
Sonla Br;,rboro Fdmlly Dentistry
125 W. Slowell Rd.
Sonto Morio, CA. 93458

Patient Consent
To treatment

PATIENTS NAME CHART #

In reading and sigring this form il is understood that ENGLISH is the languago lhat I undeFtand and use to
communicale.

_ t. DRUGS, MEDTCATTON AND ANESTHESTA:
Iunderstand thal antibiolics, analgesics, and olher medications may cause adverse resctions, some ofwhich are, but are not limited to,
rcdness and swelling oflissues, pain, itching, vomiling, dizziness, miscariage and cardiac aflest
lunderstand thai medicalion, drugs and anesthetics may cause drowsiness and lack ofcoordination, which can be increased bylhe use
of alcohol or other drugs. I have been advised notlo consume alcohol, nor operate anyvehicleor hazardous device whiletaking
medicalions and/ or drugs, or untillully recovered from their effecl (this includes a penod of at least twenty- four (24) hours after my
.elease from surgery,)
I understand thal occ€sionally, upon injection ofa local anesthetic, lmay have prolonged percislenl anesthesia, numbness, and/or
irrilation to the area ofinjection-
lunderstand thai if lselectto utilize Nilrous Oxide, "Atarax', Chlorylhydmle, "zanax" orany olher sedalive, possible risks include, but
are not limited to, loss of consciolisness, obslrucljon of airway, anaphylaclic shock, and cardiac arrest, lunderstand thatsomeone needs
to watch me closely for a period of 8 to 10 hours, following my denial appointment, to obseNe for possible deletefioos side effecls, such
as obstruction of airway.

_ 2, HYGTENE AND PERTODONTIC (TISSUE AND BONE LOSS):
I underctand that the long teffi success of treatment and stalus of my oral condilion depends on my efforts at pfoper oral hygiene (i,e,
brushing and flossing) and maintaining regular recall visits.
PERIODONTICS- ltindersiand lhat I have a se ous condilion, causing gum and bone iniammelion and/or loss, and that it can lead to
loss ofmy teeth and olhet complicalions, The various trealmenl plans have been explained to me, including gum surgery, replacements
and/or extreclion, lalso undersland that although these lrealments have a high degree ofsucc€ss,lhey cannot be guaranteed,
Occ€gionally, treated teelh may requirc exlraclion,

- 3, REMOVAL OF TEETH:
I understand that the purpose of the prccedure/ surgery is lo lreat and possibly corecl my disoased o|altissues, The doclor ha6 advised
me that if this condition persists without lreatmenl or sueery, my present oral condilion willprobably worsen in tirne. Potential fisks
include, but are not limited lo,lhe followjng:
A- Posloperalave dascomfori; swelling; prolonged bleeding;loolh sensitivity to hot or cold; gum shdnkage (possible exposing crown

margins) tooth looseness; delayed healing (dry-socket) and/or infection (equiring pfescriplions or addilional treatment, i.e. surgery).
B. lnjury to adiacent leeth, caps, or filljngs (equidng the recemenlation of crowns, replacemeot offllings, fabrication ofcrowns, of

exlraclion), or;njury to othertissues notwithin the descdbed surgicalarea.
c. Limitation ol opening;slifftess offacialand/or neck musclesichange in bile; or temporomandjbular joint (awjoint) difficulty

(possibly requiring physical therapy or surgery)
D. Residual root fEgments or bone spicules lafi when complete removal would require extensive surgery or needless surgical

E. Possible bone fraclures which may requke widng of surgical t€atmenl.
F. Opening of the sinus (a normal cavity situated above the upper leeth) requiring additional surgery.
G. Injurytothe nerve underlying the teeth resulting in itching, numbness, or buming of the lip, chin, gums, cheek.leelh, and/ortongue

on the operated side;this may persasl for severalweeks, months, or, in remote instances, permanenlly,
I give my consenttor the doctor to perform the treatmentprccedure/surgery previously explained 10 me, or olher procedures deemed
necessary oradvisable as necessaryto complete the planned ope€tion.
lf any unforeseen condilion as should arise in the cource of the operation, calling for the docto/s judgment or for procedures in addition
to or different from ihose now conlemplated, l requesl and authorizelhe doctor to dowhatever (s)he may deem advisable, 'ncluding
refurfalto another dentist or specialist. I also underctand that the cost of this returalwould be my responsibility.

_ 4. FILLINGS:l have been advised of the need for fillings, either silver or composite (plastic), to replace tooth sAuclure lost to
decay. lunde6liand that with limefilliogs willneed to be replaced due to wearing ofmatedal- In caseswhetevery little tooth slructure
lraclures off. I may need to receive more extensive treatment (such as root canal thempy, post and build-up, and crcwns), which would
necessitate a separate charge.
I undersland thal the silveramalgam resloralion is a acceplable procedurc according lo lhe American Dental Associalion guidelines and,
as such, is a treatment used by Santa Barbara Family Deniistry. The advaniages and disadvantages of alternale maierials have been



-5. ENDODONTIC TREATMENT (ROOT CANALTHERAPY)
The purpose and method of root canaltherapy have been explained to me, as wellas reasonable altemative lreatments, and the
consequences of non-treatmenl. I underctand lhai follcMing root c€nal iherapy my tooth will be britlle and must be protecled against
fracture by placemeni of a c.own (cap) over the looth.
A. post trealment discomforl lasting a few hours 10 several days for which medication will be prescribed if deemed necessary by the

B. Posl t.eatme.t swellang of the gum area in lhe vicinity of ihe treated toolh or facial swelling, either of which may petsist for several
oays or ronger.

