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Informed Consent for Dental Treatment 

In reading and signing this form, it is understood that English is the language that I understand 

and use to communicate.               Initials____________Date_____________ 

Drugs, Medication, and Sedation 

I have been informed and understand that antibiotics, analgesics, and other medications including sedation 

medications, can cause adverse reactions, some of which are, but are not limited to, redness and swelling of 

tissues, pain, itching, vomiting, dizziness, miscarriage, cardiac arrest, and/or anaphylactic shock (severe allergic 

reaction).  They may cause drowsiness, lack of awareness and coordination which can be increased by the use of 

alcohol or other drugs.  I understand and fully agree not to operate any vehicle or hazardous device for at least 12 

hours or until fully recovered from the effects of the anesthetic, medication and drugs that may have been given to 

me in the office for my care.  I understand that failure to take medications prescribed for me in the manner 

prescribed may offer risks of continued or aggravated infection and pain and potential resistance to effective 

treatment of my condition.  I understand that antibiotics can reduce the effectiveness of oral contraceptives (birth 

control).  I have informed the Dentist of any known allergies.                    Initials ____________Date_____________ 

Changes in Treatment Plan 

I understand that during treatment it may be necessary to change or add procedures because of conditions found 

while working on the teeth that were not discovered during examination.  The most common change that needs to 

be made is root canal therapy following routine restorative procedures.  I give my permission to the Dentist to 

make any/all changes and additions as necessary.   Initials ____________Date_____________ 

Hygiene and Periodontics (tissue and bone loss) 

I understand that the long-term success of treatment and status of my oral condition depends on my efforts at 

proper oral hygience (i.e. brushing flossing) and maintenance regular recall visits. 

PERIODONTICS- I understand that I have a serious condition, causing gum and bone inflammation and/or loss, and 

that it can lead to the loss of my teeth and other complications.  The various treatment plans have been explained 

to me, including gum surgery, replacements and/or extractions.  I also understand that although these treatments 

have a high degree of success, they cannot be guaranteed.  Occasionally, treated teeth may require extraction. 

I understand that if I am diagnosed with periodontitis (gum disease), I will require more extensive cleanings, such 

as scaling and root planning, lazer therapy, subgingival antibiotics, and gum surgery.  I also understand that the 

doctor might place me on 3, 4, or 6 month recall program, depending on my gum conditions.  Failiure to follow the 

instruction and treatment designed by doctor will result in worsening of my condition, and ultimaltly will result in 

tooth loss and severe chronic periodontitis.     Initials ____________Date_____________ 

Temporomandibular Joint Dysfunction (TMD), Night Guards 

I understand that popping, clicking, locking, and pain can intensify or develop in the joint of the lower jaw (near 

the ear) subsequent to routine dental treatment wherein the mouth is held in the open position.  Although 

symptoms of TMD associated with dental treatment are usually transitory in nature and well tolerated by most 

patients.  I understand that should the need for treatment arise, then I will be referred to a specialist for 
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treatment, the cost of which is my responsibility.  I understand that some of the TMD conditions result in attrition 

and grinding of teeth and I will be required to obtain a night guard to prevent further damage to may teeth and 

TMJ.  I understand to obtain the best result with a night guard, I have to be compliant and wear the night guard as 

instructed.  I understand that the night guard fabricated will be tried in the office, and is not refundable once the 

device is taken home.  I understand that night guards cannot be used as bleaching trays.     

Initials ____________Date_____________ 

Fillings:  I have been advised of the need for fillings to replace tooth structure lost to decay.  I understand that 

care must be exercised in chewing on fillings during the first 24 hours to avoid breakage.  I understand that 

sensitivity is a common effect after a newly placed filling.  I have been also advised of the need for the fillings, 

either silver or composite, to replace the missing tooth structure or decay.  I understand that with time the fillings 

will need to be replaced due to wearing material.  In cases where very little tooth structure remains, or existing 

tooth structure fractures off, I may need to receive more extensive treatment, such as rooth canal therapy, post 

and build up, and crowns, which would necessitate a separate charge. 

