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THE HOME OF

BIOLOGICAL DENTISTRY
Beyond your physical health




________________________________________________________________________________________________



EXTRACTION CONSENT FORM

I, _________________________, do hereby declare that I was provided with sufficient information, in a way I can understand, to make a well informed decision with regards to my proposed treatment that involves extractions. 

I understand that I may ask any questions I wish, and that it is better to ask them before treatment begins than to wonder about it after treatment has started. 

It has been recommended that I have the following tooth/teeth extracted: ___________________________________    _________________________________________ _______________________________________________________

This recommendation is based on visual examination(s), on any X-rays, models, photos and other diagnostic tests taken, and on my doctor’s knowledge of my medical and dental history. 

I am aware that some extractions may require cutting into the gum and removing supporting bone and/or cutting the tooth into sections prior to removal. 

My needs and desires have also been taken into consideration. The extraction/s are necessary because of: 

Pain Infection Periodontal (gum) disease 

Decay 

Broken Tooth/Teeth

Tooth is not restorable / Bad or poor prognoses

The intended benefit of extractions is to relieve symptoms and/or to permit me to continue with any additional treatment. 

Extraction is the only reasonable treatment option. I have considered my options and thought about it.

I acknowledge that I have received the Extraction Information Sheet and Post-op Procedure document and fully understand that there are certain inherent and potential risks associated with any type of surgical procedure, including extraction/s.

I understand that during and following treatment, I may experience pain or discomfort, bleeding, swelling, bruising, and stiff jaws, all of which may last for several days. I understand that it is possible for an infection to occur in the extraction site and that I may need antibiotics and/or other procedures to treat the infection.

I understand that less common complications as stipulated in the Extraction Information sheet are possible. 

I have provided as accurate and complete a medical and personal history as possible, including antibiotics, drugs, or other medications I am currently taking as well as those to which I am allergic. 

I will follow any and all treatment and post-treatment instructions as explained and directed to me and will permit the recommended diagnostic procedures, including X-rays. 

In spite of the possible complications I realize that there are risks, my recommended extraction /s are necessary. 

I am aware that the practice of dentistry is not an exact science, and I acknowledge that no guarantees have been made to me concerning the results of the treatment. 

The nature of the recommended treatment is understood as well as the alternate treatment options, the risks of the recommended treatment, and the risks of refusing treatment. 

I wish to proceed with the recommended treatment. I understand the risks and choose to have this procedure performed by the Dentists practicing at The Home of Biological Dentistry.

Signed at _______________  on the ____  day of  _________________ month 20___.

Name of Patient: 
________________________

ID number:  ____________________ 

Signature Patient / Legal Guardian: ______________                 ID number:  ___________________

________________________________________________________________________________________________
Thank you for trusting us with your oral health!

