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THE HOME OF

BIOLOGICAL DENTISTRY
Beyond your physical health




________________________________________________________________________________________________



SAFE AMALGAM REMOVAL CONSENT FORM 

I understand:

All the relevant procedure and I am able to make a well-informed decision regarding my proposed treatment. 

During and after treatment, I may experience pain or discomfort, swelling, bleeding, changes in my bite. I MUST ALWAYS COME BACK TO ADJUST THE BITE!

The removal process or the change in the bite might cause trauma to the tooth which can lead to inflammation of the nerve and might cause the tooth to develop an abscess.

The aftercare procedure that I have to follow is part of my body’s healing process.

Treatment can fail during or after completion of treatment. If treatment fails, other procedures will need to be followed at additional costs e.g. an extraction.

The jaw may be stiff/sore from the anaesthetics or from holding the mouth open during treatment. Anaesthetic injections in rare situations may cause an allergic reaction, or a temporary nerve injury. 

Acknowledgment:

I have discussed my treatment with Dr. and have been given an opportunity to ask questions and have them fully answered before treatment.

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.

It was brought under my attention that the Health Profession Council of South Africa still regards the use of amalgams as safe with no health risk BUT I know they are toxic to my body.

The after effects of the removal of amalgam fillings was explained to me and I am aware that my body will begin to discharge the mercury and other related toxins it had stored.  This process can take a long time, perhaps years, hence the importance of chelating those metals with a supervised detox.

Declaration:

I, _________________________, do hereby declare that I:

have received, read and understood the “Safe Amalgam Removal Information Sheet” and “Recommendations for after amalgam removals” documents;

fully understand that there are certain inherent and potential risks associated with the procedure and that the Dentist and his assistant take all the necessary precaution to give me the best and safest treatment to their ability;

Will follow the before and post-treatment instructions as given to me in writing and consent to small variations in treatment if needed for the best possible outcome.

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. 

I understand the nature of the recommended treatment, alternate treatment options, the risks of the recommended treatment, and the risks of refusing treatment. 

In spite of the possible complications and risks, I still require the dentist working at The Home of Biological Dentistry to replace my amalgam fillings with a suitable material (resin fillings, inlays or crowns) as per suggested treatment plan. 

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!

