
Informed Consent for Operative/Invasive Procedure
Date ______________

I, the undersigned, consent to the following operation(s) and/or procedure(s);
Placement of dental implants _______________________________________________
to be performed by Dr. ___________________ and his/her associates and assistants with the knowledge that primary responsibility for my care specific to the stated procedure is with them.  Dr. ________________ has explained to me the nature and purpose of each operation(s) and/or procedure(s) as well as the substantial risks and possible complications involved, the benefits and the medically reasonable alternative methods of treatment.

The substantial risks include but are not limited to:  (check if applicable and add additional risks as indicated):


perforation and/or injury to adjacent blood vessels, nerves and/or organs


bleeding


infection

pain; swelling; bruising; loss of implant; antibiotic therapy may influence the effectiveness of birth control pills.  Alternative contraception should be used while taking antibiotics.
The potential benefit(s) include but are not limited to:  Improved chewing ability, replacement of missing teeth, preservation of bone by replacing tooth root.  Look, feel and function like natural teeth.  No compromise of adjacent teeth by grinding them down for a bridge or securing a partial denture to them.  Excellent strength to handle chewing forces in the molar region and same home care as natural teeth.
The medically reasonable alternative(s) options are: no treatment; fixed partial denture; removable partial denture.
I understand and consent to disposing of any tissue, parts or organs that are removed during the operation(s) and/or procedure(s) in accordance with it’s usual practice.

I understand that the information I have received about the risks is not exhaustive and there may be other, more remote risks.

I have had the opportunity to ask questions regarding the proposed procedure(s) and all my questions have been answered to my satisfaction.

I understand that there will be additional costs, by my restorative dentist, for the implant restoration (i.e., abutment and crown).

I have read or have had read to me this Operative/Invasive Procedure Informed Consent form.

I have had explained to me, and I understand the potential benefits and drawbacks, potential problems related to recuperation, the likelihood of success, the possible results of non-treatment, and any medically reasonable alternatives.

I have received no guarantees from anyone regarding the results that may be obtained.

My initials below indicate whether or not I consent to additional operation(s) and/or procedure(s) as are considered diagnostically or therapeutically necessary.


I ​​consent OR


I do not consent
To additional operation(s) and/or procedure(s) as are considered diagnostically or therapeutically necessary on the basis of findings during the course of the operation(s) or procedure(s) described above and I accept the risks that may be associated with such additional operation(s) and/or procedure(s).

My initials below indicate whether or not observers may be present during my procedure, in accordance with my dentist’s approval.

I give permission to allow observers in the room during my procedure.

_____


I do not give permission to allow observers in the room during my procedure. 
_____ 

Consent
I do herby consent to the above described operation(s) and/or procedure(s) and have read page 1 of this consent form.

Date _________________

Patient Signature ______________________ Patient Printed Name _______________________ 

Witness Signature _____________________ Witness Printed Name ______________________ 

Signatures For Consent When Given By Representative Of Patient
If patient is unable to consent, complete the following:


Patient is a minor, or


Patient is unable to consent because: _________________________________________ 

Date __________________

Patient’s Name _______________________________________________

Representative’s Signature ______________________________________ 

Representative’s Printed Name ______________________ Relationship to Patient ___________ 

Witness Signature ____________________________________________ 

Signature Of Dentist Who Obtained Consent
I certify that the procedure(s) described above, including the substantial risks, benefits, possible complications, anticipated results, alternative treatment options, including non-treatment, the likelihood of success and the possible problems related to recuperation, were explained by me to the patient or his/her legal representative.

Date _______________ Signature of Dentist Who Obtained Consent ______________________
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