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Laser Periodontal Surgery 
CONSENT FOR TREATMENT 

 

I. I have consulted Dr. Robinson because I seek a solution to my dental problem by using the laser to 

treat the gum disease that has been diagnosed as needing Laser Periodontal Surgery. Laser 

Periodontal Surgery is designed to eliminate or substantially reduce periodontally disease gums 

and/or pockets to help control or prevent future periodontal disease progression.  

 

II. I acknowledge that Dr. Robinson has carefully examined my mouth. In the doctor’s opinion, dental 

subgingival excision with a contact laser fiber may help the problems from which I have been 

suffering. 

 

III. Laser Periodontal Surgery, as with all periodontal procedure, may not be entirely successful in gum 

pocket reduction or new attachment. Success is not guaranteed. Nonetheless, other Laser Periodontal 

Surgery performing dentists report that almost 90% of Laser Periodontal Surgery treated patients 

required no Laser Periodontal Surgery re-treatment during the first 5 years after Laser Periodontal 

Surgery.  

 

IV. Dr. Robinson has explained other alternative periodontal procedures such as non-surgical root 

planning. I hereby state that I have tried or considered conventional methods of periodontal treatment 

and regard them to be unsatisfactory for me.  

 

V. I acknowledge that Dr. Robinson has explained that optimum results with Laser Periodontal Surgery 

depends on the individual body response of each person. There is no method in the present 

knowledge to guarantee the healing capabilities of any patient following treatment by Laser 

Periodontal Surgery. 

 

VI. Dr. Robinson has stated that smoking and/or non-moderate use of alcohol can adversely affect gum 

tissue healing. Observation has shown that excesses in any of the above may limit the longevity and 

prognosis of the Laser Periodontal Surgery treatment. It has been observed that smokers tend to heal 

half as well and relapse twice as often as non-smokers following any periodontal therapy. I 

understand that calcium balance and hormones can affect the continued loss of bone. 

 

VII. Dr. Robinson has detailed the methods and importance of oral hygiene. I agree to cooperate in order 

to accomplish my personal home care as instructed by Dr. Robinson or the doctor’s staff. I further 

agree to follow Dr. Robinson's post treatment instructions and diet recommendations. I understand 

that this is critical for optimal healing. 

 

VIII. Dr. Robinson has explained that if nothing is done my periodontal disease can worsen resulting in 

increased gum pocket depth which predisposes to early teeth loss, continued bone loss, infections, 

abscesses, and possible increased risk of cardiovascular disease.  
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IX. Dr. Robinson has explained that it will be my responsibility to report to this office for regular 

periodontal maintenance. I understand that long-term success requires my long-term continued 

performance of effective personal plaque control (daily home care) and my receiving periodic 

periodontal maintenance visits. 

 

X. I submit that I have given an accurate report on my health history. To my best knowledge I have not 

withheld any information regarding my medical or mental health. Any previous allergic or unusual 

reactions to drugs, foods, insect bites, anesthetics, pollens, dust, or any material or condition have 

been willingly offered to the doctor for my complete health history. 

 

XI. I understand that Laser Periodontal Surgery involves one or more mouth surgeries. I have been 

informed of the complications of the surgery, anesthesia, and necessary drugs which are used. I am 

aware that there could there could be pain, swelling, infections, discoloration, numbness, spaces 

between the teeth, tissue shrinkage, recession of the gums, teeth sensitivity to hot or cold, and 

exposure of roots surfaces the exact extent and duration which may not be determinable. I understand 

that after adequate healing some areas may need to be spot treated with Laser Periodontal Surgery 

and occlusal adjustments. 

 

XII. I understand that “severe” gum disease (Case Type III & IV) with “double digit” millimeter pocket 

measurements (e.g. 10mm or more) may require “double” or a subsequent re-treatment at the same 

fee as the first, typically on a tooth-by-tooth basis, but could involve the entire mouth as determined 

by the state of active disease.  

 

XIII. . “Occlusal adjustment” and “occlusal equilibration” has been fully explained to me. I have had the 

opportunity to ask questions, and I fully understand that occlusal adjustments and equilibration 

require my 100% cooperation and compliance. It has been explained to me that failure to complete 

all phases of occlusal adjustments and equilibration may result in oral-facial pain, temporal 

mandibular joint dysfunction (TMJ) sore and painful teeth; and that it has been explained to me that 

until the teeth have been fully adjusted and/or equilibrated I may experience transitional TMJ pain, 

muscle soreness, headaches, tooth pain, tooth sensitivity, and cheek biting. I understand adjusting 

crowns can remove porcelain, expose metal and/or tooth structure, and may require the replacement 

of any and all crowns. I understand that occlusal adjustment is part of Laser Periodontal Surgery and 

is an ongoing part of my regular examination appointments. 

 

XIV. I am further advised that I may receive an explanation of all risks and treatment(s) prior to starting, as    

well as any other questions during the progress of my treatment, just by asking Dr. Robinson.  

 

XV. If Dr. Robinson considers my case appropriate, I hereby give authorization for photos to be taken of 

my mouth during the course of Laser Periodontal Surgery. 

 

XVI. I understand that is necessary to complete all phases of recommended treatment and agree to do so. 

             

            _______________________________________________________   __________________ 

 Patient Signature         Date 

________________________________________________________   __________________ 

 Witness Signature         Date 


