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CONSENT FOR PERIODONTAL SURGERY

I have been fully informed of the nature of periodontal surgery, the procedure to be utilized, the risks and benefits of periodontal surgery, and any alternative treatment available. I was informed of the necessity for follow-up care including periodontal maintenance every three months (at the dental office) as well as self (home) care. I understand that the treatment of periodontal disease will not be successful without proper follow-up care and home care. I was advised that possible complications of the periodontal surgery may include: 

· Bleeding 
· Infection 
· Pain 
· Swelling 
· Damage to teeth or restorations 
· Sinus perforation 
· Damage to inferior alveolar nerve or lingual nerve 
· Furthermore, if the surgery is performed on the lower jaw, injury to the inferior alveolar nerve may occur, due to its proximity. This injury could lead to numbness of the lip, chin, teeth, gums, and half of the tongue on the surgery side. This change of sensation is similar to what one would feel with local anesthesia, and generally resolves over a period of several weeks, but rare instances may be permanent. 

· If a surgery involves upper back teeth, a perforation into the maxillary sinus can occur.  In most instances, this resolves on its own.  In some instances, however, this complication may cause sinus infections.  In this case, you may require additional surgery to correct the perforation. 

I have had an opportunity to ask any questions I may have regarding the treatment, and to discuss my concerns with the periodontist. After thorough deliberation, I hereby consent to the performance of periodontal surgery as presented to me during consultation. 

I certify that I have read and carefully understand this document. 
___________________________




   _____________________ 

Signature of Patient or Guardian




   Date 

___________________________




   _____________________ 

Signature of Doctor






   Date 

___________________________




   _____________________ 

Signature of Witness






   Date 
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