INFORMED CONSENT FORM

In order to help you make informed decisions regarding your dental care, please be advised of the following information:
1. I am aware that the practice of dentistry is not an exact science and I acknowledge that no guarantees have been made to me.  It is my responsibility to follow through with recommended treatment or follow-up evaluations.  Failure to do so may result in pain or discomfort, loss of teeth, and/or other complications.

2.
I understand that I may ask any questions I wish, and that it is better to ask them before treatment begins than to wonder about it after treatment has started. 

3. It is my responsibility to provide Dr. Butterman and his staff with accurate information regarding my medical history (including, but not limited to, allergies, pregnancy, medications, diseases, need for pre-medication, and other medical conditions) and to advise of any changes with respect to my medical history.

4. Allergic reactions can occur due to any medication or dental material used.

5. Injectable or topical anesthetics can cause minor, or in rare cases, severe reactions.  Rarely, temporary or permanent nerve damage can occur after injectible anesthetics. 

6. The effects of x-rays may be harmful to an unborn fetus.  Please inform us if there is any possibility that you may be pregnant.

7. Patients who have a heart murmur or other pathologic heart problems are at risk for bacterial endocarditis.  This is an infection at one of the heart valves that may be caused by any dental procedure that results in bleeding.  Patients with artificial joints or implanted devices also are at risk of developing endocarditis.  In order to prevent endocarditis, it may be necessary to administer antibiotics one hour before treatment begins.

8. Patients with TMJ problems (jaw/ear clicking with or without pain) must advise the dentist of their condition to avoid further injury during treatment. 


9. The cost of my dental treatment may increase or decrease as treatment progresses.  If I have insurance, I understand that insurance benefits quoted are estimates only, and that the insurance company will make final benefit determination when it processes the claim.  I accept responsibility for the cost of my dental treatment, notwithstanding any initial estimate.  
10. A finance charge of 1.5% per month (18% APR) will be applied to accounts over 90 days.  I assume responsibility for all collection costs and attorneys fees associated with account delinquency.
11. I understand that, when I schedule an appointment, my appointment time is reserved especially for me.  It is my responsibility to give at least 24 hours’ cancellation notice.  At the third instance of a missed appointment, or an appointment cancelled without sufficient notice, a $60 charge will be incurred.

12. I understand that I have the right to refuse or accept any treatment suggested or proposed to me.  Not objecting to treatment indicates that I:

a. Give my permission for the treatment to be rendered

b. Understand the reasons for the treatment

c. Am aware of all the risks involved in the treatment

d. Am aware of alternative treatments

e. Understand that no guarantees have been given for any result

f. Will follow home care instructions and undergo recommended additional treatment

g. Accept responsibility for all costs associated with treatment 

I have read the above document.  If I did not understand any part of the document, I have asked for and received clarification.  By signing this document, I am indicating that I have read and understood the above information.

Signature of Patient _______________________________________________________

Date________________________

Signature of Parent/Guardian for Minor Patient__________________________________

Print Name___________________

