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In-House Dental Care     9506 Hamilton Ave.   Huntington Beach,   CA   92646     Office: (949) 339-5373    Fax:  (949) 339-5383 

 --------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

INFORMED CONSENT 

WORK TO BE DONE 

I understand that I may be having the following work done:  □  X-rays, □  Cleaning,  □  Fillings, □  Crowns/Bridges, □  Root Canals,  

□  Dentures,  Other : ______________________ (Initials _____) 

 
DRUGS AND MEDICATIONS 
I understand that antibiotics, analgesics and other medications can cause allergic reactions:  redness, swelling, pain, itching, and/or 
anaphylactic shock.  (Initials _____) 

 
CHANGE IN TREATMENT PLAN 
I understand that during treatment it may be necessary to change or add procedures because of conditions found while working on the teeth 
that were not discovered during the examination.  For example, root canal following routine restorative procedures.  I give my permission to 
the Dentist to make any/all changes and additions necessary.  (Initials _____) 
 

CROWNS / BRIDGES 
I understand that sometimes it’s not possible to match the color of artificial teeth exactly to the natural teeth.  I further understand that I may 
be wearing temporary crowns/fillings that may come off easily and that I must be careful to ensure that they are kept on until the permanent 
crown is delivered.  I realize that the final opportunity to make changes to the restoration (including shape, size, fit and color) will be before 
cementation.  It is also my responsibility to allow for permanent cementation within 20 days from the preparation date.  Excessive delays may 
allow for tooth movement.  This may necessitate a remake of the crown or bridge.  I understand there will be additional charges for remakes.  
(Initials _____) 
 
ENDODONTIC TREATMENT (ROOT CANAL) 
I realize there is no guarantee that root canal treatment will save my tooth, and the complications can occur from the treatment, and that 
occasionally root canal filling materials may extend through the tooth, which does not necessarily affect the success of the treatment.  I 
understand that endodontic files and reamers are very fine instruments; stresses vented in their manufacture can cause them to separate or 
break during use.  I understand that sometimes additional surgical procedures may be necessary following root canal treatment 
(Apicoectomy).  I understand that the tooth may be lost in spite of all the efforts to save it.  Root Canal treated teeth must be covered by 
crowns or bridges.  (Initials _____) 
 
PERIODONTAL LOSS (TISSUE AND BONE) 
I understand that I have a serious condition, causing gum inflammation, bone loss and it can lead to the loss of my teeth.  Alternative 
treatment plans have been explained to me, including gum surgery, replacement and extractions.  I understand that undertaking any dental 
procedures may have a future adverse effect on my periodontal condition.  (Initials _____) 
 
PERIODONTAL CLEANING/ SCALING 
I understand that the most common complications are pain, bleeding, tissue (gum) laceration, sensitivity to temperature or foods, swelling, 
ulceration (infections), tooth fracture, breaking of fillings.  Reactions to fluoride treatment may be nausea or vomiting.  (Initials _____) 
 
FILLINGS 
I understand that the most common complications are pain, sensitivity to temperature, fracture of tooth, nerve damage, damage to other 
teeth, occlusal (bite) discrepancies, TMJ complications, reactions to drugs and/or anesthesia.  (Initials _____) 
 
FULL DENTURES AND PARTIAL DENTURES AND IMMEDIATE DENTURES 
I understand that wearing of full dentures or partial dentures may be difficult.  Sore spots, altered speech and difficulty eating are common 
problems.  Immediate dentures (placed right after extractions of teeth) may be painful.  Immediate dentures may require considerable 
adjustments and several relines.  A permanent reline will be needed later and the reline is not included in the denture fee.  I understand that 
it is my responsibility to allow for delivery of dentures.  I understand that failure to keep my delivery appointment may result in poorly fitting 
dentures or partials.  If a remake is required due to my delay of more than 30 days, there will be an additional charge.  (Initials _____) 
 
I understand that dentistry is not an exact science and therefore reputable practitioners cannot guarantee results.  I acknowledge that no 
guarantee or assurance has been made by anyone regarding the dental treatment which I have requested/authorized.  (Initials _____) 
 
I hereby authorize any of the doctors at this facility and dental auxiliaries to proceed with and perform the dental procedures and treatments 
as had been explained to me.  I understand this is only an estimate and subject to modification depending on unforeseen or undiagnosable 
circumstances that may arise during the course of treatment.  I understand that regardless of any insurance coverage I may have, I am 
responsible for payment of dental fees.  I agree to pay any attorney’s fees, collection fees, or court costs that may be incurred to satisfy this 
obligation.  I certify that I have read and fully understand the above consent to dental treatments and that the explanation herein referred to 
were made.  Anything I did not understand has been explained to me. 
 
Patient of Responsible Person or Power of Attorney   Doctor:  _________________________ Date: __________ 
 
 
Signature: ____________________________________ Date: ______________ Witness:  _________________________ Date: __________ 


