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ORAL SURGERY INFORMED CONSENT 

As a pa�ent scheduled to have surgery involving my teeth, surrounding bone and/or so� �ssue,  

I, (pa�ent name) ______________________________________________________________________ understand 
that the purpose is to treat and possibly correct my diseased oral �ssues. I realize that without treatment my present 
oral condi�on will probably worsen in �me and risks to my health may include but are not limited to the following: 
swelling, pain, infec�on, cyst forma�on, periodontal (gum) disease, dental caries, malocclusion, pathologic fracture 
of the Jaw, premature loss of teeth, and/or premature loss of bone. I understand the possible alterna�ve forms of 
treatment, if any, but have freely chosen the planned procedure. am aware that in any surgical procedure, there are 
inherent and poten�al risks. understand that in this instance such opera�ve risks include, but are not limited to: 

• Postopera�ve swelling and discomfort which may necessitate several days of home recupera�on. 
• Heavy blooding that may be prolonged and/or require medical or surgical treatment and blood transfusion. 
• Injury to adjacent teeth, fillings, or restora�on.  
• Postopera�ve infec�ons that may require addi�onal treatment. 
• Stretching, crackling, and/or bruising of mouth that may heal slowly. 
• Limita�on of Mouth opening or chewing ability due to adverse effects on the jaw joint. 
• The decision to leave a small piece of root in the jaw when its removal would require extensive surgery or 

risk other complica�ons.  
• Breakage or fracture of the jaw or disabling injury to the jaw joints. 
• Injury to the nerves in the area that can result in numbness, �ngling or pain in the lip, chin, gums, cheek, 

teeth, and/or tongue.  
• Involvement of the sinus in the upper jaw, resul�ng in an opening into the mouth that may require addi�onal 

surgery.  
• Inability to func�on normally (work, school, domes�c) during surgical recovery period.  
• Bone loss around the extrac�on site if socket preserva�on with bone gra� materials and placement are not 

completed as recommended. 

Medica�ons including local anesthe�c: Medica�ons including local anesthe�c can cause allergic and other 
reac�ons. Examples include, but are not limited to, swelling, redness, itching, vomi�ng, diarrhea, and 
numbness, or �ngling of the lip, gum, or tongue (which in rare cases may be permanent), as well as, in rare 
cases, anaphylac�c shock. Since anxioly�c drugs cause drowsiness and impair coordina�on or awareness, 
pa�ents should not operate a motor vehicle or hazardous device before achieving full recovery. I have 
informed the den�st of all drugs and medica�ons I am taking or have taken within the last 30 days, as well as 
those that have been prescribed within the last six months but not taken, and of all allergies and sensi�vi�es 
of which I am aware. I have been informed and understand that failure to take drugs or medica�ons as 
prescribed by my den�st may result in con�nued or aggravated infec�on and pain, and poten�al resistance to 
effec�ve treatment. I also understand that an�bio�cs can reduce the effec�veness of birth control pills.  

______I have discussed treatment alterna�ves, risks, outcomes, and costs with my den�st and have had all my 
ques�ons answered before making a decision. I understand that den�stry is not an exact science and that 
there are no guaranteed results. Unless otherwise provided by law,  

______I understand that I am responsible for payment of all dental fees not paid in full by any insurance or 
other applicable coverage.  
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Having had adequate �me to reflect upon the alterna�ves, I consent to the treatment, subject to changes in the 
treatment plan. I hereby authorize Bay Colony Den�stry staff and Deborah R. Blanchard, DDS, MAGD to release 
informa�on pertaining to my treatment to my insurance company. 

 
Planned Procedure:___________________________________________________________________ 
 

 I cer�fy that I read and write English and have read and fully understand this consent for surgery and local 
anesthe�c and nitrous oxide (laughing gas). I have asked the doctor any ques�ons I have concerning this 
consent form and they have been answered to my sa�sfac�on. 

 
 I do not speak English.  This informed consent has been verbally translated for me by: 

 
 

______________________________________   _______________________________ 
Translator Name      Rela�onship 

 

______________________________________   _______________________________  
Pa�ent Name        Date 
 
______________________________________    _______________________________ 
Pa�ent Signature       Witness  