I understand that the silver amalgam restoration is an acceptable procedure according to the American Dental 

Association guidelines and, as such, is a treatment used by our facility.  The advantages and disadvantages of 

alternate materials have been explained to me.  I’ve been informed that filling may need to be replaced every 7-10 

years.  I was also informed that for silver fillings, more tooth structure has to be removed to create mechanical 

retention.        Initials ____________Date_____________ 

Removal of Teeth 

I understand that the purpose of the procedure/surgery is to treat and possibley correct my diseased oral tissues.  

The doctor has advised me that if this condition persists without treatment or surgery, my present oral condition 

will probably worsen in time. 

Alternatives to removal have been explained to me (root canal therapy, crown, and periodontal surgery) and I 

authorize the Dentist to remove the following teeth __________________.  I understand removing teeth does not 

always remove all the infection, if present, and it may be necessary to have further treatment.  I understand the 

risks involved with having teeth removed, which can include but are not limited to pain, swelling, spread of 

infection, dry socket, exposed sinuses, loss of feeling in my tongue, lips, and surrounding tissue.  I understand that 

these symptoms may require additional treatment from a specialist. Potential risks include, but are not limited 

to, the following 

A)  Post-operative discomfort; swelling, prolonged bleeding, tooth sensitivity to hot or cold, gum 

shrinkage (possibly exposeing crown margins), tooth loosening, delayed healing (dry socket) and/or 

infection (requiring prescriptions or additional treatment, i.e. surgery) 

B) Injury to adjacent teeth, caps, or filling (requiring the recementation of crowns, replacement of 

fillings, fabrication of crowns, or extractions), or injury to other tissues not within the described 

surgical area 

C) Limitation of opening; stiffness of facial and/or neck muscles, changes in bite, or temporomandibular 

joint (jaw joint) difficulty (possibly requiring physical therapy or surgery.) 

D) Residual root fragments or bone spiculaes might be left in the sockets in cases where the complete 

removal would require extesnsive surgery or needless surgical complications.  

E) Possible bone fracture which may require wiring or surgical treatment. 
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F) Opening of the sinus (a normal cavity situated above the upper teeth requiring additional surgery by 

an oral surgeon. 

G) Injury to the nerve underlying the teeth resulting in itching, numbness, or burning of the lip, chin, 

gums, cheek, teeth, and/or tongue on the operated side.  This may persist for several weeks, months, 

or, in remote instances, permanently.    Initials ____________Date_____________ 

Endodontic Treatment (Root Canal Therapy) 

The purpose and method of root canal therapy has been explained to me, as well as reasonable alternatives, and 

the consequences of non-treatment.  I understand that following root canal therapy my tooth will be brittle and 

must be protected against fracture by placement of porcelain (crown) over my tooth.  I understand the post 

treatment risks including but not limited to discomfort lasting a few hours to several days, swelling of the gum 

tissues, infection, restricted jaw opening.  I understand that the treatment risks can include, but are not limited to 

the following: 

A.  Post treatment discomfort lasting a few hours to several days for which medication will be 

prescribed if deemed necessary by the doctor. 

B. Post treatment swelling of the gum area in the vicinity of the treated tooth or facial swelling, either of 

which may persist for several days or longer. 

C. Infection. 

D. Restricted jaw opening. 

E. Breakage of root canal instruments during treatment, which may in the judgment of a doctor, be left 

in the treated root canal or bone as part of the filling material, it may require surgery for removal. 

F. Perforation of the root canal with instruments, which may require additional surgical treatment or 

result in premature tooth loss or extraction. 

