ENDODONTIC SURGERY
INFORMED CONSENT


1. I hereby authorize Dr. _____________________________ to treat the condition(s) described below:

a) Surgical root canal therapy on tooth number(s) _________________________
b) Other ________________________________________________________

2.  I  have  been  informed  of  possible  alternative  methods  of  treatment  including  no  treatment  at  all  and extraction.

3. It has been explained to me and I understand that a perfect result is not guaranteed or warranted.

4. 	My treating doctor and the staff have provided me with answers to all of my questions concerning the nature of treatment, the inherent risks of the treatment, and the alternatives to this treatment.

5. [bookmark: _GoBack]I  understand that there are certain inherent and potential risks in any treatment plan and procedures which include Paresthesia.  Paresthesia is a risk; however, it is rare.  Paresthesia means numbness that can occur in the jaw, tongue, or lip area following endodontic treatment.  Paresthesia can also cause temporary or permanent pain.

6. I  understand that most surgical procedures result in slight gingival (gum) recession.

7.  I  understand a bone graft and /or membrane which is typically used to help promote bone healing in the surgical area may or may not be covered by my insurance company and I will be responsible for any balance due.

8.   I  understand the possibility of a cracked or split root has been explained to me.  I understand that a cracked or split root may result in the extraction of the tooth.

9. I  understand payment is due at the time of service.

10. I  understand all the foregoing information that has been explained to me.  I consent to the treatment and understand that any balance remaining after insurance pays is my responsibility. 





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

__________________________________________	________________________
Witness to Signature					Date








Consent to Additional Treatment with Endodontic Surgery



I ___________________________________________________________authorize Dr. __________________________to perform the following surgical procedure:



Endodontic Surgery

1. I consent to the procedure above as well as such additional/alternative procedures in the judgment of the above doctor which may be necessary to restore or preserve my overall dental health.

2. I also request, authorize and consent to the administration of local anesthetic as may be deemed advisable by the above named doctor.


3. It has been explained to me and I understand the successes of these surgical procedures are not guaranteed and I further understand that such success is not warrantied. I have also been given the option of seeing a specialist for the aforementioned treatment.

4. It has been explained to me that an apicoectomy could possibly be avoided by removing the crown and post from the tooth; redoing the root canal, post and core and crown. After a thorough explanation of my options I have chosen the surgical approach.


5. This may include the use of Human Freeze Dried Bone for grafting purposes and/or the temporary implantation of Gore-Tex membrane.

6.  Finally such risks and complications as may ultimately develop and/or immediately follow upon the above mentioned procedures and administration of anesthetics have been fully explained to me, including but not limited to:
a.  Hemorrhage (bleeding)
b.  Paresthesia (temporary or persisting numbness)
c.  Swelling
d.  Malaise (weakness or nausea)
e.  Post-operative infection
f.     Penetration of Maxillary Sinus





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

__________________________________________	________________________
Witness to Signature					Date


