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THE HOME OF

BIOLOGICAL DENTISTRY
Beyond your physical health




________________________________________________________________________________________________



SPECIFIC RISKS ASSOCIATED WITH IMPLANTS AND ORAL SURGICAL PROCEDURES

CONSENT AND WAIVER FORM
I


             , hereby declare that:

I have been advised and informed, by the treating dentist, with regards to the risks of  failure of implant placement and/or any oral surgical procedures, when and if I:

DO NOT strictly follow the prescribed regime of oral care;

Smoke; or

Have, or later on develop diabetes or any Immune disease

DO NOT wear the right guard if recommended to me as part of my treatment.

2.  
I understand the risks as stipulated in paragraph 1. I accept that in the event of failure of the implants or complications after any oral surgery procedures, either partially or totally as a result of any or all of the above mentioned reasons in paragraph 1, the treating dentist (nor his/her Associates), will not be held responsible or liable, in any way whatsoever for the failure, losses, cost and/or damages of any nature that might arise.

3.
I specifically and unconditionally accept and agree that the onus of proving that the advised risks involved, (stipulated in paragraph 1), did not cause the failure or complications, rests with me.

4.
I am fully aware, that should there be any complications and/or further treatment after the implant/s have been placed or oral surgery procedures took place, additional fees for treatment will be charged to myself and therefore be responsible to settle the account after each appointment needed immediately at the premises.  I am also aware that Lab Fees should be paid upfront 3 days prior to the applicable appointment.

5.
I freely choose to sign this document and do hereby also declare that I do understand the content of the document and everything has been explained to me and therefor I do hereby give consent for the treatment plan given to me. 

6.  I understand and am aware that if during implant surgery implant placement happens such as 

     the implant brake or something else goes wrong or we are not able to place the implant, costs 

     for the consumables will still be charged through.

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!

