Patient Name Date

Dr. Name

CONSENT FOR BONE GRAFTING

O T understand that Dr. will use banked bone (bone donated by another person) or bone
substitute (synthetic) instead of harvesting one from another surgical area.

O I understand that Dr. will harvest bone from another region in my mouth requiring a
separate procedure.

O T understand that Dr. may use banked bone (bone donated by another person) or bone
substitute (synthetic) in addition to harvesting bone from another region of the mouth.

Additional materials may be used to enhance the outcome of bone grafting and may include the following items:
O A barrier membrane made of Teflon and/or Titanium which requires a secondary procedure to remove
the synthetic material in the future.
O A barrier membrane made of processed collagen or similar which will most likely dissolve during the
first few weeks after the surgery, but remaining fragments may need to be removed.

Additionally, I understand that wires, surgical screws, surgical tacks or sutures are commonly used to immobilize and
fix a bone graft or membrane in place and that some forms of these may need to be removed after healing.

GENERAL RISKS: include, but are not limited to: allergic reactions, discomfort and pain, swelling, bleeding,
infection, bruising, injury to the jaw joint and soreness of associated chewing muscles, fracture of a tooth/teeth during
surgery, jaw fracture, later sensitivity to certain foods or temperature changes, or shrinkage of gum and bone after
surgery. Numbness and altered sensation (possibly permanent) may occur at the donor site and in more remote areas,
possibly requiring further treatment. There may loss of bone particles from donor or recipient sites. If a large portion
of the bone graft is lost, you may require more additional procedures. Any of the above may require additional
medications or other care, possibly for prolonged time. Individuals who choose to smoke are at greater risk of bone
graft loss that non-smokers.

RISKS AND COMPLICATIONS OF GRAFTING: include, but are not limited to: damage to adjacent teeth that
may require future root canal procedures or may cause loss of those teeth, removal of adult teeth in order to obtain
sufficient bone material, numbness or pain in the area of the donor or recipient site, or more extensive areas, which
may be temporary or permanent, and penetration of the sinus or nasal cavity in the upper jaw, which could result in
infection or other complication requiring additional medical or surgical treatment.

ALTERNATIVES TO THE PROCEDURE:

1. No treatment. Understanding that my condition may progress to adversely affect my dental health
including, but not limited to continued bone loss, tooth loss, increasing difficulty chewing and jaw
function including the risk or jaw fracture.

2. No use of grafted, banked bone, or bone substitute. Understanding that this is associated with
significant reduction of successful result, and likely advanced bone loss in the future.



NO WARRANTY OR GUARANTEE: I hereby acknowledge that no guarantee, warranty, assurance has been given
to me that the proposed surgery will be completely successful in eradicating pockets, infection or further bone loss or
gum recession. It is anticipated that the surgery will provide benefit in reducing the cause of this condition and
produce healing which will enhance the possibility of longer retention of my teeth. Due to individual patient
differences, however, one cannot predict the absolute certainty of success. Therefore, there exists the risk of failure,
relapse, selective retreatment, or worsening of my present condition, including the possible loss of certain teeth with
advanced involvement, despite the best of care.

CONSENT TO UNFORESEEN CONDITIONS: During surgery, unforeseen conditions could be discovered which
would call for a modification or change from the anticipated surgical plan. These may include but are not limited to,
performance of another plastic surgical procedure to attain a similar result, or termination of the procedure prior to
completion of all the surgery originally scheduled. I therefore consent to the performance of such additional or alternative
procedures as may be deemed necessary in the best judgment of the treating doctor.

COMPLIANCE WITH SELF-CARE INSTRUCTIONS: I understand that smoking and/or alcohol intake may affect
gum and bone healing, and may limit the successful outcome of my surgery. I also understand that aerobic exercise can
cause the loss of a clot with bleeding and possibly reduced success to the outcome of this surgical procedure. I agree to
follow instructions related to the daily care of my mouth and to the use of prescribed medications. I agree to report for
appointments as needed following my surgery so that healing may be monitored and Dr. can evaluate and report on the
success of surgery. I also understand the importance of the need to remove material — membranes, screws, tacks, or
sutures after healing of the graft and agree to make myself available and report for those procedures as directed.

