
[bookmark: _GoBack]101A George Storrar Drive
Groenkloof
Pretoria 
0181

Practice no: 5445345
Dr O. Rojas, DDS(CCD) & Associates
  
[bookmark: OLE_LINK1][bookmark: OLE_LINK2]Tel: 012-346 2028 / 012- 346 5615
Cell: 081 818 3308

www.southafricadentist.com
info@southafricadentist.com

                  Facebook: The Home of Biological          
                                                     Dentistry



	
	                            



________________________________________________________________________________________________	
GENERAL BONE and/or SOFT TISSUE SURGERY CONSENT AND WAIVER FORM

Dear Patient/Legal Guardian,

You have the right to be informed with regards to the condition and the recommended treatment to assist you in your decision. 

This form is not meant to alarm you, but rather an effort to provide you with information, so that you are able to give an informed consent to proceed with treatment.

Reason for Procedure:  
You have been diagnosed with one or more serious condition: 
· Loss of bone / gum tissue, 
· Ischemic / cavitational osteo-necrosis
· Dead teeth
· Residual root leftovers
· Mobility or loss of teeth.

What you gain with the treatment:  (Not guaranteed)
· An infection free area conducive to good general health;
· Stable base for dental or maxillofacial rehabilitation;
· Improved function and/or appearance.

The following should be discussed and understood before making your decision:
1. Without treatment the condition might deteriorate or at best will remain the same. Full recovery of your health or functionality of the area, will not be achieved.
2. Certain materials (e.g. membranes, artificial bone, screws) might have to be used.  The costs of these materials are each charged separately.
3. There is no method to accurately predict soft tissue and bone healing and regeneration after surgery and implant placement.
4. Your body can reject the bone or membrane added or it may get infected.
5. No guarantees or assurances can be made to the outcome of the procedure or related procedures. More surgeries might be required at an additional cost.
6. The healing period could be up to 12 months, depending on the procedure.
7. You might not be able to wear a denture, for a while after each intervention. 
8. Speech and chewing might become impaired and a special diet might be required.
9. Maintenance of adequate oral hygiene is critical for success. You are totally responsible for this aspect of your treatment.

Understanding the associated risks is essential before undergoing the surgical procedure/s. 
No procedure is completely risk-free.  The following risks are well recognised, but there might also be some not included in this list that are unforeseen by your Doctor and/or Associates. 

Risks:
1. Infection: please come with a clean face, to reduce chances of infection, please DO NOT wear makeup, foundation, or any facial cream and men should be well shaved.
2. Pain, bleeding, swelling and Scarring
3. Failure to achieve full improved function or appearance.
4. Temporary Facial Discoloration
5. Numbness of the lips, chin, gums or tongue - temporary or permanent (lower jaw)
6. Inflammation of veins from medication
7. Muscular injury and stiffness
8. Changes in occlusion (the bite) and/or in TMJ function (the joint)
9. Damage or sensitivity to adjacent teeth, bone or gums
10. Jaw fracture (very rare and only in the elderly)
11. Need for additional surgeries such as soft or hard tissue grafting

If you have any questions regarding the procedure, risks, benefits or alternatives to this procedure, ask your Dentist prior to signing any consent forms.

DECLARATION BY PATIENT/LEGAL GUARDIAN
I realize and understand that there is no guarantee that this treatment will heal me from systemic conditions, prevent tooth loss or that I will regain full functionality; however it will prolong the sustainability of my teeth/ gums/ bone structure. 

The following procedure was suggested:	    Other: __________________________________	
       	Flap surgery			Bone Graft / Regeneration		    Cleaning of cavitation
	Soft tissue Grafting		Micro-/Plastic periodontal surgery 	     Implant Removal	   	Crown Lengthening		Frenectomy				     Sinus Lift

I AM FULLY AWARE of the costs involved and I will settle in advance the full amount, at least 3 days prior to the surgical procedure.

I am aware that the above price paid prior to surgery, does NOT include:
· Services related to Procedural Sedation or General Anaesthetics.
· Additional medical, dental or surgical treatment that may be needed due to unforeseen complications.
· Additional fees to recondition or replace existing prosthesis. 

I do hereby further declare that:
· The conditions have been explained to me.
· The procedure/s necessary to treat the condition/s, as well as the risks, have been explained to me.
· I have been informed of possible alternative methods of treatment (if any).
· The Dentist has explained that during the course of treatment, unforeseen conditions might arise. I authorize the dentist to use professional judgment to perform additional procedures that he/she deems necessary to complete my surgery.
· I understand the financial implications of the procedure.
· Other further surgeries might be needed.

I, ______________________________ ID number: ______________________ certify that I have read and fully understood the content of this document and give consent for the procedure to commence. Keeping my appointment is also a confirmation of my consent.

Signed at 				 on the 	   day of 		        month 20

		
Patient/Legal Guardian						Dentist / Surgeon  
         Signature	                                                                                             Signature

________________________________________________________________________________________________
Thank you for trusting us with your oral health!
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