CONSENT TO HAVE A TOOTH REMOVED
Dr. 





 feels that tooth #

 located in 









 should be removed.  

All allergies, medicines, medical and personal history have been reported.
Removing the tooth is needed because of:

⁭ Pain   ⁭ Infection/Swelling    ⁭ Decay    ⁭ Gum disease    ⁭ Broken tooth

⁭ Tooth cannot be fixed     ⁭ Other ________________________________
Other treatment could be:

⁭ Root Canal     ⁭Filling     ⁭ Crown     ⁭ Gum treatment     ⁭ No treatment  

⁭ Other _______________________________________________________
Risks include: 

· Pain, discomfort, bleeding, swelling, and/or infection
· Dry socket (loss of healing blood clot) from spitting, rinsing and/or smoking after the   tooth is removed
· Damage to other teeth, fillings, or gums. Additional treatment may be needed.
· Injury or fracture to the jaw or sinus
· Numbness, itching, burning, or tingling in the lips, tongue, chin, and/or teeth
· Cutting the gums, bone, and/or tooth may be needed to remove the tooth
· The tooth root may break and be left in the jaw.  Treatment by an oral surgeon may be needed.
I HAVE READ THE ABOVE INFORMATION OR HAVE HAD THE INFORMATION READ TO ME.  I HAVE HAD THE OPPORTUNITY TO ASK QUESTIONS.  I UNDERSTAND THE ABOVE INFORMATION AND GIVE MY CONSENT FOR THE PROCEDURE.
_________________________________________    





Patient, Parent, or Guardian                                   



Date                           

_________________________________________    





Dentist








Date
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[Patient Label Here]








