@ HALFMOON FAMILY DENTAL :
1456 Vischer Ferry Rd.

Halfmoon, NY 12065
Telephone: (518) 348-1999

CONSENT FOR IMPLANT SURGERY

I hereby authorize Dr. fo perform implant surgery upon
i name of pm-ern) N have been informed that the purpose of the
opercmon s To surgic qll» slace a dentatimplant{s), inio the supporiing jowbones. In the
event that extraction of animplant is deemed advisable by Dr.

) , due o conc liHons visualized and determined at the time of
surgery {hereby consent Lo all such axtraction

i any unforescen condition shouidd ariser in the course of the operation, calling for Dr.

. L o s judament or for procedues in addition to or ditferent from
those now confemplated, iurther iequest and aothorize the Doctor to do whatever he
may deem advisable. Further, Thave been informed of other possible alternatives
and/or supplemental melhods of treatment, it any.

Post- operalive risks of 1he proposed sutgery inciude, but are not imited to; pain,
restricied mouth opening for several days, weeks, or longer; parasthesia (numbness) of
the jaw or gum nerves which may persist for several weeks, monlhs, or in remote
instances permanently, gunitecassion (Shr‘lﬂk(l(j(-‘)i temporary, or, inrare instances,
permaunent |r1terferen<ge with phonefics (speech sounds); clicking or pain of the
temporomandibular ioints {jaw jeints) leoth x(;m,tivify to hot o cold for days, weeks, or on
occasion, several months: fransient orin some instancaes permanent tooth mobility
flooseness) in selected arcas; food lodging belween the leeth after meals, requiring
cleaning devices such as floss forremoval and unaesthetic exposure of crown margins
of feeth in the srgery e

I further understand that it no frcatment is rendered, my present condition will probably
worsen in time.

No guarantee, warranty, cr assurance has been given to me that the proposed
treatment will be successful to my complete satisfaction. Due to individual patient
differences there exists arisk of failure 1elapse, selective re-trealment, or worsening of my
present condition despite the boest of care. However, itis Dr. 's

opinion thal therapy will be helpful, and that any further loss of suppomng tissues or bon
would occur sooner without recommended freatment,

understand that long-tenn success requires my long-term confinued performance of
mechanical plague removal (daily home care) and my availability for periodic
periodontal maintenance visits (recall professional care).

I'consent to photographs ot my ordl and tacial shuctures and their publications for
educational and scientific rurposes.

FCERTIFY THAT FHAVE 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 INAPPUCABLE PARAGRAPHS, IF ANY, WERE STRICKEN BEFORE |
SIGNED. | ALSO STATE | READ AND WRITE ENGLISH.

bé;ﬂiét Sign(ﬂu}é - 7 o Patient S|gmﬂu(€

Witness Signature Withess Signature

Parent of Guardian Signature it Patient is a Minor Date



