INFORMED CONSENT FOR TOOTH SOCKET BONE
GRAFTING

DIAGNOSIS
| have been advised that | may lose significant amounts of jaw bone after my dental extraction in the

area where my tooth will be/was removed. The potential loss of jaw bone may not allow the placing of
dental implants and/or leaves an unaesthetic/poor functioning area for dental crown(s) bridgework.

RECOMMENDED TREATMENT

In order to help prevent the loss of bone in the area of the removed tooth/teeth, it has been
recommended that my treatment include tooth socket bone grafting in the tooth extraction socket
left after my tooth/teeth are removed. Antibiotics and other medications may be given. During this
procedure, the gums will be opened to permit better access to the bone surrounding the tooth
socket, the socket will be prepared and a graft material placed in the prepared tooth socket. Various
types of graft materials may be used. The further alternate treatments is recommended:

1.

BONE GRAFT MATERIALS

The sources of bone graft materials are from my own bone or synthetic bone substitutes.
Sometimes sterile, medical grade calcium sulfate (plaster) is mixed with the bone. Plaster is inserted
and resorbs completely in eight weeks. A covering may be placed over the bone graft, either a non-
resorbable man-made thin Teflon wafer (commonly called a Teflon barrier), synthetic membranes or
a medical grade, resorbable sterile collagen (commonly called collagen barrier). The purpose of the
barrier is to keep the bone graft material in place. Membranes tend to hold the bone graft material
in place while it heals. My gum will be sutured (stitched) back into position over the above
mentioned materials.



EXPECTED BENEFITS

The purpose of tooth socket bone grafting is to assist with the growth of bone where the tooth root
used to be and to help prevent bone loss during the healing period. The primary purpose of a tooth
socket graft is to allow dental implant placement either at the same time as the surgery or three to
six months later. Another purpose of this surgery may be to help build a resorbed ridge for better
esthetics and function where a fake tooth will go as part of doing a dental bridge.

PRINCIPLE RISKS AND COMPLICATIONS

1. lunderstand some patients do not respond successfully to tooth socket bone grafting
procedures. The procedure may not be successful in preserving function or allowing a dental
implant to be place. Because each patient’s condition is unique, long term success may not
occur.

2. Complications that may result from surgery could involve the bone regenerative materials,
drugs, and anaesthetics;

3. These complications include, but are not limited to, postoperative infection, bleeding,
swelling, scarring, pain, bruising, numbness of the jaw, lip tongue, chin or gum, jaw joint
injuries or muscle spasm, cracking or bruising of the corners of the mouth, restricted ability
to open mouth for several days or weeks, impact of speech, allergic reactions, increased
tooth looseness, tooth sensitivity (hot, cold, sweet or acidic foods), shrinkage of the gum
upon healing resulting in elongation of some teeth and greater spaces between some teeth.

4. The exact duration of any complication cannot be determined, and they may be irreversible.

5. There is no method that will accurately predict or evaluate how the gum and bone will
heal. There may be a need for a more extensive bone regenerative surgery if the initial tooth
socket graft results are not satisfactory;

6. The success of oral surgery and dental implant procedures can be affected by medical
conditions, dietary and nutritional problems, smoking, excessive alcohol consumption, snuff
and chewing tobacco, clenching and grinding of teeth, inadequate oral hygiene, and
medications that | may be taking

To my knowledge, | have reported to my dentist any prior drug reaction, allergies, diseases,
symptoms, habits or conditions that might in any way relate to this surgical procedure. | fully
understand that my diligence in providing the personal daily recommended by my dentist and taking
all medications prescribed are important to the success of the procedure.



ALTERNATIVES TO SUGGESTED TREATMENT

| understand that alternatives to tooth socket bone grafting are as follows:

PWNPE

No bone grafting

Fix bridge with/without bone grafting
Denture with/without bone grafting
Dental implant with/without bone grafting

NECESSARY FOLLOW-UP CARE AND SELF CARE

| fully understand and acknowledge it is important for me to continue to see my dentist for
routine dental care and to get the missing tooth/teeth replaced as recommended. | fully
understand and acknowledge smoking and smokeless tobacco may adversely affect healing
and may cause pain and/or poor results.

| have told the dentist about any pertinent medical condition(s) | have, known allergies, any
medications | am taking including over the counter medications such as aspirin, nutritional
supplements and/or herbs.

| have told the dentist about any present or prior head and/or neck radiation therapy | have
undergone. | have told the dentist about any present or prior use of Bisphosphonate
medications. That may lead to osteoradionecrosis of the jaw bone.

| fully understand | need to come back for several post-operative visits so my healing may be
monitored and so the dentist can evaluate and report on the outcome of the surgery to any
other doctors involved with my care. It may be necessary to remove both non-resorbable
membranes and non-resorbable sutures used in the bone regeneration surgery.

| acknowledge that it is important to:

1.

2.

3.

4.

Abide by the specific prescriptions and instruction given;
See the dentist for scheduled post-operative visits as needed;
Have any non-dissolvable sutures and/or membranes removed;

Get the tooth/teeth replaced as recommended



NO WARRANTY OR GUARANTEE

| acknowledge no guarantee, warranty or assurance has been given to me that the proposed
treatment will be successful. In most cases bone regenerative surgery heals quickly and without
incident. Due to individual patient differences; however, there can never be a certainty of success.
There is a risk of failure, and complications such as those listed above, despite the best of care.

| UNDERSTAND THAT TREATMENT OF DENTAL CONDITIONS INCLUDES CERTAIN RISKS AND
POSSIBLE UNSUCCESSFUL RESULTS, INCLUDING THE POSSIBILITY OF FAILURE. NO PROMISES OR
GUARANTEES HAVE BEEN MADE TO ME CONCERNING THE PROGRESSION OR RESULTS OF THE
TREATMENT. BY SIGNING THIS FORM, | AM FREELY GIVING MY CONSENT TO ALLOW AND
AUTHORIZE CROWN DENTAL AND/OR THEIR ASSOCIATES TO RENDER ANY TREATMENT
NECESSARY OR ADVISABLE TO MY DENTAL CONDITIONS, INCLUDING ANY AND ALL ANAESTHETICS
AND/OR MEDICATIONS. | CONFIRM THAT CROWN DENTAL STUDIO OR ANY OF ITS AFFILIATES
SHALL NOT BE HELD LIABLE FOR ANY UNSUCCESSFUL RESULTS. | HAVE GIVEN A COMPLETE AND
TRUTHFUL MEDICAL HISTORY, INCLUDING ALL MEDICINES, DRUG USE AND PREGNANCY.

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

| HEREBY CONSENT AND AGREE TO RECEIVE THE FOLLOWING ALTERNATE TREATMENTS IN THE
EVENT OF THE DESIRED RESULTS NOT BEING ACHIEVED:

1.




Crown Dental Studio

PATIENT PARTICULARS:

FULL LEGAL NAME:

IDENTITY NUMBER:

ADDRESS:

CONTACT NUMBER:

EMAIL ADDRESS:

Accepted and Signed at on this day of

in the presence of the undersigned witnesses

PATIENT NAME:
IDENTITY NUMBER:
CONTACT NUMBER:
EMAIL ADDRESS:

Witnesses:

NAME:
CONTACT NUMBER:

NAME:
CONTACT NUMBER:

20




