


NAME:_____________________________________





INFORMED CONSENT FOR DENTISTRY WITH SEDATION





1.   This is my consent for Dr. Sanders and/or any dentist and assistants working with him to treat the following condition(s).______________________________________________________________


 


2.   The procedure(s) necessary to treat the condition(s) have been explained to me, and I understand the nature of the procedure to be:  ___________________________________________________________


 


3. I understand that the purpose of the elective dental procedures are to treat and possibly correct my diseased dental condition. The doctor has advised me that if this condition persists without treatment, my present oral condition will probably worsen with time, and the risks to my health may include, but are not limited to the following: swelling: pain; infection; cyst or abscess formation: periodontal(gum) diseases: dental caries, malocclusion, premature loss of teeth and/or bone.  I have been informed of the possible alternative methods of treatment, if any.





4. I further understand that this is an elective procedure and other forms of treatment or no treatment at all are choices that I have.





5. The doctor has explained to me that there are certain inherent and potential risks in any treatment plan or procedure, and that the risks of dental and sedation procedures include, but are not limited to:





A. Post-operative discomfort and swelling that may necessitate several days of home recuperation.





B. Post-operative infection requiring additional treatment.





C. Stretching of the corners of the mouth with resultant cracking, bruising, and sores.





D. If intravenous medication is used,  soreness at the injection site or along the vein may develop, as well as discoloration of the injection site and possible vein inflammation.





E. Tempero-mandibular joint (TMJ, jaw joint) and muscle spasm problems can occur after dental procedures which may require additional treatment(s). Earaches and worsening of pre-existing temperomandibular joint problems can occur.





F. I understand that certain anesthetic risks, which could cause serious bodily injury, including cardiac arrest, are inherent in any procedures that require sedation. 





G. Sensitivity to hot, cold, and or sweets will normally occur for the first two weeks, and may persist following any dental treatment. In addition, throbbing pain may occur which may or may not persist. Please notify Dr. Sanders if this type of pain persists.
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MARTIN B. SANDERS, DDS


DAVID H. SANDERS, DDS


GENERAL DENTISTRY WITH SEDATION
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