SUPPLEMENTAL RECORDS AND THEIR USE: I consent to photography, video recording, and x-rays of my oral
structures as related to these procedures, and for their educational use in lecture or publications, provided my identity is
not revealed.

PATIENT’S ENDORSEMENT: My endorsement (signature) to this form indicates that I have read and fully understand
the terms used within this document and the explanations referred to or implied. After thorough consideration, I give my
consent for the performance of any and all procedures related to bone graft surgery as presented to me during the
consultation and treatment plan presentation by the doctor or as described in this document.

Patient’s Signature Date

Signature of Patient’s Guardian Relationship to Patient Date

Signature of Witness Date




CONSENT FORM FOR SINUS ELEVATION

The standard of care requires that we obtain your informed consent before surgery and
anesthesia. What you are being asked to sign is your acknowledgement that you have
been informed about the treatment of your condition and the known risks by
conversations with the doctors and staff. While we believe that patients have a right to be
informed about any treatment, the law requires extensive disclosure of the risks of
surgery and anesthesia, many of which are extremely unlikely to occur, but can be
alarming for the patient. Please feel free to ask Dr. about the frequency of
any risks or complications disclosed herein that might apply to you based on our clinical
experience and that of other oral surgeons and implantologists.

1. After a careful oral examination and study of my dental condition, Dr. has
advised me that for future implant placement in the posterior maxillary region I need to have
placement of bone in the area of my maxillary sinus. This bone when mature will be able to
support dental implants. I hereby authorize Dr. and his authorized associates and
assistants to treat my condition.

2. The procedure I choose to treat this condition with is understood by me to be bone
grafting into the maxillary sinus region. This bone graft could include materials of

human, animal, plant or synthetic origin. I understand that the purpose of this

procedure is to augment the volume of bone in my maxillary sinus(es) in order to

provide enough support for the placement of dental implants in the future.

3. I understand that this is nonetheless an elective procedure, that such procedures are
performed to improve function and that an alternative option, although less desirable,

is to not undergo surgery and do nothing. I have also been advised that other

alternative treatments to placement of dental implants include, but are not limited to,

a bridge, a partial denture, full denture, or other options. I understand and choose to
undergo maxillary sinus augmentation for the placement of implants into the maxillary sinus
region in the future.

4. I understand that my gum tissue will surgically be opened to expose the bone. I
understand that a small opening will be done in the bone to be able to place the graft
material in the maxillary sinus. I understand that the gum tissue will then be stitched

closed to permit healing for a period of 3 to 6 months. I understand that dentures

usually cannot be worn during the first few weeks of the healing phase. I understand

that there are inherent and potential risks in any treatment or procedure, and that such
complications may require additional treatment, and that in this specific procedure the

risks of surgery and anesthesia include, but are not limited to:

A. Possible sinus membrane perforation.

B. Infection requiring additional treatment or possible removal of the graft.

C. Sinusitis, even though in many instances this technique will actually improve

sinusitis if present.

D. Post-operative swelling and pain.

E. Tenderness and stiffness within the chewing muscles or neck area, and

difficulty opening your mouth and speaking.






F. Prolonged or heavy bleeding, formation of a hematoma (or blood clot) at the
surgery site and bruising.
G. Complications of local, sedative and general anesthetic agents:

. allergic reactions . nausea and vomiting . inflammation, infection or bruising at the injection

site . headache and dizziness . life-threatening reactions including heart irregularities, heart
attack, brain damage or death

H. Transient though on occasion permanent numbness of the lips, tongue, tooth,

chin or gum.

I. Transient though on occasion permanent increased tooth looseness or

sensitivity to hot, cold, sweet or acidic foods.

