SMILDES ON RANDATLT.
PATIENT CONSEWT TO TREATMENT

Tn reading and signing this form, it is vnderstand that ENGLISH is the langnage that I nnderstand and use to communieate,

O i1 oRUGE MEDICATION AND ANESTHESTA: - -

I enderstand that antibiotics, asalgesfes, and other medicationa may canse adverse reactions, some of which are, hut are not limited to, reédness
end gwelling of 1fssues, pain, itching, vomiting, dizziness, miscarifage, cardiac antst,

I understand that medications, drugs, atd anesthetics may cause dimweiness and Inck of conrdinatinn, which can bo increased by (he wse of
aleohol or other drugs. I have been advised not to consume aleohnol, nor operate any vehicle or hazardons device while taking medications and/far
tengs, or until fully reeosrered from their effects (this includes a period of at lenst teeenty-fonr [24] hours alter my releose fmm sorpery).

T understond that aecasionally, upon injection of & loal anestheilc, T may have prolemged, perslstent anesthesfa andfor frritatlon to the arce of
injection.

’ [ sndirstand Fhat i T select to utilize Witcous Oxide, "Atarax", Chinral hydrate, "Zanax", ot any otfher sedative, possible dsks Include, but nre
not timited to, loss of consciousness, ohstruction of eiraay, anaphylastic shoek, cardine nrrest. T understand that someonc needs to drive me home
from (e dental office after [ have reocived scdatfon and thal someone aceds to watch e elogely for a pedad of § to 10 hea.  {Iwitiala)

[0 2. ORALPYGIENE
I mderstand fhat Ihe Jong torm success of treatment sad states of my oral conditinn depends en my cffarts at proper oral hygiene (i.e. bnishing
and Moszing) and maintrining regular reeall vigits, (Tnitinls)

0 3 PERMDONTICE [TISSUE AND BONE LOSS)

T unetersiand chnt [ have a serious conditfon, causing gurs and hone inflammmation andfor [oss, and that it can lead to Joss of my teoth and aiher
complications. The various treatment plans have been explained to me, including gum sargery, replacements ondfor extractions, [ alsy caderstand
that althongh these treetments have a high degree of success, they cannot be guaranteed. Occhsionnlly, trented teeth may require exiraction,

* {Tnitinla}

7 4 REMOVAL OF TEETH:
I nndersiand that the purpase of the procedurefsurgery is 1o trent and possilly correct rivy disessed oral tissues, The doetor hag advised me that
if this cond{tion persists without treniment ar surgery, my prosent ornl condition will probably worsea in Lime,
Patential fsla faclnde, bl are not limited to, Be following:
A. Pastoperative discomfort; swelling, prolonged bleeding: tooth sensitivity to hot or cold; pum shrinknge {possibly exposing crown
merging); tosth looseness; delayed healing (dry-socket) andfor infection (toquiring prescriptions or additionel ieatment, i.e., surgery.
B. Tajury to ndjacent teeth, cops, or fillings (requiring the recementstion of crowns, replacement of fillings. fibdeation of crowns, or
extraction}, o injury to other tissues not within the deseribed spcgieal arce,
¢. Limitation of opening, stiffness of faefal andfor neck museles; change {a bite; or temporomandibular joint (jaw joint} difficulty possibly
requiring physical thempy or surgeryl.
D. Residusl oot Fagments ot bone spfonles left when complete femoval shoold require extensive surpery ot needless surgical
complications,
. Possilile hors fnctors which mny requine wiring ar surgical traatmont.
F. Opening of the stnus {a notmal cavity silnated above the upper teetl requiriag additienal surgery.
G. Injuty @ the nerve underlying the teeth eavlting fn ishing, numbness, or buming sensation of the Kp, chin, pums, chesk, teeth, andfot
tongue or pein in tho jaw on the operated side; this may persist for soveral weeks, months, or o remote ingstanees, petmansritly,
I give my consent for the doctar to perform the trestment/proccdure/surgery previousty cxploined to me, or other procedutes deemed neccasary
ar pdvizahle A3 pecessary to complets the planned operation. {Tnitialz)

