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_______________________________________________________________________________________________	
ISCHEMIC OSTEONECROSIS (CAVITATIONS) SURGERY CONSENT FORM

Chronic diseases are described as epidemics of the 21st century that includes autoimmune diseases such as Hashimoto, type I & 2 diabetes, bowel diseases, allergies, and also serious neurological illnesses such as Multiple Sclerosis, Alzheimer’s, Parkinson’s and ALS (Motor Neuron Disease) along with psychological problems.

Your environment and chronic inflammation (very often from the mouth) and toxins present in your own body, play a huge role in the development of diseases.

Non-living, organic tissue will decompose over time, additional Cadaveric poisons are generated that are highly toxic to your body and can cause or aggravate chronic diseases.  Therefore, is it important to undergo cavitation surgery.

If you have any questions regarding the procedure, risks, benefits or alternatives to this procedure, contact us prior to signing the consent form.

Most procedures are routine and serious complications are not expected. 

I am now aware of areas of dead bone in my jaw bones and the harmful effects that they may have in my general health. I therefore request that they be cleaned as far as possible taking into account in particular the inferior alveolar nerve. I understand that if this nerve is touched or injured it might result in Paraesthesia (numbness of the nerve) for an indeterminate period from a few days up to 2 years; very rarely it could be permanent. 

The post surgical follow up  treatment takes place usually 10 days after surgery.  I did receive the Post – Op instructions.

I confirm that the nature of my treatment as well as other options have been explained to me. There can be complications and further treatment might be needed after any dental, implant or oral surgery procedure.

I understand that by signing this consent I acknowledge that it might be necessary to change or add procedures, due to unforeseen conditions, that were not discovered during examination. If so, they will be discussed and charged in addition to the original quote.

My financial responsibilities have been explained to me and I COMMIT to settling the account immediately after each appointment, if I have failed to pay in advance.

I do hereby declare that I fully understand the recommended treatment and all the financial implications and responsibilities and give hereby permission to proceed. I also understand that I may ask treatment related questions if needed. I CONSENT TO TREATMENT and wish to proceed with it and I acknowledge that no guarantee or assurance has been made by anyone regarding the dental treatment that I have requested and authorized.

I certify that I have read and fully understood the relevant content of this document. 


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!
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