
Dental Informed Consent 
 
You, the patient, have the right to accept or reject dental treatment recommended by us. 
Prior to consenting to treatment, you should carefully consider the anticipated benefits and 
commonly known risks of the recommended procedure, alternative treatments, or the option 
of no treatment.  
 
Do not consent to treatment unless and until you discuss potential benefits. risks, and 
complications with us and all of your questions are answered. By consenting to the 
treatment, you are acknowledging your willingness to accept blown risks and complications 
no matter how slight the probability of occurrence.  
 
It is very important that you provide us with accurate information before, during, and after 
treatment. It is equally important that you follow our advice and recommendations regarding 
medication. Pre and post treatment instructions referrals to other dentists or specialists, and 
return for scheduled appointments. If you fail to follow our advice  you may increase the 
chances of a poor outcome.  
 
Our dental treatment will likely involve the administration of anesthesia by injection or Pre-
medication. The administration of anesthesia can create certain risks to you. Those risks 
include: bleeding, temporary or permanent pain, infection, temporary or permanent nerve 
damage, allergic reaction, or the inability to drive a car Or operate machinery for a certain 
Period. 
  
You must follow any regimen we suggest, either pre-treatment or post-treatment. This 
regimen may include taking antibiotics, rinsing with certain solutions, coming to us for follow-
up appointments, tooth flossing and brushing, or the avoidance of certain foods.  
 
After the treatment you must remain in our office until we release you. If you do not recover 
completely from anesthesia, please inform us immediately so that we may take appropriate 
action. You should have someone to drive/take you in the event you are not fully recovered 
from anesthesia or dental treatment.  
 
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 being root canal therapy following routine restorative 
procedures. I give my permission to you to make any/all changes and additions as 
necessary.  
 
I have read and fully understand all of the above matters.  
 
Name of the patient :-  
 
 
Signature:                                                            Date : 
 
Patient's Name (Parent or Guardian if a Minor). 
  


