
 
 

INFORMED CONSENT 

_________________________________            ________________ 
Patient Name (Last, First)        Date 
 

You have the right to be informed about your condition and the recommended treatment plan to be used 

so that you may make an informed decision as to whether or not to undergo the procedure after knowing 

the risks and hazards involved. This disclosure is not meant to alarm you, but is rather an effort to 

properly inform you so that you may give or withhold your consent. 
 

This is my consent for Dr. __________________ or any dentist/physician who is working with him to 

perform the following treatment/procedure/surgery: ___________________________________________ 

_____________________________________________________________________________________

_____________________________________________________________________________________ 

The Doctor has explained to me that there are certain inherent and potential risks in any treatment plan or 

procedure, and that in this specific instance such operative risks include, but are not limited to: 

 

A. Postoperative discomfort and swelling that may necessitate several days of at-home recuperation. 

B. Heavy bleeding that may be prolonged. 

C. Injury to adjacent teeth and fillings. 

D. Postoperative infection requiring additional treatment. 

E. Stretching of the corners of the mouth with resultant cracking and bruising. 

F. Restricted mouth opening for several days or weeks. 

G. Decision to leave a small piece of root in the jaw when its removal would require extensive surgery. 

H. Fracture of the jaw. 

I.  Injury to the nerve under the teeth resulting in numbness or tingling of the chin, lip, cheek, gums 

and/or tongue on the operated side; this may persist for several weeks, months, or in rare instances, 

permanently. 

J. Opening into the sinus (a normal cavity situated above the upper teeth) requiring additional treatment. 

K.  Dry socket (localized osteitis)  

L. Other: ___________________________________________ 

 

I understand that certain anesthetic risks which could involve serious bodily injury, are inherent in any 

procedure that requires general or intravenous anesthetic. I consent to the administration of 

__________________ anesthesia. 

 

I have been made aware that certain medications, drugs, anesthetics and prescriptions which I may be 

given can cause drowsiness, incoordination and lack of awareness which also may be increased by the use 

of alcohol and other drugs. I have been advised not to operate any vehicle or hazardous machinery, and 

not to work while taking such medication, or until fully recovered from the effects of same. I understand 

this recovery may take up to 24 hours or more after I have taken the last dose of medication. If I am to be 

given sedative medication during my surgery, I agree not to drive myself home and will have a 

responsible adult drive me home and accompany me until I am fully recovered from the effects of the 

sedation. 

 

If I am female using oral contraceptives, I understand that antibiotics and other medications may interfere 

with the effectiveness of oral contraceptives. Therefore, I understand that I will need to use some 

additional form of birth control, for one complete cycle of birth control pills, after the course of 

antibiotics or other medication is completed. 



IV sedation/general anesthesia is commonly used in oral & maxillofacial surgery for patient comfort and 

pain control.  Anesthetics given in an ambulatory setting are considered safe but you should know that 

there are certain risks associated with the procedure. Below are some of the known risks of anesthesia: 

 

-     Allergic reactions (previously unknown) to any of the medications used in the procedure. 

- Discomfort, swelling, or bruising at the site where the intravenous drugs are placed into a 

vein. 

- Vein irritation, called phlebitis, where the needle is placed into the vein.  Sometimes this may 

progress to a level where arm or hand motion may be restricted temporarily and medications 

may be required. 

- Nausea and vomiting, although not common, are unfortunate side effects of general 

anesthesia.  Bed rest, and sometimes medications, may be required for relief. 

- General anesthesia is a serious medical procedure which carries with it the risk of brain 

damage, heart attack, or death. 

- Due to the potential for nausea and vomiting under anesthesia, I understand that I am not to 

eat or drink anything (or have had anything) by mouth for at least 6 to 8 hours before my 

surgery. TO DO OTHERWISE MAY BE LIFE THREATENING! 

 

If any unforeseen condition should arise in the course of the operation, calling for the doctor’s judgment 

or for procedures in addition to or different from those now contemplated, I request and authorize the 

doctor to do whatever deemed advisable. 

 

No guarantee or assurance has been given to me that the proposed treatment will be curative and/or 

successful to my complete satisfaction. Due to individual patient differences, there exists a risk of failure, 

relapse, selective re-treatment or worsening of my present condition despite the care provided. However, 

it is the doctor’s opinion that therapy would be helpful, and that a worsening of my condition would occur 

sooner without recommended treatment. 

 

I have had an opportunity to discuss with Dr. Adams or Dr. Gladwell my past medical and health history 

including any serious problems and/or injuries. 

 

I agree to cooperate completely with the recommendations of Drs. Adams and/or Gladwell while I am 

under their care, realizing that any lack of the same could result in a less than optimum result. 

 

I accept the risk of substantial and serious harm, if any, in the hope of obtaining desired beneficial results 

of the proposed oral surgery and acknowledge that my condition, the proposed surgery, and alternatives 

have been explained to me in a satisfactory manner and that all questions asked about the surgery and its 

attendant risks have been answered in a manner satisfactory to me. 

 
PLEASE ASK YOUR DOCTOR IF YOU HAVE QUESTIONS CONCERNING THIS CONSENT FORM. 

 

_____________________________________________________________________________________ 
Patient’s (or legal guardian’s) signature         Date 

 
_____________________________________________________________________________________ 
Witness Signature           Date 

 
_____________________________________________________________________________________ 
Doctor’s Signature           Date 