5. I'also understand that during the course of the procedure, unforeseen conditions
may arise that necessitate an extension or alteration of the planned procedure
contained herein. I therefore authorize and request that Dr. and his
associates or assistants under his direction perform such procedure as found necessary
and administer such drugs and treatments as required in their professional judgment.
6. I have had the opportunity to discuss with Dr. the planned surgical
procedure, sinus elevation, and my postoperative responsibilities. I understand that
following the procedure during the healing process I should not smoke, drink heavily,
use any drugs not prescribed by my doctor, should not blow my nose for at least two
weeks and thereafter not heavily blow my nose for an additional two weeks. I should
take any antibiotics prescribed and use pain medication as needed. I should follow all
the post operative instructions given to me verbally and/or written. If I experience an
unusual amount of pain I should contact Dr. or his associates
immediately, as it may signify a problem.

7. T understand that anesthesia given during surgery and certain prescription
medications used after surgery cause drowsiness and impaired physical performance,
and that such effect is increased by the use of alcohol, and that I must not operate a
motor vehicle or any other hazardous equipment while taking these drugs. Further, 1
agree not to operate a motor vehicle or any other hazardous equipment for at least 48
hours after my release from surgery.

8. I understand no guarantee has been given to me that the proposed treatment will be
curative and/or successful to my complete satisfaction. I also understand that due to
individual patient differences and the imperfections of the art and science of surgery,
there exists a risk of failure or necessity of additional treatment despite appropriate
care.

9. I understand that after the bone in the sinus cavity has matured, that is after a
period of 4 to 6 months after placement of the graft, dental implants should be placed
in the area and later these implants should have artificial teeth placed in them. All this
will provide adequate function and stimulus to the new bone so it does not undergo
the resorption process expected when it has no chewing force stimulation.

10. I understand that the fee I am to be charged has been disclosed to me, is
satisfactory to me, and includes no additional post-operative x-rays, injections or
anesthetics that may later be necessary to correct any complications. I understand,
that as a courtesy to me, the office staff will assist in the preparation and filing of
necessary insurance claims should I be insured. However, I further understand that






the agreement of the insurance company to pay for medical expenses is a contract
between myself and the insurance company and in no way alleviates my
responsibility to pay for services the provided. I understand that some and perhaps all
of the services provided may not be covered or not considered reasonable and
customary by my insurance company. I understand that I am responsible for paying
all co-pays and deductibles at the time services are rendered and any and all costs that
have not been paid for by my insurance within 30 days. Otherwise, all payments are
due at the time services are rendered. All accounts not paid in full within 30 days
shall accrue interest at the rate of 18% per annum. I understand that I will be fully
liable for all collection costs, including court costs and attorney fees.

11. I agree to cooperate fully with the recommendations of Dr. while
under his care understanding that the long-term success of my treatment depends on
personal oral hygiene, completion of recommended dental therapy, regular follow-up
care appointments and overall general health. I understand that there will be several
follow-up clinical visits with Dr. for the first year following surgery.
In addition I understand it is my responsibility to see the doctor at least twice a year
for evaluation of implant performance and oral hygiene maintenance.

12. I hereby authorize photos, slides, x-rays or any other viewing of my care and
treatment during or after its completion to be used for the advancement of dentistry
and for reimbursement purposes. My identity will not be revealed to the general
public, however, without my permission.

I hereby certify that I have read this form in its entirety and have had all my questions
answered by my doctor. I certify that I understand English and fully understand the
terms and words within the above paragraphs. My signature below signifies that I
understand the surgery and anesthetic that is proposed to me together with their
known risks and complications. I hereby give my informed consent for surgery and
anesthesia.

Print Name

Signature of Patient

Date

Doctor Signature






IMPLANT SURGERY CONSENT FORM

I hereby authorize Dr. to perform implant surgery upon
(name of patient) I have been informed that the purpose of the operation is to
surgically dental implant, into the supporting jawbones. In the event that extraction of an implant is
deemed advisable by Dr. due to conditions visualized and determined at the
time of surgery, I hereby consent to all such extractions.