G. Risk of temporary or permanent numbness in treatment area.  
Initials ____________Date_____________ 

Crown and Bridges 

I understand that sometimes it is not possible to match the color of artificial teeth with natural teeth.  I understand 

that like natural teeth, crowns and bridges need to be kept clean with proper oral hygiene and periodic cleanings, 

otherwise decay may develop underneath and/or around the margins of the restoration leading to further dental 

treatment.  I understand that if I do not keep my appointment and have my crowns seated in a timely manner (3-4 

weeks), my teeth may shift which will prevent the permanent restoration from fitting and therefore incur more 

cost to myself.  I understand that at times during the preparation of a tooth for a crown, pulp exposure may occur, 

necessitating possible root canal therapy.  I understand that after the delivery of the crown, the doctor is not 

responsible for breakage of the crown during an accident or eating hard foods.  I understand that the crown will be 

shown to me before cementing, and I will be responsible for any changes that I desire after cementing of the 

crown.  In the case of replacing an existing crown or bridge, there is a chance that the patient might swallow the 

restoration and it might not be retrieved by doctor or assistant.  In such case, patient is responsible to visit the 

emergency room for radiographic evaluation.         

 Initials ____________Date_____________ 
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Dentures – Complete or Partial 

The problems that occur with wearing dentures have been explained to me including looseness, soreness, and 

possible breakage.  A reline may eventually be necessary due to tissue change.  Follow-up visits are an integral part 

of maintenance and success of a prosthetic appliance.  The doctor should immediately examine sore spots.  I 

further understand that surgical intervention (i.e. tori removal, bone recontouring, or implants) may be needed for 

dentures to be properly fitted.  I also understand that due to bone loss or other complicating factors, I may never 

be able to wear dentures to my satisfaction.   

I understand that no guarantee or assurance has been given that the proposed treatment will be curative and/or 

successful to my complete satisfaction.  I agree to cooperate completely with the recommendations of the doctor 

while I’m under his/her care, realizing that any lack of same could result in less than optimum results.  I was 

explained the pros and cons of conventional vs immediate dentures.  I fully understand that by choosing 

immediate dentures, the dentures will not fit perfectly after the extraction and future reline or extensive 

adjustments will follow the surgery and additional costs may be involved.  I understand that in conventional 

dentures, the dentures will be shown to me in wax, and will only be processed after my satisfaction.  Once the 

dentures are processed, no changes to the shape and shade of denture are possible, and the patient is responsible 

for the lab costs if such changes have to be made.  I understand that the dentures are only prosthetic devices, and 

many adjustments will be needed to get them in a stable condition.  I understand that in some cases, due to the 

bone loss, the dentures might need adhesives for complete retention, or more extensive surgeries such as 

placement of implants for the optimal retention.    Initials ____________Date_____________ 

 

I certify that I have had an opportunity to read and fully understand the terms and words within the above 

documents, and consent to the operation and explanation referred to or made.  I have been encouraged to ask 

question, and have had them answered to my satisfactions.   Initials ____________Date_____________ 

I understand that this facility provides dental care services without discrimination based on race, religion, color, 

national origin, sex, sexual orientation, physical or mental disability, age or material status and protects the privacy 

of each of it’s patients.      Initials ____________Date_____________ 

 

Patient”s Name:______________________________________________ 

 

Signature: ___________________________________________________ Date: ______________________  

 

 

 

Doctor’s Name:______________________________________________ 

 

Signature: ___________________________________________________ Date: ______________________  
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Patient-Dentist Arbitration Agreement 

Article I. 

It is understood that any dispute as to dental malpractice, this, as to whether any dental services rendered under this contract were 
unnecessary or unauthorized or were improperly, negligently or incompetently rendered, would be determined by submission to arbitration as 
provided by California Law, and not by a lawsuit, or resort to court process, except as California law provides for judicial review or arbitration 
proceedings. Both parties of this contract by entering into it, have given up their constitutional right to have any such dispute decided in a court 
of law before a jury, and instead are accepting the use of arbitration. 

