
MAXILLARY SINUS AUGMENTATION
INFORMED CONSENT

NOTE: To prevent excessive bleeding, avoid taking the following medication prior to surgery. If your doctor prescribed any of these, we will need to make special arrangements to prepare for your treatment.
Refrain from:
Aspirin - for at least 2 WEEKS; Baby Aspirin - for at least 1 WEEK. 
Coumadin for at least 5 DAYS. 
Vitamin E 800mg - for at least 2 WEEKS. 
Ibuprofen - for at least 5 DAYS. 
Gingko Biloba - for at least 5 DAYS. 

Dr.	_____________________ will prescribe your surgical medications as needed. 
          Patient Name	            Date

You have the right to be given information about your proposed surgical procedure so that you are able to make the decision as to whether or not to proceed with surgery. What you are being asked to sign is confirmation that you have been given information on the nature of your proposed treatment, the known risks associated with it and possible alternative treatments.

IF YOU HAVE ANY QUESTIONS, PLEASE ASK DR. _________________ BEFORE YOU INITIAL EACH PARAGRAPH BELOW.

________1. Diagnosis: Dr.	has informed me that I have insufficient bone height in my upper jaw to place an appropriate number of root form dental implants to support future crowns/bridges.

	2. Recommended Treatment: In order to be able to place root form dental implants of adequate length in my upper jaw, Dr._______________________	is recommending maxillary
sinus elevation surgery. A local anesthetic will be administered in addition to medications deemed appropriate by Dr._________________________.	

My gum tissue will be pulled back and an opening will be created in the wall on the side of my maxillary sinus. The lining of the sinus will be lifted and underneath a graft material will be placed. This graft may include my own bone, human bone obtained from a tissue bank, or a synthetic bone substitute. There may also be a growth factor added to the bone. Pre-fabricated membranes will also be used to cover the bone graft. Sutures will be placed over the incision, and they will be in place approximately 4-6 weeks.

________3. Risks and Complications with Bone Grafting/Sinus Augmentation: I understand that the risks and complications may include but are not limited to:
a.  Bleeding, swelling or infection at the donor site requiring further treatment.
b. Post-operative discomfort following the procedure that may last several days.
c. Injury or damage to adjacent teeth or roots, if present, which may require additional treatment.
d. Stretching of the corners of the mouth that may cause cracking and bruising, and may heal slowly.
e. Restricted mouth opening for several days; sometimes related to swelling and muscle soreness, and sometimes related to stress on the jaw joints.
f. Some bleeding through the nostril on the side of surgery, and may last one to two days.
g. Swelling around the eye of the surgical side may even result in closing of the eye for a day or two.
h. Infection or rejection of the graft, which may require total removal of the graft.
i. Possible injury to nerve branches in the bone resulting in numbness, pain or tingling of the lips, cheek, gums or teeth.
_________4. Expected Benefits: The expected benefit is that sufficient bone will be available in my upper jaw to allow placement of root-form dental implants. I understand that a healing period of 4-6 months will be required before dental implants are placed into the grafted bone and that an additional healing time of 3-6 months will be necessary before teeth are placed in the dental implants.
	5. Necessary Follow-Up and Self-Care: It is important for me to abide by the specific prescriptions and instructions given by my doctor, which will include:
a. No Physical Exertion for 5 days following the surgery
b. No smoking (if applicable) for 5 days following surgery
c. No nose-blowing for at least 4 WEEKS following surgery or until I have returned for suture removal. You will be given medications to help calm the need for nose-blowing.
d. Other post-operative instructions given following the surgery.
	6. No warranty or guarantee. I understand that there is no guarantee that the proposed treatment will be successful.
	7. I have been informed of other possible alternative treatments which includes:
_____________________________________________________________________________	
[bookmark: _GoBack]CONSENT
I certify that I speak, read, and write English and have read and fully understand this consent for surgery, that all paragraphs were initialed, and that signing this form indicates that all questions were answered to my satisfaction.
__________________________________________	____________________________________
Patient’s name (print)					Signature of patient, legal guardian or
							Authorized representative

__________________________________________	________________________
Witness to Signature					Date