11 any unforeseen condition shonld ardse in the eourse of the operation, calling lot the doctor's indgiment or for procedures in dddition m o+
differont from those now contcraplafed, T reguest and authoiize the doctor to do whateyer (sJhe may deem advisable aeliding referml to anather
tlevtist o7 specialist. T alse onderstand that the cast of (hia relfzeral wonld be my responsibility. (Enitials)

0 5. FILLINGS:

T hieve bean adviasd of the nead For filling, cithes Silver of edmiposite (plastic), 10 replace taoth stuebire Tost to deeny. T understand that with
time (illtags will nead 1o be replaced das lo woaring of matorial. Tn sascs where vory little taoth structure rematng, or existing tooth strecture froctures
nff, I may need i racelye more exiensive treatment (such as root canal theropy, post and build-up, and crownsz), which would necessitote 2 separate
ehirge. '

T understand thal the silver amalgam festoration is an acceptoble procedute according to the Ameriean Dental Association muidelfnes and az
sueh iz a treatment vged by Universal Care. The advantages and disadvaniages of aiternate materials, (Tnitinls),

O & CROWNAND RRIDGE (CAPS):

[ understnnd that seinetitaes it is not possible to match the color of nature] teeth exactly wilh arlilicial teeth. 1 understand fhat at tHmes, dudng
the preperation of  toath for o crown, pnlp SXPOSITE WAY Coonr, nocessitnting possible root canal therapy.

I understand that Hise pateal teeth, srowns and bridges need to be kept clean, with praper oral hyplene and periodic cleanings, otherwise decay
may develop underneath andsor arovnd the marging of the restaration, leading to frther deatnl treetment. {Initinlg)
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Ol 7 DENTURES- COMPLETE OR PARTIAE:

The prablems of wenring dentures has been explained to me including logsaness, soreness, and pumhlc breakage, and relining due ma Lissue
¢hnnge. Follow-up appolniments arc an integral part of maintenance and auccess of a poosthetic eppliancs. Persisienl sore spoly should he
imredintely examined by the doctor.

I further understand {hm surgice) inferventlon {ie. tor [hone] removal, bone peeontouring, ot inplants) may be needed for denturss to be
properly fitted. 1 alse understand that dus to bone Toss o other complicating factors, Tmay never be nble to wear dentures to my satiafaction,

{Initinls)
[0 8 ENDODONTIC TREATMENT (ROO'T CANAL THERAPY):

The purpage: and method of oot connl theragy hove beeh mopinined to me, g well as roasonable sltemative tmﬂtmnms and the consequences of

non-lreatment. T understand that treatment risks can include, but are not limied to the following:

Post treatmenit discombort Iasting a fow hours be several duys for which medicatton will be pregeibed if doepaed necessary,

B.  Fost (reatment swelling of the gum aren in thé vielnity of the treabment tooih or facial serelling, moy persist seveal doys or longer,

€. Tafoction andéor restricted jow opening.
D
L

=

Brenkape of raot canal festuments daring Heatment, which may in the jedament of the docter be Inft in the keatmtnt toak eanal a3 part of
the flling matcrial; or Tt may require surpery for remowal.
Perfaration of the root danal with instroments, which may require pelelitlona) surgien) freatment or result in prematore ool toss or
extraclivh. )

. Rlsk offemporory or permenont mirbness o treatment orea,

T an "open and medicate” or pulpatomy prnr.edurc is performed, [ undsraiand that this is oot permanent tremiment, and 1 need to pay for, and
finsh finnl root canal therapy. IF roat canal treatment is not Gralized  expose myself 1o infection andfot tonth loss. If oot eonal therapy foils, the
treatment may lave bo be redone, root-end sutgerny tnay be required, or the fonth may have 10 he cxtracted,

T urderstand the need (o rewrn to the office within tree months fllowing nerve treatment of 8 "baby tooth™ For evaluntion, and the pogsthility
nf it then needing an extraction, fInltinls)

