as could excessive use of alcohol, certain uncontrolled disease such as diabetes and clenching and grinding of teeth to name a few

Facial bruising, muscle soreness, or interference with speech

Accidental swallowing or inhalation of foreign objects

Possible damage to the sinus or sinus perforation

Healing time of 4-6 months or more for the dental implants. Exact time cannot be predicted

Teeth grinding or bruxism may limit the success of my dental implants as well as chronic  system diseases such as diabetes or systemic steroids or antineoplastic agents

The dental implant could break or fail necessitating the replacement and/or repair of the broken or worn parts. This replacement, repair and/or surgery will be at an additional charge

Temporal mandibular joint dysfunction. The jaw may not function properly and although uncommon may require treatment.

Dental discomfort and dental bleeding.
Fever, Nausea, Vomiting
Failure of the dental implant to integrate to the bone that can occur month to years later. This may necessitate surgical removal of the dental implant or referral to a specialist

Bone grafting needed fromm either the patient, human organ donors, or processed bone from bovine (cow), Grafts from either Teflon, medical grade restorable sterile collagen wafer, bovine (cow) or porcine (pig) Achilles tendon. The purpose of the barrier is to keep the bone graft material in place

 Allergic reaction to either the bone grafting material or barrier 
Referral to a dental specialist or physician if needed
I understand that the very nature of the proposed treatment and the uniqueness of myself as an individual that no one can predict certainty of any outcome or success. Each individual case is unpredictable making it impossible to predict results. I understand that the results may NOT be to my complete and full satisfaction after treatment is complete and my condition may be the same, better, or worse.

I understand that I have given Dr. 		 or their designee an accurate reporting of my medical and mental health issues. I authorize the doctors to examine, photograph or preserve for teaching or research purposes, or to otherwise dispose of the tissue, teeth, or foreign objects resulting from the operation and procedure authorized above.

I have been advised that the practice of dentistry is not an exact science, and acknowledge that no guarantees, warranty or assurances have been made to me concerning the results of the operation/procedure.

If any unforeseen conditions should arise in the course of the operation calling for the doctor’s judgment or for procedures in addition to or different from those not contemplated, I request and authorize the Doctor to do whatever he/she may deem advisable. I understand that there may be additional fees associated with such additional treatment

I agree to abide by the doctor's postoperative instructions and that my failure to properly care for my oral health may lead to failure of treatment. In addition, long-term success requires continued performance of effective home care and routine dental exam and treatment.

[bookmark: _GoBack]I have been given the opportunity to ask questions concerning this operation/procedure and such questions have been answered to my satisfaction. I understand that Dr.	____	, or their designee wants me to make an informed decision and that no coercion has been given to sign this consent.  I understand that I have the opportunity to delay the signing of the consent until I have had all my questions answered to my satisfaction.

I accept the risk of subsequent harms, if any, in hope of obtaining the desired beneficial results of treatment.

Patient: I hereby give my consent to the above.


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

__________________________________________	________________________
Witness to Signature					Date
