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Consent for Surgical Extraction 

 
After a careful examination and study of my dental condition, the Doctor has recommended extraction(s) of the 

following tooth or teeth: _____________________________________________________________________. 

 

I understand that the extraction(s) are being performed for the following reason(s):  

 

________ Decay rendering the tooth hopeless  

________ Periodontal disease and mobility rendering the tooth hopeless  

________ Fracture rendering the tooth hopeless  

________ Root canal treatment required, patient requests extraction instead  

________ Restorative purposes  

________ Wisdom tooth that does not have adequate space  

________ Other: _____________________________________________________________________________ 

  

I understand that if this condition is left untreated it will cause further damage to soft tissues and/or bone around my 

tooth and will be endangering the health of my oral tissues. The condition, if left untreated, could lead to a serious 

infection or worsening infection. While this surgical procedure is generally successful, I understand that no 

guarantee, warranty or assurance has been given to me that the proposed treatment will be curative and/or successful 

to my complete satisfaction. A risk of failure, relapse, or worsening of my present condition may result despite the 

treatment.  

 

Initial Surgical Risks & Complications: I have been informed and understand that occasionally there are 

complications with surgery, recommended drugs, and anesthetics, which include: pain, bleeding, infection, swelling, 

and/or bruising. Other risks include: damage to adjacent teeth or underlying adjacent structures such as nerves, soft 

tissue, and bone. Another risk of extraction of upper back teeth includes communication with the maxillary sinus.  

 

Nature of the Procedure: I understand that when a tooth/teeth are removed, the gum is opened, the tooth is 

removed, and the tooth socket is cleaned out. At the completion of the surgery, the gum is closed. Cosmetic changes 

can occur because of damage that has already occurred to the supporting structure of the tooth or teeth. Replacement 

teeth will not be identical to the natural tooth. Possible cosmetic changes in the replacement tooth or teeth include 

the tooth looking longer and/or the color of the temporary replacement not matching the natural teeth. There may be 

an opportunity to preserve the extraction socket in order to facilitate future dental treatment. If so, one of the most 

common tissues used is freeze-dried bone. This material is taken under sterile conditions from human donors with 

no known systemic disease, and blood tests are negative for any infections. The tissues are also tested for bacterial 

contaminants, then decalcified and processed under strict laboratory conditions known to kill all bacteria and 

viruses, under experimental conditions. While transmission of infection by an implanted biological material can 

never be ruled out 100% of the time, this material is considered to be extremely safe due to the processing involved 

and from the fact that no case of disease transmission has ever been found with freeze-dried bone from a tissue bank.  

 

Drug Effects After Surgery: I have been informed that prescribed medications may cause complications such as 

drowsiness, nausea, disorientation either alone or in combination with alcohol and/or other medications. I agree not 

to drive or operate machinery within twelve hours of taking any pain controlling medication. If sedatives are 

administered during surgery, I agree to have a responsible adult drive me to Dr. Robinson’s office and back home 

from the surgery and stay with me the remainder of the day.  

For women: If antibiotics are prescribed, they may interfere with the efficacy of birth control pills and an alternative 

method of birth control should be utilized for the duration of the antibiotic usage and throughout the present 

menstrual cycle.  

 

Signature of Patient/Parent/Guardian: ___________________________________________ Date: ___________  

 

Signature of a Witness: Date: ___________________________________________________ Date: ___________ 


