

Informed Consent and Authorization of rPeriodontal Treatment Utilizing Scaling and Root Planning (SRP)

DIAGNOSIS:  After careful examination of my condition the dentist has informed me that I have periodontal disease. I understand that periodontal disease weakens the support of my teeth by separating the gum from the teeth and possibly destroying some of the bone that supports the tooth roots. The pockets caused by this separation allows for greater accumulation of bacteria, plague, and tartar under the gum and can result in further erosion or loss of bone and gum supporting the roots of my teeth. I have also been made aware of the fact that if left untreated, periodontal disease can cause me to lose my teeth and I can have other adverse consequences to my general heath.
RECOMMENDED TREATMENT:  In order to treat my periodontal condition, the dentist has recommended that my treatment include Scaling and Root Planning (SRP) to remove the inflamed and infected tissue and to thoroughly clean the roots with the ultrasonic scalers and hand scalers. The use of Antibiotics and antibacterial rinses is also an important part of the procedure and must be taken as prescribed.
EXPECTED RESULTS AND NO GUARENTEE:  There is no method currently available that will predict how the gum and bone will heal following any periodontal procedure. In addition, the success of any periodontal procedure can be affected by other factors, such as: pre-existing medical conditions, failure to comply with post-surgical instructions, and non-compliance in the wearing of occlusal guard if one is recommended.
NECESSARY FOLLOW UP CARE AND SELF CARE:  I understand that the success of any periodontal procedure is extremely dependent on the good homecare and regular 3-month maintenance visits. Failure to comply with the follow up visits and selfcare may result in treatment failure and relapse to the present condition. The periodontal protocol that the Doctor is recommending will provide your gums with the environment it needs to stimulate healing. It is up to you to maintain that environment to realize treatment success. 
DRUGS AND MEDICATIONS: I understand that antibiotics, analgesics, anesthetics, and other medications can cause allergic reactions, resulting in redness and swelling of tissues, itching, pain, nausea and vomiting or more severe allergic reactions. I have informed the doctor of any known allergies. Certain medications may cause drowsiness and it is advisable not to drive or operate hazardous equipment when using such drugs.
ANESTHESIA: Although there are few risks, there could be allergic reactions, some later discomfort and swelling, and the remote possibility of nerve damage from the needle itself.
My doctor has also advised me that certain alternative treatment methods exist, including no treatment, extractions, or referral to a periodontist for non-surgical or surgical treatments. 
I have provided a complete and accurate statement of my medical and social history. I have had full opportunity to ask questions about the information on this form and have been given answers that are to my satisfaction. I understand that it is necessary to complete all phases of recommended treatment and agree to do so. 
I understand the risks and benefits of scaling and root planning procedure and wish to proceed with treatment.
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