INFORMED CONSENT FORM FOR
IN-OFFICE TOOTH WHITENING TREATMENT

Thisinformationhasbeengivento mesothatl canmakeaninformeddecisionabouthavingmy teethwhitened
maytakeasmuchtime asl wish to makemy decisionaboutsigningthis informedconsenform. | havetheright to
askquestionsaboutany procedureébeforeagreeingo undergathe procedurel would like to havemy teeth
lightenedvia the“in-office” technique.

DESCRIPTIONOF THE PROCEDURE

In-Office Whiteningis a proceduradesignedo lightenthe color of my teethusinga hydrogenperoxidegel. The
In-Office Whiteningtreatmeninvolvesusingthegel to producemaximumwhiteningresultsin the shortest
possibletime.

During the procedurghewhiteninggel will be appliedto my teethfor two or three20-minutesessionswyith an
optionalfourth 20-minutesessionDuring the entiretreatmenta plasticretractorwill be placedin my mouthto
helpkeepit openandthe softtissuesof my mouth(i.e. my lips, gums,cheeksandtongue)will becoveredo
ensureheyarenot exposedo thegel.

Lip balmmayalsobeappliedasneededand! will be providedprotectiveeyewearfor my eyes.After thetreatmen
is completedtheretractorandall gel andtissuecoveringswill beremovedirom my mouth.Beforeandafterthe
treatmentthe shadeof my upper-frontteethwill beassessedndrecorded.

RISKSOF TREATMENT

| understandhatIn-Office whiteningtreatmentesultsmayvary or regressiueto avariety of circumstanced.
understandhatalmostall naturalteethcanbe lightenedfrom In-Office Whiteningtreatmentl understandhat
In-Office Whiteningtreatmentsrenotintendedo lightenartificial teeth,caps,crowns,veneersor porcelain,
compositeor otherrestorativamaterialsandthatpeoplewith stainedeeth.

| understandhatteethwith multiple colorationspands splotchesr spotsdueto tetracyclineuseor fluorosisdo
notwhitenaswell, andmayneedmultiple treatment®r maynotwhitenatall. | understandhatteethwith many
fillings, cavities,chipsor cracksmaynotlightenandareusuallybesttreatedwith othernon-bleachinglternatives
| understandhattheresultsof my In-Office Whiteningcannotbe guaranteed.

| understandhatalthoughmy dentist/hygienishasbeentrainedin the properuseof the In-Office Whitening
systemthetreatmenis notwithoutrisk. | understandhatsomeof the potentialcomplicationsof this treatment
include,butarenotlimited to:

Tooth Sensitivityis is normalandis usuallymild, butit canbeworsein susceptiblendividuals.Usually,tooth
sensitivityor painfollowing awhiteningtreatmensubsidesfterafew days,butit may persistfor longerperiods
of time in susceptiblendividuals.Peoplewith existingsensitivity,recessionexposedientin,exposedoot
surfacesandlargewearfacets(severelyworn teeth),damagear missingenamelcrackedeeth,cavities,leaking
fillings, or otherdentalconditionsthatcausesensitivityor allow penetratiorof the gelinto thetoothmayfind that
thoseconditionsincreaseor prolongtooth sensitivityor painafterwhiteningtreatment.



After thewhiteningtreatmentit is naturalfor teeththatunderwenthe whiteningtreatmento regressomewhat
in their shadingaftertreatmentThisis naturalandshouldbe very gradualbutit canbe acceleratethy exposing
theteethto variousstainingagentsTreatmenusuallyinvolveswearinga takehometray or repeatinghe
whiteningtreatment.

| understandhattheresultsof the whiteningtreatmenis notintendedo be permanenandsecondarytepeator
take-homdreatmentsnay be neededurtherto maintainthetoothshadd desirefor my teeth.l understandhat
aftertreatment) will berequiredto refrainfrom consumingany substancethatcoulddiscolormy teethfor the
first 48 hoursaftertreatmentThesesubstancemclude:coffee,teas,andcolas,ALL tobaccgproductsmustardor
ketchupredwine, soysauceberriesberrypie,andredsauces.

Sinceit is impossibleto stateeverycomplicationthatmay occurasa resultof whiteningtreatmentsthellist of
complicationsgn this form is incomplete. The basicprocedure®f whiteningtreatmentandthe advantageand
disadvantagesisksandknown possiblecomplicationof alternativetreatmentfhiavebeenexplainedo me by my
dentist/hygienisandmy dentist/hygienishasansweredll my questiongo my satisfaction.

