
Melanie D. Robinson, DDS, MS 
Periodontics and Dental Implants 

3305 Northland Drive Suite 204 Austin, TX 78731 

 

 

Consent for Scaling and Root Planing 

 
 

I hereby authorize Dr. Melanie Robinson to perform scaling and root planing for the treatment of my gum 

(periodontal) disease.  

 

I understand that I have a form of periodontal (gum) disease that has caused damage to the soft tissues and/or bone 

around my teeth and is endangering the health of my oral tissues. This disease, if left untreated, is non-reversible and 

can be progressive leading to further damage and loss of teeth.  

 

I understand that scaling and root planning and a variety of surgical procedures are used to treat periodontal disease. 

While these are 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.  

 

In an effort to decrease the pocket depth, to improve cleansability, and to decrease inflammation, the teeth and roots 

are thoroughly cleaned. A common result of scaling and root planning is gum recession (shrinkage) which will result 

in unesthetic exposure of crown margins and/or root surfaces.  

 

Major Risks of Planned Scaling and Root Planing: Although significant complications from scaling and root planing 

are rare, they can occur. The most common complications are as follows: discomfort, bleeding, swelling, tooth 

sensitivity, infection, gum recession (shrinkage) which will result in unesthetic exposure of crown margins and/or 

root surfaces, increased tooth looseness, and food impacting between teeth after eating.  

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.  

Need for Follow-up Care: It has been explained to me that long term success of treatment requires my cooperation 

and performance of effective plaque control (home care) on a daily basis and periodic periodontal maintenance visits 

at a dental office after the proposed treatment is performed. Periodontal disease is chronic in nature requiring 

continuing treatment to keep it under control.  

Probable Results if No Treatment: I further understand that if no treatment is rendered, my present periodontal 

condition will probably worsen in time, which may result in premature tooth loss.  

 

 

 

 

I certify that I have fully read and understand the above consent to the surgical treatment. I give my 

permission for this surgical procedure to be performed.  

 

 

 

 

Signature of Patient/Parent/Guardian: ____________________________________________ Date: __________  

 

Signature of a Witness: _________________________________________________________ Date: __________ 


