
Consent For Surgical Endodontic Procedure 
I have explained to the patient the nature of his/her dental problem, the nature of the surgical procedure, and the benefits to be gained from this approach compared to other alternatives.

I have discussed with the patient the possibility of complications from the surgical endodontic procedure, including but not limited to infection, bleeding, loss of sensation in the area (paresthesia.)  I have also informed the patient that no guarantees can be made concerning the results, and loss of the tooth may occur.

All questions were answered and the patient consents to the procedure.

_____________________________________D.M.D./D.D.S.

Dr. _______________________ has explained the procedure to me and I consent to the procedure.

I give permission to use supplemental bone grafts and/or membranes.  I acknowledge that said grafts and membranes may not be covered by my dental insurance and therefore I am responsible for the full fee at the time of surgery.

Tooth to be treated _____________

Fee ______________

Signed by: ______________________________ Date ____________________

Print Name ______________________________
35435714.1 

