
Name____________________________________________________ Date________________________

Oral Surgery Associates Surgery & Anesthesia Consent Form

I hereby authorize Dr.__________________________________________, and any other agents or employees of ORAL SURGERY
ASSOCIATES, and such assistants as may be selected by any of them, to perform the following treatment(s):

______________________________________________________________________________________________________________

____________________________________________________________________________________________________________

I have been informed of possible alternative methods of treatments (if any):

______________________________________________________________________________________________________________

I understand that the purpose of the procedure/surgery is to treat my disease/oral/maxillofacial tissues. The doctor has advised me that
if this condition persists without treatment or surgery, my present oral condition will probably worsen in time, and the risks to my
health may include, but are not limited to the following: swelling, pain, infection, cyst formation, periodontal (gum) disease, dental
caries, malocclusion, pathologic fracture of the jaw, premature loss of teeth, and/or premature loss of bone.

The doctor has explained to me that there are certain inherent and potential risks in any treatment plan or procedure, and that in this

specific instance such operative risks include, but are not limited to the following:

_____ Post-operative discomfort and swelling that may necessitate several days of home recuperation.

_____ Heavy bleeding that may be prolonged.

_____ Injury to adjacent teeth and fillings.

_____ Post-operative infection requiring additional treatment.

_____ Adverse or allergic reactions to medications or anesthesia causing multiple side effects, some of which may be serious.

_____ Stretching of the corners of the mouth with resultant cracking and bruising.

_____ Restrict mouth opening for several days or weeks.

_____ On upper teeth where roots are close to the sinus, a sinus infection may develop, a root tip may enter the sinus and/or an
opening from the mouth to the sinus may occur which could require later medication or surgery.

_____ Decision to leave a small piece of root in the jaw when its removal would require extensive surgery.

_____ Breakage of the jaw.

_____ Injury to the nerve of the lower jaw, (inferior alveolar nerve) and the nerve to the tongue, (lingual nerve), resulting in
numbness or tingling of the chin, lip, cheek, gums, and/or tongue and with the possibility of loss of some or all of the taste
sensation on the tongue on the operated side: This may persist for several weeks, months, or in remote instance,
permanently. This may be partial or total.

_____ Dry socket — localized osteitis.

_____ Irritation or injury to the TMJ (temporomandibular joint) which may result in pain and/or dysfunction to the jaw joint that
could be temporary or permanent.

_____ No guarantee or assurance has been given to me that the proposed treatment will be curative and/or successful to my
complete satisfaction. Due to individual patient difference there exists a risk of failure, relapse, selective re-treatment, or
worsening of my present condition despite the care provided. However, it is the doctor’s opinion that therapy is necessary,
and that a worsening of my condition could occur without the recommended treatment.
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Before Surgery Instructions 
GENERAL / IV ANESTHESIA  Patients

ATTENTION:
This surgery appointment time has been reserved for you. Please 

give us 24 hours’ notice if you cannot keep your appointment.

All minors under age 18 in IA / age 19 in NE 
must be accompanied by a parent or guardian.

1.	 Do not eat or drink anything, not even water, after midnight 
the night before coming to the office. Failure to follow this 
instruction may be life threatening!

2.	 Do not wear tight clothing on the day of appointment. Wear a 
short-sleeved shirt.

3.	 Use restroom 30 minutes before appointment time.

4.	 Do not ignore a head or a chest cold when oral surgery is to 
be performed. Call immediately if any symptoms are present; a 
change of appointment may be necessary.

5.	 Be sure that a responsible person accompanies you on the 
day of the appointment. It will be necessary for this person 
to remain at the office during surgery and to drive you home. 
Someone must stay with you all day after your surgery. Do 
not drive your car for 24 hours after surgery.

6.	 Do not wear fingernail polish or acrylic fingernails.

7.	 Do not wear contact lenses.

8.	 The use of electronic devices for recording purposes is not 
permitted. This includes: cameras, tape recorders, cell phones, 
iPods/iPads, laptop computers or any electronic device with 
photo, video or audio recording.

9.	 Cell phone use is not permitted in the clinical areas.


