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PATIENT INFORMATION AND INFORMED CONSENT STATMENT FOR ENDODONTIC THERAPY
Patient 	DOB (mm/dd/yyyy) 	_ This is to certify that I consent and hereby authorize and request the performance, upon
myself, of the dental or oral surgical procedure known as endodontic therapy (root canal treatment). This procedure is intended to save a tooth that might otherwise require extraction. It will not prevent future tooth decay, tooth fracture(s), or gum disease.
1. I authorize and request the administration of anesthetic(s) as may be deemed necessary or advisable by the doctor.

2. I acknowledge the above procedure to be advisable or necessary, and that the doctor has explained the nature of the procedure to me, in terms which I understand, and has answered questions I have asked to my satisfaction.

3. I understand that my treatment may take several visits to complete. After the completion of the root canal, I need to return for the permanent restoration (crown). Failure to have the tooth properly restored in a timely manner significantly increases the possibility of tooth fracture and/or root canal failure. The tooth may also require a post and core and/or build-up along with the crown, depending on its condition after the root canal. There are additional charges for these procedures.

4. The doctor has also explained alternatives to the above treatment
a. No treatment at all
b. Waiting for more definitive development of symptoms
c. Extraction; to be replaced with either nothing, a denture, a bridge, or an implant

5. I further acknowledge that I have been informed of the possible significant risks and complications involved during or after the performance of the treatment to be
rendered: Please check those explained by the doctor.
( ) Post-operative pain/discomfort, infection, swelling, bleeding ( ) Perforations of the canal with instruments
( ) Instrumentation separation in the canal
( ) Tooth and/or root fracture that may require extraction
( ) Fracture, chipping, and/or loosening of existing tooth or crown ( ) Incomplete healing
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6. I fully understand that dental medicine is not an exact science and that precise
r	outcome or perfect result cannot be guaranteed.
a. There is a chance that root canal treatment will not resolve my pain. In such
instances, other procedures such as retreatment, endodontic surgery, and even extraction may be necessary to resolve the issue.
b. After gaining access to the pulp chamber (canal), there is a possibility that the doctor(s) cannot properly treat this tooth. We may refer you to a specialist to complete the procedure.
Additional Comment s:










Signature 	Date 	_ Witness (if available) 			 Parent or Guardian (if patient is under 18 years old)  			
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