I understand that there may be alternatives to extraction of teeth including but not limited to: 

Restorative treatment (fillings, root canals, crowns, etc.), which may or may not be a viable option in my particular case. Restorative work may or may not extend the life of the tooth/teeth and allow for additional oral function, but are accompanied by additional fees, time, etc. that I have declined. 

No treatment or removal. I understand that the previous treatment alternative, may result in oral infection, severe pain and/or decay and may eventually have a 

dangerously negative impact on my oral and overall health. However, choosing to have no treatment may have no effect (negative or postive) on my oral or overall health. 

After the doctor's explanation of the previous and additional alternatives, I have chosen extraction. There are various normal complications that can occur despite all the efforts to the contrary, which include but are not limited to: 


-Allergic reaction to medications or anesthetics used 


-Pain, swelling, infection, bruising, and bleeding 


-Stiffness of nearby muscles

-A change in sensation or numbness to the lip, chin, and/or tongue which may  

  
be of a  temporary or permanent nature


-Root tips may fracture and be left in place or could be displaced into the sinuses 


and/or spaces nearby 


-Dry sockets, aspiration and/or swallowing of foreign objects 


-Damage to adjacent teeth and/or restorations

I further understand that this procedure can also be performed by a specialist (maxillofacial or oral surgeon) that focuses his or her practice soley on the removal of teeth. I, however, prefer that this treatment be rendered in this office by a general dentist. I understand that I will be administered a local anesthetic (see below) which will numb only my oral cavity, rather than general anesthetic which can put me to sleep during the procedure. I understand that general anesthesia may offer more comfort, but that it may also be more costly, and have chosen to receive local anesthetic only.

I, the undersigned patient, hereby give my consent for the undersigned provider to administer an anesthetic prior to the dental procedure(s) or course(s) of treatment in order to achieve local anesthesia. I have agreed to the use of the anesthetic(s) to achieve the desired anesthesia affect. However, I understand that the desired state of anesthesia may not be achieved alone and other anesthetic procedures or drugs may be required. I consent to the use of these additional procedures and drugs.

I understand the risks inherent in anesthesia. I have discussed these risks with the dentist and acknowledge that they include, but are not limited to: allergic reaction, infection, bleeding, phlebitis (irritation of vein), bruising, pain, swelling, nausea, blood clots, and in certain more severe cases permanent trigeminal nerve functional changes (including permanent anesthesia / paresthesia), loss of limb function, paralysis, stroke, heart attack, transient amaurosis (temporary blindness), brain damage, or death. 

I give permission for the undersigned provider and any of his/her qualified associates to administer the anesthetic. 

I have been given the opportunity to ask questions and express concerns I have about the anesthesia. The undersigned provider has answered my questions and addressed my concerns.

The dental care and treatment to be performed has been explained to me and I understand what is to be done and that there is no warranty or guarantee as to any result and/or cure. I may ask the attending dentist for a more complete explanation. 

This is my consent for extraction, anesthetics, and x-rays to be taken. 

I have read and understand the above and have had all my questions answered to my satisfaction and I agree to proceed with the recommended extraction(s). 

