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BIOLOGICAL DENTISTRY
Beyond your physical health




________________________________________________________________________________________________



IMPLANT REMOVAL CONSENT FORM

Dear Patient/Legal Guardian,

You have the right to be informed with regards to the condition and the recommended treatment to assist and educate you to decide if you want to proceed with the Implant Removal Procedure. 

This disclosure 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:  

Please sign in the applicable box next to the reason for the removal.


The patient chooses to have the implant removed, although it is fully integrated out of his or her own free will due to: __________________________________________________________________________________________________________________________________________________________________________________

Should this option be chosen by the patient where the implant/s did fully integrate and the patient wants it to be removed due to illness, pain or discomfort the implant will not be credited towards the account.


Not fully integrated into jaw after the prescribed healing period.


Peri-Implantitis/ abscess/ severe bone loss, 

Occlusal trauma

General poor oral hygiene 

Before undergoing the procedure, understanding the associated risks is essential. 
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:

Infection (to reduce chances of infection the female patients must not wear makeup and men should be well shaved)

Pain, bruising and swelling 

Trismus, or limited jaw opening due to inflammation or swelling (Muscular injury and stiffness)

Bleeding - significant bleeding is not common, but persistent oozing can be expected for several hours. Serious complications are not expected

Changes in occlusion (the bite) and/or in TMJ function (the join)

Scarring

Damage or sensitivity to adjacent teeth, bone or gums

Jaw fracture (very rare and only in the elderly)

Sinus or nasal inflammation, drainage communication or infection

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 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 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.

Replacement of failed implants.

Additional fees to recondition or replace temporary prosthesis or bone regeneration. 

If you have any additional questions with regards to the procedure/s, risks, benefits or alternatives to the procedure/s, ask your dentist prior to signing any consent forms.

I do hereby further declare that:

The conditions have been explained to me.

The procedure/s necessary to treat the condition/s, 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 authorise 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.

I also give my permission to receive:

Supplemental membranes, 

Bone grafts, or 

Other types of grafts to build up the ridge of my jaw thereby assisting in placement, closure, and security of future placement of implant, which may require additional charges.

I certify that I have read and that I fully understand the content of this document and give consent for the procedure to commence. My full payment in advance is also a part of the confirmation of my consent.

Signed at _________________________ on the _____ day of   _____________________ month 20____

Name of Patient: 
___________________________

ID number:
___________________ 

Signature Patient / Legal Guardian: _____________

ID number:
___________________
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Thank you for trusting us with your oral health!