In signingthisinformedconsent amstatingl havehadthisinformedconsen{or it hasbeenreadto me)andl
fully understandgt andthe possiblerisks,complicationsandbenefitsthatcanresultfrom thewhiteningtreatment
andthatl agreeto undergathetreatmentasdescribedy my dentistand/ortheir staff.

SIGNATURES

By signingthis documenin the spaceprovided! indicatethatl havereadandunderstandhe entiredocumeniand
thatl give my permissiorfor the In-Office whiteningtreatmento be performedon me.

Patient: Date:

Witness: Date:




	Text1: INFORMED CONSENT FORM for
IN-OFFICE TOOTH WHITENING TREATMENT 
	Text2: This information has been given to me so that I can make an informed decision about having my teeth whitened. I may take as much time as I wish to make my decision about signing this informed consent form. I have the right to ask questions about any procedure before agreeing to undergo the procedure. I would like to have my teeth lightened via the “in-office” technique.

DESCRIPTION OF THE PROCEDURE

In-Office Whitening is a procedure designed to lighten the color of my teeth using a hydrogen peroxide gel. The In-Office Whitening treatment involves using the gel to produce maximum whitening results in the shortest possible time.

During the procedure the whitening gel will be applied to my teeth for two or three 20-minute sessions, with an optional fourth 20-minute session. During the entire treatment, a plastic retractor will be placed in my mouth to help keep it open and the soft tissues of my mouth (i.e. my lips, gums, cheeks and tongue) will be covered to ensure they are not exposed to the gel.

Lip balm may also be applied as needed and I will be provided protective eyewear for my eyes. After the treatment is completed, the retractor and all gel and tissue coverings will be removed from my mouth. Before and after the treatment, the shade of my upper-front teeth will be assessed and recorded.

RISKS OF TREATMENT

I understand that In-Office whitening treatment results may vary or regress due to a variety of circumstances. I understand that almost all natural teeth can be lightened from In-Office Whitening treatment. I understand that In-Office Whitening treatments are not intended to lighten artificial teeth, caps, crowns, veneers or porcelain, composite or other restorative materials and that people with stained teeth.

I understand that teeth with multiple colorations, bands, splotches or spots due to tetracycline use or fluorosis do not whiten as well, and may need multiple treatments or may not whiten at all. I understand that teeth with many fillings, cavities, chips or cracks may not lighten and are usually best treated with other non-bleaching alternatives.
I understand that the results of my In-Office Whitening cannot be guaranteed.

I understand that although my dentist/hygienist has been trained in the proper use of the In-Office Whitening system, the treatment is not without risk. I understand that some of the potential complications of this treatment include, but are not limited to:

Tooth Sensitivity is is normal and is usually mild, but it can be worse in susceptible individuals. Usually, tooth sensitivity or pain following a whitening treatment subsides after a few days, but it may persist for longer periods of time in susceptible individuals. People with existing sensitivity, recession, exposed dentin, exposed root surfaces and large wear facets (severely worn teeth), damaged or missing enamel, cracked teeth, cavities, leaking fillings, or other dental conditions that cause sensitivity or allow penetration of the gel into the tooth may find that those conditions increase or prolong tooth sensitivity or pain after whitening treatment.
	Text3: After the whitening treatment, it is natural for teeth that underwent the whitening treatment to regress somewhat in their shading after treatment. This is natural and should be very gradual but it can be accelerated by exposing the teeth to various staining agents. Treatment usually involves wearing a take home tray or repeating the whitening treatment.

I understand that the results of the whitening treatment is not intended to be permanent and secondary, repeat or take-home treatments may be needed further to maintain the tooth shade I desire for my teeth. I understand that after treatment, I will be required to refrain from consuming any substances that could discolor my teeth for the first 48 hours after treatment. These substances include: coffee, teas, and colas, ALL tobacco products, mustard or ketchup, red wine, soy sauce, berries, berry pie, and red sauces.

Since it is impossible to state every complication that may occur as a result of whitening treatments, the list of complications in this form is incomplete. The basic procedures of whitening treatments and the advantages and disadvantages; risks and known possible complications of alternative treatments have been explained to me by my dentist/hygienist and my dentist/hygienist has answered all my questions to my satisfaction.

In signing this informed consent I am stating I have had this informed consent (or it has been read to me) and I fully understand it and the possible risks, complications and benefits that can result from the whitening treatment and that I agree to undergo the treatment as described by my dentist and/or their staff.

SIGNATURES

By signing this document in the space provided I indicate that I have read and understand the entire document and that I give my permission for the In-Office whitening treatment to be performed on me.

Patient:_____________________________ Date:___________

Witness:____________________________ Date:___________


