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Dental Treatment Consent Form 
Pa#ent Informa#on 

Name: ______________________________________________ Date of Birth: _____________________________ 

Address: _____________________________________________________________________________________ 

Phone Number: ______________________________________ Email Address: ____________________________ 

Treatment Details This form pertains to the dental treatment plan recommended by your den7st, which may include 
diagnos7c, preven7ve, restora7ve, and emergency procedures. These treatments may involve, but are not limited to, 
dental cleanings, fillings, root canals, crowns, extrac7ons, and other forms of oral surgery. 

Medical History 

• List any known allergies (especially to latex, anesthesia, or an#bio#cs): ______________________________ 

• List any current medica#ons, including over-the-counter drugs and supplements: 

_________________________________________________________________________________________ 

• Do you have any chronic illnesses or condi#ons?     ☐ Yes   ☐ No 

• If yes, please specify: _________________________________________________________________ 

• Do you have a history of excessive bleeding or other dental concerns?   ☐ Yes   ☐ No 

Procedure Explana#on Your dental treatment may include the following: 

• Examina#ons and X-rays: To diagnose issues and plan appropriate treatments. 
• Cleanings and Preven#ve Care: To maintain dental health and prevent disease progression. 
• Restora#ve Procedures: Such as fillings, crowns, bridges, and dentures to restore the func7on and aesthe7cs 

of your teeth. 
• Root Canal Therapy: To treat infected or decayed teeth. 
• Extrac#ons: Removal of teeth that are decayed, damaged, or pose a risk to other teeth. 
• Oral Surgery: For advanced dental issues, including impacted teeth removal and gum surgeries. 
• Periodontal Treatment: For gum disease, which may involve scaling, root planing, or more surgical 

interven7ons. 

Risks and Complica#ons 

• Common Risks: Pain, swelling, bleeding, infec7on, and reac7on to anesthesia. 
• Procedure-Specific Risks: Each dental procedure comes with its own set of poten7al risks, which include, but 

are not limited to, nerve damage, jaw injury, prolonged bleeding, sinus complica7ons, and temporary or 
permanent sensi7vity. 

• Long-Term Risks: Failure of dental restora7ons, need for re-treatment or addi7onal treatments, and in some 
cases, the loss of a tooth. 
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Consent and Acknowledgements 
1. Informed Consent: 

• Comprehensive Treatment Explana#on: I have been provided with detailed explana7ons of each type of 
dental procedure that may be involved in my treatment plan, including diagnos7c tests, preven7ve care, 
restora7ve services, and any poten7al surgical interven7ons. My den7st has explained the purpose of these 
treatments, what they entail, the instruments used, and the expected outcomes. 

• Individualized Treatment Plan: I understand that my consent applies to the procedures within my 
personalized treatment plan, tailored to meet my specific dental needs as diagnosed by my den7st. 

2. Acknowledgment of Risks: 
• General Risks: I am aware that common risks include discomfort, swelling, bleeding, and infec7on, and that 

there is a possibility of unforeseen complica7ons resul7ng from dental treatment. These risks have been 
explained rela7ve to specific procedures. 

• Procedure-Specific Risks: For treatments such as extrac7ons, root canals, and implants, specific risks may 
include, but are not limited to, nerve damage, extended bleeding, sinus complica7ons, and the possible 
need for addi7onal surgeries. My den7st has discussed these risks with me in detail. 

• Long-Term Risks: I understand that some dental procedures may require ongoing maintenance and that 
the longevity of treatments like fillings, crowns, and dental implants can vary based on lifestyle, hygiene, 
and regular dental visits. 

3. Alterna#ve Treatments: 
• Op#ons and Recommenda#ons: I acknowledge that I have been informed about alterna7ve treatment 

op7ons available to me, including the op7on to decline treatment. For each proposed treatment, 
alterna7ves, along with their risks and benefits, have been explained, allowing me to make an informed 
decision. 

• Decision-Making: I confirm that my decision to proceed with the recommended treatments, decline certain 
treatments, or consider alterna7ves has been made freely and without pressure, based on a thorough 
understanding of the op7ons presented. 

4. Financial Agreement: 
• Costs and Coverage: I have received a detailed breakdown of the costs associated with my dental treatment 

plan, including informa7on on what is covered by insurance and what my out-of-pocket expenses will be. I 
understand my financial responsibili7es and the payment op7ons available to me. 

• Consent to Financial Responsibility: By signing this form, I agree to be financially responsible for the 
agreed-upon treatments and will adhere to the payment terms discussed. 

5. Voluntary Par#cipa#on: 
• Voluntary Consent: I confirm that my agreement to undergo the treatments described is voluntary. I have 

had ample opportunity to discuss my concerns and ques7ons with my den7st, and feel informed enough 
to consent to treatment. 

• Right to Withdraw Consent: I understand that I have the right to withdraw my consent and discon7nue any 
dental treatments at any 7me. 

6. AVercare and Follow-Up: 
• Post-Treatment Instruc#ons: I commit to following all post-treatment care instruc7ons provided by my 

dental team to ensure the best possible outcomes and to reduce the risk of complica7ons. 
• Scheduled Follow-Ups: I agree to aTend scheduled follow-up appointments to monitor my progress and to 

address any issues that might arise post-treatment. 

 

  Pa#ent Signature: __________________________  Date: _________________________ 

 


