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PERIODONTAL SCALING AND ROOT PLANING INFORMED CONSENT:  

 Scaling and Root Planing: Periodontal disease involves the so� �ssue surrounding the teeth (gum �ssue). 
The causes of this disease are complex and may include gene�c factors, hard and so� deposits on the 
teeth (plaque or calculus), and various bacteria and their toxins. Symptoms include bleeding gums, 
swelling, infec�on, bad breath, tooth and root sensi�vity, gum recession, loosened teeth, and possible loss 
of teeth. Scaling and root planing treatment includes the removal of all debris and bacterial plaque and 
monitoring of home care to maintain �ssue health. This procedure may involve the following instruments:  
Hand Scaler, Cavitron Scaler and/or Laser.  

 Laser Assisted Scaling & Root Planing: Laser is u�lized during scaling & root planing to eradicate the 
bacterial pathogens within periodontal pockets.  

o Treatment Risks: This treatment may result in unintended consequences, including, but not 
limited to, bleeding; infec�on; �ssue swelling or bruising; increased sensi�vity to hot, cold, or 
sweets; esthe�c changes; exposure of crown margins; exposed root surfaces due to recession of 
gum line; pain in the associated teeth, including roots; temporary or permanent numbness; and 
tooth mobility or loss.  

 Con�nuing Care (check one):  
A�er scaling and root planing, I will be placed on a  3-month,  4-month, or  6-month con�nuing care 
program to monitor my home care.  

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. Having had adequate �me to reflect upon the 
alterna�ves, I consent to the treatment, subject to changes in the treatment plan.  

 

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


