Practice title and address

EXTRACTIONS & WISDOM TEETH REMOVAL WRITTEN INFORMED CONSENT
Patient: Label:

Clinician taking consent

Staff Present
Extraction Date:
Reason for the surgery that the dentist has explained:

The dentist has explained alternative treatment(s):

The following dental treatment will be performed: Removal or extraction of teeth

Teeth to be extracted -/ missing -X
ETBTcTBTATATE ¢ DTE Other procedures V tooth
Cyst removal
8 6|5|4 (3|2 |1(1|2|3|4]|5|6|7|8 Supernumerary
Coronectomy
8 6|54 (3|2 |1|1|2|3|4|5|6|7]|8 Expose and bond
Biopsy
E|[D|C|[B|A[A|B|C|D]JE Apicectomy

Local Anaesthesia Local Anaesthesia with 1V sedation General anaesthetic (circle as appropriate)

What are the risk associated with the procedure?
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Pain or soreness for up to 48 hours

Swelling worst for the first 2 days

Sore throat

Difficulty opening your mouth and jaw joint pain or stiffness
Muscle pains

Bad breath from clot

Sensitivity of teeth adjacent to socket

Socket may still be a hole in the gum for up to 3 months

What are the complications associated with the procedure?
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Dry socket which presents as Intense persistent pain 3-10 days after surgery in 5%6
of patients. You need to have your socket washed as soon as possible, please
telephone for an appointment.

Damage to adjacent teeth may occur if they are heavily restored

FOR WISDOM TEETH Inferior alveolar and lingual nerve injury (pain, altered
sensation [pins and needles] or numbness of your tongue or lower lip and teeth)
Temporary 2% Permanent 0.05%b (1 in 200)



o] If high risk lower wisdom tooth Temporary 2026 Permanent 2% (1 in 200)
Referral for cone beam CT scan required for assessment for coronectomy? Y/N
Printed information provided. lv sedation, General anaesthetic, Wisdom teeth, extraction,
post op care, apicectomy, expose and bond, biopsy, cyst removal. (indicate by circle)
If you have any concerns, talk these over with your anaesthetist. Tel...................oooocvii e
Patient questions?

Patient name : Date: _ / /___Signature:

Clinican name : Date: / /___ Signature:




