
CONSENT FOR ROOT CANAL THERAPY
Dr. 






feels that tooth #________________    located in 



 needs a root canal. 

All of the patient’s allergies, medicines, medical and personal history have been reported.
A root canal is necessary due to the following:

⁭ Pain   ⁭ Infection/Swelling    ⁭ Decay    ⁭ Broken tooth

⁭ Other ________________________________________

Other treatment choices are:

⁭ Removing the tooth     ⁭ Filling     ⁭ Crown     ⁭ No Treatment 

⁭ Other ______________________________________________

Risks include: 

· Pain, discomfort, bleeding, swelling, and/or infection 

· Damage to other teeth, fillings, gums, and/or sinus.  Other treatment may be needed. 
· Numbness, itching, burning, or tingling in the lips, tongue, chin, and/or teeth

· Instruments used to clean the tooth may break and be left in the tooth.  Other treatment may be needed from a root canal specialist.
Please Note:

· After the root canal, a build-up filling and/or crown are needed to protect the tooth from breaking and infection.  If this is not done, the tooth may need to be removed.

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

[Patient Label Here]








