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Consent for Crown Lengthening Surgery 

 
I hereby authorize Dr. Melanie Robinson to perform the surgical treatment of crown lengthening. In an effort to allow the restorative 

dentist to restore a tooth that is short, badly broken down, fractured, or has a filling or cavity that extends below the gum line, the gum 

tissue is reflected, the teeth and roots are cleaned, and the bone is recontoured around the teeth. The gum tissue is then sutured back at 

a lower level on the teeth.  

 

I understand that if this condition is left untreated it will cause further damage to the tooth, 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 loss of the tooth.  

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. I also understand that the tooth may be determined hopeless at the time of the 

surgical procedure due to an extensive fracture, severe decay, etc. and therefore would require extraction at that time or at a later 

appointment.  

 

Major Risks of Planned Surgery: Although significant complications from periodontal surgery are rare, they can occur. The most 

common complications are as follows: post-surgical discomfort, bleeding, swelling, bruising, post-surgical tooth sensitivity, infection, 

gum recession (shrinkage), increased tooth looseness, food impacting between teeth after eating, and unesthetic exposure of crown 

margins. Other risks include: damage to adjacent teeth or underlying adjacent structures such as nerves, soft tissue, and bone.  

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 cleaning visits at a dental office after the proposed surgical 

treatment is performed.  

Probable Results if No Treatment: I 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: ________________ 