C. lnfection-
D. Restricted jaw opening
E. Breakage of root canal inslruments during lreatment, whicn may in the judgment ot the doctor be left in the treated root canal or

bones as partoftheflling material;orit may require sufgery for removal.
F. Perforation oflhe rool canalwilh instruments, which may requte additional surgical trealment ot result in premature tooth loss or

G. Risk of temporary or permanent numbness in treatment area.
lfan'open and medicate'or pulpolomy procedure is performed, I understand thatthis is nol pemanent treatment, and lneed to pay
iof, and finish root canallherapy. lf root canallreatment js not fnalized I expose myself to intuclion and/or toolh loss. lf tuilure of mot
canaltheEpy occurs, the trealment may have lo be redone, root-end surgery may be required, orthe tooth may have to be
extracted.

_6. CROWN AND BRTDGE (CAP)
lundersland that sometimes il is not oossiblelo match lhe color of naluralleeth exactly with anilicialteeth. I understand ihat at
times, during the preparation of tooth for a crown, pulp exposure may occur, necessilaling possible root canaltherapy. I undersland
that like natutalleeth, crowns and bddges need to be kept clean, with proper oralhygiene and periodic cleaning, otheMise decay
may develop underneath and/or around lhe maQins ofthe resloElion, leading lo turther denlallreatment

-7. DEIITURES- COMPLETE AND PARTIAL
The problems ofwearing dentures has been explained lo me including looseness, soreness, and possible breakag€, and relining
due io be tissue change. Follo$up appointmehts are an inlegral pad of maintenance and success for prosthelic appliance,
Pelsislent sore spots should be immedi8tely examined bythe doclor,
lfudher understand thEt surgic€l intervenlion (i.e. tofi bone) removal, bone reconlouring, or implants) may be needed fordentures to
be properlyfitt6d. lalso understand lhal due lo bone loss or olher complicating factols, I may nevel be able to wear donlures to my
salisfaclion,

_ 8. PEDOOONTTCS (CHTLD DENTTSTRY)
I understand thattho following procedures are routinely used at Sanla Barbara Family Dentistry aswellas being accepled

orocedures in lhe denlal ofotession
A. POSITIVE REINFORCEMENT-Rewarding the child who portrsys desi€ble behavior, by use of compliments, praise, a pal ot hug,

and/or token objects or toys,
A. VOICE COi{TROL- The attenlion of a disruplive child is gained by changing the lone or increasing ihe volume of doclois voice.
C. PHYSICAL RESTRAINT- Reslraining the child's disruptive movements by holding down lhere hands, upper body, head, and/or legs

by use oflhe denljst's orassistant's hand or arm, or by use ofa specialdevice (refered to as'papoose board")
D. NITROUS OXIDE AND/OR ORAL SEDATION- Nitrous Oxide is a mild gas that is mixed wilh oxygen, and is u6ed to sedate a

person. lt is administered through a rnask placed overthe child's nose.
Oral sedalion are medicalons administered io children to help them relax. Wiih lheh u6e the parcnror guafdian must understand
ihai the child should no eat or ddnk for a period of four hours prior to lhe sedaiion appointment. The parenuguardian must be
available lo escort the child home aflerlhe sedalion procedure, and observelheir behavior throughout lhe day.
I understand lhat with lhe use ofan inieclion, used lo numblhelooth for denlal procedures, the possibility existslhalthe child may
inadvedently bite lheir lip causing injury to occur.
I underctand lhe need to telum lo the office, forevaluation, ifswelling and/orpain in my child does not go away after a suffcient
period oflame,
I underctand lhe need to rcturn to the office e/ilhin lhree months following nerve treaknent of a "baby tooth" for evaluation, and the
possibjlity ofitthen needing an extraction.

I UNDERSTAND THAT NO GUARANTEE OR ASSURANCE HAS BEEN GIVEN THAT THE PROPOSED TREATMENTWILL BE
CURATIVE AND/OR SUCCESSFULTO MY COMPLETE SATISFACTION. IAGREE TO COOPERATE COMPLETELY WITH
THE RECOMMENDATIONS OF THE DOCTORWHILE IAM UNDER HER,/HIS CARE, REALIZII.IG THAT ANY LACK OF SAME
COULD RESULT IN LESS THAN OPTIMUM RESULTS.
ICERTIFYTHAT I HAVE HAD AN OPPORTUNITY TO READ AND FULLY Ut{DERSTAND THE TERMS AND WORDS WITHIN
THE ABOVE, INCLUDING THE OPPOSITE SIDE OF THIS DOCUMENT, AND HAVE HAD ALL QUESTIONS ANSWERED TO
MY SATISFACTION. I UT,IDERS'TAND THAT SAI'JTA BARBAM DENTISTRY PROVIDES DENTAL CARE SERVICEWITHOUT
DISCRIMINATION BASED ON RACE, RELIGION, COLOR, NATIONAL ORIGIN, SEX, SEXUAL ORIENTATION PHYSICAL OR
MENTAL DISABILITY. AGE OR T ARITAL STATUS AND PROTECTS THE PRIVACY OF EACH OF ITS PATIENTS.

Signature:
PATIENT OR LEGAL REPRESENTATIVE

Relationship:


