 Consent and Request for Dental Sedation

I hereby give Dr.’s DeLapp, Parsons or their designate this authorization, consent, and request for treatment after having had 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 for the procedure.   I understand that my insurance is unlikely to cover these procedures and that I am responsible for all dental treatment payment regardless of my insurance plan.

Alternatives and choices of dental sedation include but are not limited to:

· No treatment option or no sedation option

· Local anesthesia only
· Local anesthesia combined with nitrous oxide/oxygen
· Minimal sedation (oral route) with or with out nitrous oxide/oxygen
· “Moderate Sedation (IV route most likely)
· “Deep Sedation” with anesthesiologist or nurse or dental anesthetist
· “General Anesthesia” in a hospital or day surgical center 
I request the following Dental Sedative procedure ________________________________________________________________

I believe that the treatment noted above would be my preferred choice. The Doctor has advised me that there are certain risks and potential consequences with any procedure(s) and the risks for the treatment above would include but are not limited to:

· A sedation outcome that is “less” than anticipated (under-sedation)
· Sedation outcome “more” than expected (over-sedation)
· Drowsiness and lack of awareness or impaired decision making

· The use of alcohol with sedation medications may cause death

· Driving or use of dangerous machinery can lead to serious injury or death

· Dizziness, nausea or vomiting are possible
· Allergic and life- threatening reactions are possible
· Complications may require hospitalization and result in brain damage or death
· Sedation drugs and effects of sedation can remain in my system 24 hours or more even after I am awake and ambulatory
· Other
Unforeseen conditions after sedation and dental procedures have begun

On rare occasions once the sedation has begun there may be a change in treatment due to “unforeseen conditions”. If any unforeseen conditions should arise in the course of the procedure calling for the Doctor’s professional judgment or for procedures in addition to or different from those now contemplated, I request and authorize the Doctor or their representative to do whatever he or she may deem advisable. Most common “unforeseen conditions” include but are not limited to:

· Deep decay resulting in the need for a root canal or for the tooth/teeth to be extracted

· Treating additional teeth or areas in my mouth

· Sedation lingering beyond anticipated time limits

· Other

Local anesthetic and/or venipuncture risks  include but are not limited to:

· Paresthesia (altered sensation), anesthesia (numbness) and/or other sensations that are frequently temporary but can be permanent
· Bruising and or swelling at the injection site
· Muscle tenderness or trismus (limited jaw opening)
· Phlebitis or damage to arteries of the arm, hand, or finger that very rarely result in amputation of the affected area.
Recovery from “minimal” or moderate sedation”

Our doctors are anticipating an uneventful recovery from the sedative drugs.  There are uncommon occasions where recovery is delayed and monitoring needs to be evaluated for an extended period of time “possibly” at a 24 hour monitoring facility. I request transportation and monitoring if needed.

I have and will comply with the following pre and post surgical recommendations

· I have had nothing to eat or drink for 6 hours (NPO)

· I have not had any alcohol for the previous 48 hours

· I have a “responsible person” to drive me home and will not operate a motor vehicle for at least 24 hours

· I have a “responsible person” who will stay and monitor me for 24 hours

Other:  I understand that by the very nature of the proposed treatment and the uniqueness of myself as an individual that no one can predict the certainty of any outcome or success and that even in the event of treatment my condition may worsen.  I understand that no guarantees or assurances have been given to me that the proposed treatment or alternative if any, would satisfy my expectations.  I believe that it is in my own best interest to proceed with the proposed treatment. I have given an accurate report of my physical, dental and mental health history. In addition, I have received consent from my health care provider to undergo this dental sedative procedure.

Questions and promises:  I have had ample opportunity to ask questions about the proposed treatment, alternatives & risks and that they have been answered to my satisfaction!  I agree and solemnly swear to abide by the Doctor’s post-operative instructions.  I certify that I have read and fully understand the authorization that I am about to sign for the proposed treatment.  I accept the risks of subsequent harms, if any, in hopes of obtaining the desired beneficial results of this treatment.  

Signature _____________________________ Date ____/____/____ Witness (if applicable) ______________________

