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THE HOME OF

BIOLOGICAL DENTISTRY
Beyond your physical health




________________________________________________________________________________________________



INFORMATION AND CONSENT FORM FOR PLATELET RICH PLASMA (PRP) TREATMENT
Blood is drawn from your own body into a syringe/s, depending on the treatment area. The blood is spun in a special centrifuge that causes the blood to separate its components into 3 different parts; Red Blood Cells, Platelet Rich Plasma, Platelet Poor Plasma/Buffy Coat.

Platelets are very small cells in your blood that participate in the clotting and healing process. When PRP is injected into the relevant area it causes a mild inflammation that triggers the healing process and growth factors such as stem cells that stimulates collagen to develop. Collagen matures that cause a tightening and strengthening of the damaged area, causing the tissue to heal and look younger and healthier.
The quantity depends on the size and severity of the damaged of the area.

To boost and maintain the results yearly treatments may be needed post the initial scheduled treatments. 

Parental Consent is required for patients under 18. 

Contraindications - Patients with the following conditions are not candidates for PRP treatment: 

Acute and Chronic Infections 

Skin Diseases (Porphyria and allergies) 

Metabolic and Systemic Disorders
Usage of Corticosteroids within two weeks prior to procedure.

Cancer 

Chemotherapy treatments 

Blood disorders (e.g. Thrombocytopenia and Hemodynamic Instability)
Chronic Liver Pathology/Disease 

Anti-Coagulation Therapy

Sepsis 

Persons who use drugs, alcohol, and tobacco will not get the full desired effect. 

Consent, Waiver, Terms and Conditions 

PHOTOGRAPHS 

I do hereby authorize / not authorize the taking of clinical photographs to use as scientific and educational publications and presentations. I understand my identity will be protected. 

PRP TREATMENT, PRE- AND POST PROCEDURE

By signing this informed consent form, I hereby grant authority to the practitioner to perform Platelet Rich Plasma (PRP) procedure by injecting into the area/s as discussed during the consultation.

I have read this informed consent document and had a chance to ask questions, I certify that I understand the procedure and all the content of the document in full.  All of my questions have been answered to my satisfaction.

I am a competent adult of at least 18 years of age and willingly agree to adhere to all safety precautions and instructions after the treatment procedures. 

It has been explained to me that medicine is not an exact science and therefore I do hereby acknowledge that no guarantee has been given or that there was implied by anyone that the results obtained by this treatment will be to my satisfaction.

I do hereby acknowledge that I fully understand that should any expenses occur after treatment  or additional treatment outside of this office, such as, but not limited to dissatisfaction of my current treatment outcome or that might arise, will be considered as my own financial responsibility.  

I finally do hereby give my voluntary consent to this PRP procedure and release the The Home of Biological Dentistry and its staff from liability associated with the procedure. I was not forced to sign shall be binding upon my spouse, relatives, legal representatives, heirs, administrators, successors and assigns. 

I consent to all the above terms of these agreements. 

Signed at ______________________ on the _____ day of _________________ month 20____ .

__________________________  




___________________________


 PATIENT / LEGAL GUARDIAN




WITNESS

_________________________________



_________________________________

NAME AND SURNAME IN BLOCK LETTERS



NAME AND SURNAME IN BLOCK LETTERS

_______________________________  



_________________________________

ID NUMBER PATIENT / LEGAL GUARDIAN



ID NUMBER OF WITNESS

___________________________________________


________________________

NAME AND SURNAME IN BLOCK LETTERS OF MINOR


 DATE OF BIRTH / ID NUMBER
________________________________________________________________________________________________
Thank you for trusting us with your oral health!