If any unforeseen condition should arise in the course of the operation, calling for Dr.

's judgment or for procedures in addition to or different from those now
contemplated, I further request and authorize the Doctor to do whatever he may deem advisable. Further,
I have been informed of other possible alternative and/or supplemental methods of treatment, if any.
Post-operative risks of the proposed surgery include, but are not limited to; pain, restricted mouth opening
for several days, weeks, or longer; paresthesia (numbness) of the jaw or gum nerves which may persist for
several weeks, months, or in remote instances permanently, gum recession (shrinkage): temporary, or, in
rare instances, permanent interference with phonetics (speech sounds); clicking or pain of the temporo-
mandibular joints (jaw joints) tooth sensitivity to hot or cold for days, weeks, or on occasion, several
months; transient or in some instances permanent tooth mobility (looseness) in selected areas; food
lodging between the teeth after meals, requiring cleaning devices such as floss for removal; and
unaesthetic exposure of crown margins of teeth in the surgery area. I further understand that if no
treatment is rendered, my present condition will probably worsen in time. No guarantee, warranty, or
assurance has been given to me that the proposed treatment will be successful to my complete
satisfaction. Due to individual patient differences there exists a risk of failure, relapse, selective re-
treatment, or worsening of my present condition despite the best of care. However, it is Dr.

's opinion that therapy will be helpful, and that any further loss of supporting
tissues or bone would occur sooner without the recommended treatment. I understand that long-term
success requires my long-term continued performance of mechanical plaque removal (daily home care)
and my availability for periodic periodontal maintenance visits (recall professional care). I consent to
photographs of my oral and facial structures and their publication for educational and scientific purposes.
I CERTIFY THAT I HAVE HAD AN OPPORTUNITY TO READ AND FULLY UNDERSTAND THE
TERMS AND WORDS WITHIN THE ABOVE CONSENT AND THE EXPLANATION REFERRED
TO OR MADE, AND THAT ALL BLANKS OR STATEMENTS REQUIRING INSERTION OR
COMPLETION WERE FILLED IN AND INAPPLICABLE PARAGRAPHS, IF ANY, WERE
STRICKEN BEFORE I SIGNED. I ALSO STATE I READ AND WRITE ENGLISH.

Dentist Signature Date

Patient Signature Date

Witness Signature, Parent or Guardian, if Patient is a Minor






Consent Form for
Phlebotomy and PRP Development

Patient Name Date

Dr. has recommended the use of Platelet Rich
Plasma (PRP) to help your healing. Platelet Rich Plasma is a component of your
own blood, which contains growth factors, which are known to stimulate bone
and soft tissue healing. It is sterily processed from your blood and is therefore
safe from transmission of diseases from others.

To process PRP, about 20ml to 55 ml of blood (approximately .5 to 1.5 ounces)
will be drawn from a vein using an aseptic technique. Your blood will be
processed in an FDA approved device in fifteen minutes. It will be activated and
added to your surgical site to assist healing. To activate PRP two drops of
calcium chloride mixed with a clotting agent called thrombin is used. The
thrombin is derived from a commercial company. The use of this Bovine (cow
derived) thrombin has been perfectly safe when used to activate PRP. However,
as an alternative, your doctor can activate your PRP by alternative means if you
request.

Date:

Signature of Patient:

Signature of Patient’s Spouse:

Signature of person authorized to consent for patient who is a minor or

incompetent:

Relation to Patient:

WITNESS:







Consent Form for
Phlebotomy and PRP Development

Patient Name Date

CONSENT FOR PHLEBOTOMY AND
PLATELET RICH PLASMA
DEVELOPMENT

After careful examination of my condition, my surgeon has recommended the use of
Platelet Rich Plasma (PRP) to enhance postoperative healing. PRP is a component of my
own blood that contains growth factors. These growth factors are known to stimulate soft
tissue healing. I understand that PRP is processed from my own blood and is therefore
safe from disease transmission.