1 9 PEDMATRIC DENTAL CONSENT FORM:
T understand thal the fiiowing procedures are rutinely wsed at Universal Core Diental Services, 88 well as heinp nceepted procedures In fhe dental
rafess|on. .
P A.  Parent/guardian Cooperation - Unless the child 7 filky cooperative in the prezenee af the parent/puardian, the paeent’guardion ngrees o
tarmain in the waiting room while the child is boing treated,

B.  Pasitive Reinforcament - Rewarding the child who portrays desirable hekavior, by wse of complinients, praise, 2 pator hug, andfor token
ohjeets or toys.

€. Woits Contral - The nttentfon of & dismptive child is gaitted by chonging e lone or increasing the volume of ke doctor's valee,

D. Hand-Over-fonth Bxeveite - The dismipiive child is told that a hand is to be placed over the child’s mouth., When the hand is in place,
the dontist speakia direcly infa the child's ser and tefls the child hat if the disriptive nnise stops the hand wilt be remaved. When the
noise slops the hand is remcved end tho shild #8 praised for cooperating, IF the noise texumes the hand apain fr placed on the mouth and
the exerelse repeated. At 0o time s the airway eser resiricted.

E.  hysical Restraint - Restraining the ehilids disrsptive movements by holding down their hands, m:upf.r body, heed, andfor lees by nse of
the dential's or sssisiant's hand or arm, or by use of a speeial device (reformed to a5 o "papoosc board"),

F.  Mitrows Oxide Annlgesia andfor Oral Sedation - Witrous Oxido iz & mifd gas that ig mived with oxygen, and used 1o sedate o person. It
is ndiminigtered thraugh a breathing mesk. Orat sedation medications ate  administered to children to help them relax. The ehild should
nat eat of didak for » perind of four hours prior to the Mittous Oxide sedation appointment. The parent/zuardfan must be avatlable o
escort the child home after the sedation procedure, and ohsorire hizther behavior throvpghont the doy.

{ undetatond it with the use of an injestion, used to numb the tooth for dental procedores, the possibility exists that the child may
inadvariently bile hisher Hp causing injury to oceur, T wnderstand the need to relnm to the offics, for eveluction, if swelling and/sr pain in my child
docs nat gn awny after g Aufficiont pavied of time. {Tnitinl,

[ UNTRRATAND THAT MO QUARANTEE OR ASSURANCH HAS BEEN GIVEN THAT THE PROFPOSED TREATMENT WILL BE
CURATIVE AND/OR SUCCE3SFUL TO MY COMDPLETE SATISPFACTION. 1 AGREER TO COCGPFERATE COMPLETELY WITH THE
RECOMMENDATIONS OF THE DOCTCOR WHILE 1 AM UNDER HER/AIS CARE, REALIZING THAT AWNY LACK OF SAME COULD
RESULT TW LESS THAN OPTIMUM RESULTS.

I CERTIFY THAT I FHIAVE HAD AN OPPORTUNITY TC READ AND FULLY UNDERSTAND THE TERMS AND
WORDS WITHIN THE ABOVE, INCLUDING THE QPPOSING SIDE OF THIS DOCUMENT, AND CONSENT TO THE
COOPERATION AND EXPLANATION REFERRED TO OR MADE. I HAVE BEEM ENCOURAGED TO ASK QUESTIONS,
AND HAVE HAD THEM ANSWERED TO MY SATISFACTION.

[UNDERSTAND THAT UNIVERSAL CARE DENTAL PROVIDES DENTAL CARE SERVICES WITHOUT DISCRIMINATION BASED

OW RACE, RELIGION, COLOR, MATIONAL ORFGTH, SEX, SEXUAL ORIENTATION, PHYSICAL O, MENTAL DISABILITY, AGE OR
MARITAL 3TATUS AND PROTECTS THE FRIVALY OF EACH OF ITS BATIENTS.

Slgnature of Pativnt or Legal Representative Relationship b Patient Dt

Signature of Dactor Dir, Wo.
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