Treatment in this office is contingent upon both parties consenting to this Arbitration Agreement. 

Article II. 

A. Parties to the Agreement: 

The term “patient” as used in this agreement includes the undersigned individual, his or her spouse, children (whether born or 
unborn), and heirs, assigns or personal representatives.  The individual signing this Agreement signs it on behalf of the foregoing persons, and 
intends to bind each of them to arbitration to the full extent permitted by law. 

The term “doctor” as used in this agreement includes the undersigned doctor and his or her professional corporation or partnership, 
and any employees, agents, successors in interest, heirs and assigns of the foregoing individuals or entities and independent contractors.  The 
doctor signing this agreement signs it on behalf of all the foregoing individual and entities, and intends to bind each of them to arbitration to 
full extent permitted by law. 

B. Treatment Covered: 

Patient understands and agrees that any dispute of the sort descried in Article I between doctor and patient will be subject to 
compulsory, binding arbitration. 

C. Coverage of Pre-Natal Claims (If Applicable): 

Patient understands and agrees that, if doctor treats her during pregnancy, any dispute or sort descried in Article I as to dental 
treatment rendered to or affecting the unborn child will be subject to compulsory, binding arbitration. 

Article III. 

A. Informal Resolution of Disputes: 

In the event patient feels that a problem has arisen in connection with the dental care rendered by doctor to patient, patient will 
promptly notify doctor so that doctor may have the opportunity to resolve the matter.  Notice may be given orally or in writing, and shall stop 
the running or statute of limitations for ninety (90) days. 

B. Method of Initiating Arbitration: 

If the dispute is not resolved by mutual Agreement within ninety (90) days, patient may initiate arbitration by notifying doctor to 
that affect.  The arbitrator shall be selected by the chief administrator of JAMS ENDISPUTE.  The arbitrator must be selected within twenty-one 
(21) days of the signature on the receipt for a letter sent certified mail return receipt request demanding that a dispute submitted to 
arbitration.  Following the selection of the arbitrator, arbitration must be held within thirty (30) days. 

C. Applicable Law: 

The arbitration shall be conducted pursuant the California Arbitration Act (C.C.P. 1280-1296).  The Arbitrator shall, in addition, have 
authority to order such other discovery as he/she deemed appropriate for a full and fair hearing of the case.  A determination on the merits 
shall be rendered in accordance with the law of the State of California, including the provisions of the Medical Injury Compensation Reform Act 
1975 which shall apply to the same extent as if to dispute or pending before a Superior Court of the State of California. 

The arbitrator shall not have the power to commit errors of law or legal reasoning, and the arbitrator’s decision may be vacated or 
corrected pursuant the California Code of Civil Procedure Sections 12806.2 or 12086.6 for any such error. 

The prevailing party shall be entitled to attorney fees. 
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Article IV. 

A. Revocation: 

 If you are signing this agreement and then change your mind, the law permits you to revoke the Agreement providing you give your 
doctor written notice within thirty (30) days of signing that you want to withdraw from the Agreement.  However, doctor and patient agree that 
any claim arising for dental services rendered prior to revocation shall be subjected to arbitration.  Furthermore, doctor is not obligated to 
continue the doctor/patient relationship should you decide to withdraw from the agreement. 

 

NOTICE: BY SIGNING THIS CONTRACT, YOU ARE AGREEING TO HAVE ANY ISSUE OF DENTAL MALPRACTICE DECIDED BY MUTUAL 
ARBITRATION AND YOU ARE GIVING UP RIGHT TO JURY OR COURT TRIAL, SEE ARTICLE I OF THIS CONTRACT. 

 

PATIENT’S NAME: (Please Print):______________________________________ DATE: _______________________ 

 

SIGNED: __________________________________________________ SIGNED: ____________________________ 

  Patient/Legal Guardian        Witness 

 

Doctor___________________________________Date_________________________ 