I understand that in order to process PRP there will be a 20ml blood draw using an
aseptic technique. My blood will be processed, activated and added to the surgical site.
To activate PRP my blood is mixed with calcium chloride and thrombin.

I have been fully informed about the use of PRP, the procedure to be utilized for
development, the risks, benefits and alternatives. I have had an opportunity to ask
questions and to discuss any concerns with my periodontist. After thorough deliberation,
I hereby fully consent to the PRP process.

I CERTIFY THAT I HAVE READ AND FULLY UNDERSTAND THIS
DOCUMENT.

Patient or legal guardian: Date:

Witness: Date:







CONSENT FOR AUGMENTATION GRAFTING OF THE MAXILLARY SINUS

L hereby authorize and request Dr. and any other agent
or employees of and such assistants as may be selected by him to perform corrective surgery on my jaw (maxilla).
The operation is planned to implant a bone substitute material, freeze dried demineralized bone and/or
hydroxyapatite, into the floor of the sinus in the hope that new bone will be incorporated into the material so that an
implant(s) might be placed. A second procedure will be needed to place the implant(s). It is hoped that the implants
will become stable and act as anchors for fixed or fixed detachable bridges or dentures. Dr.

has explained that if the new bone does not incorporate into the

synthetic material that alternative prosthetic measures will have to be considered.

Dr. has explained and described the operation to my satisfaction. It is

understood that although good results are expected no guarantee that it will last for any specific period of time can
be or has been given. I have been informed and understand that occasionally there are complications of surgery,
drugs and anesthesia, including, but not limited to:

1. Pain, swelling and postoperative discoloration of face, neck and mouth.

2. Numbness and tingling of the upper lip, chin, gums, teeth check and palate, which may be transient, but may be
permanent.

3. Infection of the bone that might require further treatment, including hospitalization and surgery.

4. Mal-union, delayed union or non-union of The grafted bone replacement material to normal bone, or lack of
adequate bone growth into the synthetic material.

5. Bleeding which may require blood transfusions or other extraordinary means to control.

6.. Injury to the teeth.

7. Referred pain to the ear, neck and head.

8. Postoperative complications involving the sinuses, nasal cavity, sense of smell, infra-orbital regions, and altered
sensations of the upper cheek and eyes.

9. Postoperative unfavorable reactions to drugs, such as nausea, vomiting and allergy.

10. Possible bruising and/or discoloration of the face, usually of a temporary nature.

I further understand that I am to refrain from the use of alcohol, smoking or non-prescribed drugs during the
treatment period. If sedation or general anesthesia is used I agree not to operate a motor vehicle or hazardous device
for at least 24 hours or more until fully recovered from the effects of the anesthesia or drugs given for my care.

I understand that Dr. will give their best professional care toward
accomplishing of the desired results. I understand that I can ask for recital of all possible risks attendant to phases of
my care at any time. [ have discussed this consent form with Dr. and I further understand

that I am free to withdraw from treatment at any time. I also give permission for persons other than the doctors
involved on my care and treatment to observe this operation and I consent to photography, filming, recording and x-
rays of the procedure to be performed for the purposes of teaching and research, provided my identity is not
revealed. I understand this consent form and I request Dr. to perform the surgery
discussed.

I CERTIFY THAT I HAVE HAD AN OPPRORTUNITY TO READ AND FULLY UNDERSTAND THE TERMS
AND WORDS WITHIN THE CONSENT AND THE EXPLANATIONS REFERRED TO OR MADE, AND
THAT ALL BLANKS OR STATEMENTS REQUIRING INSERTION OR COMPLETION WERE FILLED IN
AND INAPPLICABLE PARAGRAPHS, IF ANY WERE STRICKEN BEFORE I SIGNED. I ALSO STATE I
READ AND WRITE ENGLISH.

Dentist Signature Patient Signature
Witness Signature Witness Signature
Parent or Guardian, if Patient is a Minor

Date:






