
Sample Form: Discussion and Consent for Crown Restorations

Pat ient 's  Name Date of Birth

I am being provided with this information and consent form so I may better understand the treatment recommended

for me. Before beginning,  I  wish to be provided wi th enough informat ion,  in a way I  can understand,  to make a wel l -

informed decis ion regarding my proposed t reatment.

I understand that I may ask any questions I wish, and that it is better to ask them before treatment begins than to

wonder about it after treatment has started.

Nature of Crown Restorations

A crown restorat ion has been recommended for  me on the fo l lowino tooth ( teeth) :

Crown restorations cover and protect teeth that have been weakened by decay, prior restorations, or root canal

t reatment.  Crowns can also be placed to change the bi te or  for  cosmet ic purposes.  Crowns usual ly  require at  least  two

vis i ts  to complete t reatment.  At  the f i rs t  v is i t ,  the dent is t  wi l l  reduce the s ize of  the tooth.  This makes room for  the crown

i tsel f  to f i t  on the remaining port ion of  tooth,  cal led the preparat ion.  Af ter the reduct ion is  completed,  an impression,  or

mold,  of  the preparat ion is  made using a rubbery mater ia l .  A plast ic  temporary crown is held on the tooth wi th temporary

cement while the crown restoration is being made by a dental laboratory. lt is important to return for the cementation of

the new crown as soon as i t  is  ready in orderto reduce the chance of  redecay or  other problems.

This recommendat ion is  based on v isual  examinat ion(s) ,  on any x-rays,  models,  photos and other d iagnost ic  tests

taken,  and on my doctors knowledge of  my medical  and dental  h istory.  My needs and wishes have also been taken into

consideration. The crown restoration is necessarv because of:

n Extensive decay n Broken Tooth ! Decay around large prior f i l l ing n  Chang ing  my b i te

n Cosmetic ourooses E Other

The intended benefit of a crown restoration is to replace missinq natural tooth structure and restore the tooth to
normal funct ion.  The crown restorat ion also may re l ieve current  symptoms of  d iscomfort  I  may be having.

The prognosis, or l ikel ihood of success, of this treatment is

My crown restoration(s) is/are estimated to cost $ - and is estimated to take visit(s) to complete

Alternatives to Crown Restorations

Depending on my diagnosis,  there may or may not  be al ternat ives to a crown restorat ion that  involve other types

of  dental  care.  I  understand that  possib le a l ternat ives to crown restorat ions mav be:

.  Other restorat ive alternatives, such as onlay, inlay, veneel or amalgam (si lver) or tooth-colored f i l l ing

. Extraction. I may decide to have tooth # removed. The extracted tooth usually requires
replacement by an art i f ic ial tooth by means of a f ixed bridge, dental implant, or removable part ial  denture.

. No treatment. I  may decide not to have treatment performed at al l .  l f  I  decide upon no treatment, my
condit ion may worsen and I may r isk serious personal injury including severe pain; local ized infect ion;

loss of this tooth and possibly other teeth; severe swell ing; and/or severe infect ion.

I  have had an opportuni ty to ask quest ions about these al ternat ives and any other t reatments

Patient's Init ials I  have heard or  thought about,  inc luding

Risks of Crown Restorations

I have been informed and fully understand that there are certain inherent and potential risks associated with crown

restorations. I understand that the nerve inside my tooth may be irritated by treatment and I may experience pain or

discomfort  dur ing and/or  af ter  t reatment.  My tooth may become more sensi t ive to hot  and cold l iquids and foods.  I

understand that  root  canal  t reatment may become necessary at  any t ime dur ing or  af ter  t reatment and may not  be

avoidable.  I  understand that  a crown restorat ion may not  re l ieve my symptoms.
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Sample Form: Discussion and Consent for Crown Restorations

Pat ient !  Name

I  understand that once prior f i l l ings and decay are removed, i t  may reveal a more severe condit ion of my tooth.
This condit ion may require periodontal (gum) surgery to uncover more of the tooth, may require root canal treatment in
addition to a crown restoration, or may instead require the extraction of the tooth.

I understand that I  may notice sl ight changes in my bite. I  understand that during and for several days fol lowing
treatment, I  may experience st i f f  and sore jaws from keeping my mouth open.

I understand there may be injury to my gums ad.jacent to the tooth. I  understand that my gums may recede after the
completion of my crown restoration. I  understand that poor eating habits, oral habits (smoking, f ingernai l  bi t ing, etc.),
and poor oral hygiene wil l  negatively affect how long my crown lasts.

I  understand that I  wi l l  be given a local anesthetic inject ion and that in rare situations, patients have had an al lergic
reaction to the anesthetic, an adverse medication reaction to the anesthetic, or temporary or permanent injury to nerves

and/or blood vessels from the inject ion. I  understand that the inject ion area(s) may be uncomfortable fol lowing treatment
and that my jaw may be st i f f  and sore from holding my mouth open during treatment.

I  understand that once a crown restoration is started, I  must promptly return to have the crown f inished. l f  I  fai l  to
return to have the crown f inished, I  r isk decay, the need for root canal treatment, tooth fracture and loss of the tooth,

Other foreseeable r isks not  stated above include:

I have had an opportunityto ask ouestions about these r isks and anv other r isks I have heard or
Patient's lnit ials thought about, including

Acknowledgment

I have provided as accurate and complete a medical and personal history as possible, including antibiot ics, drugs,
or other medications I am currently taking as well  as those to which I am al lergic. I  wi l l  fol low any and al l  treatment and
post-treatment instruct ions as explained and directed to me and wil l  permit the recommended diagnostic procedures,
including x-rays.

I real ize that in spite of the possible complications and r isks, my recommended crown restoration is necessary.
I am aware that the practice of dentistry is not an exact scrence and I acknowledge that no guarantees, warranties, or
reoresentations have been made to me concerninq the results of the treatment.

t , have received information about the orooosed
treatment. I  have discussed mv treatment with Dr and have been given an
opportuni ty to ask quest ions and have them ful ly  answered.  I  understand the nature of  the recommended t reatment,

a l ternate t reatment opt ions,  the r isks of  the recommended t reatment,  and the r isks of  refusing t reatment.

I wish to proceed with the recommended treatment.

I understand this treatment can also be performed by a prosthodontist (a crown specialist)
Patient's lnitials I understand the risks and elect to have this procedure performed by Dr

I understand that i f  any unexpected dif f icult ies occur during treatment, I  may be referred to a
prosthodontist for further restorative care of this tooth.

Patient or Guardian
Date:

Date:

Date:

S i
Treating Dentist

Signed:
Witness

This sample form is for illustrative purposes only. Your crown procedures and risks may be different than those described.
We encourage you to modify this lorm to suit your individual practice and patient needs. As each practice presents unlgue situations

and statutes may vary by state, we recommend that you consult with your attorney prior to use of this or similar forms in your practice
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Sample Form: Discussion and Consent for Fixed Bridge Restorations

Pat ient 's  Name Date of Birth
First lnitial

I am being provided with this information and consent form so I may better understand the treatment recommended
for me. Before beginning, I  wish to be provided with enough information, in a way I can understand, to make a well-
informed decision regarding my proposed treatment.

I understand that I may ask any questions I wish, and that it is better to ask them before treatment begins than to

wonder about it after treatment has started.

Nature of Fixed Bridge Restorations

Fixed bridges replace missing teeth. They bridge the gap between natural teeth that was created by a tooth
extraction. They also help to maintain the posit ion of the teeth and the contours of the face. A f ixed bridge restoration
has been recommended for  me on the fo l lowing teetn, r ep lac i ng  m iss i ng

tooth (teeth) #

Fixed bridges usually require at least two visi ts to complete treatment. Natural teeth next to the area of the
missing tooth are used to support a f ixed bridge, which is cemented into place and is non-removable. At the f irst visi t ,
the dentist wi l l  reduce the size of the support teeth, cal led abutments, making room for the f ixed bridge to f i t  on the
abutment teeth. Next, an impression, or mold, o{ the teeth is made using a rubbery material.  A plast ic temporary
f ixed bridge is held on the abutment teeth with temporary cement while the f ixed bridge is made by a dental
laboratory. l t  is important to return for the cementation of the new f ixed bridge as soon as i t  is ready in order
to reduce the chance of redecay or other problems.

Th is  recommendat ion  is  based on  v isua l  examinat ion(s ) ,  on  anyx- rays ,  mode ls ,  photos  and o therd iagnos t ic tes ts
taken, and on my doctor 's knowledge of my medical and dental history. My needs and wishes have also been taken
into consideration. The f ixed bridge is necessary because of:

The intended benefi t  of a f ixed bridge restoration is to replace a missing natural tooth (teeth) and to restore
normal chewing function. A f ixed bridge may be recommended to be replaced due to decay or damage to the
bridge, to change the bite, or for cosmetic purposes. My bridge is necessary because of:

n Replace a missing tooth (teeth) !  Decay around prior bridge ! Broken prior bridge
n Changing my bite n Cosmetic purpose

The prognosis, or l ikel ihood of success, of this treatment is

My f ixed bridge restoration is est imated to cost
to comolete.

Alternatives to Fixed Bridge Restorations

Depending on my diagnosis, there may or may not be alternatives to a f ixed bridge restoration that involve other
types of dental care. I  understand that possible alternatives to a f ixed bridge restoration may be:

. A dental implant and implant-supported crown restoration.

. Replacement of the missing tooth or teeth by a removable part ial  denture. Part ial dentures are removed
from the mouth for cleaning. They are supported by the remaining teeth and the jawbone and retained by
clasping selected remaining teeth.

. No treatment. I  may decide not to replace the missing tooth or teeth. l f  I  decide upon no treatment, my teeth
may shif t  over t ime, causing chewing, periodontal (gum), or jaw joint (TMJ) problems.

I have had an opportunity to ask questions about these alternatives and any other treatments
patient's Initials I have heard or thought about, including

Risks of Fixed Bridge Restorations

I  have been informed and fu l ly  understand that  there are certa in inherent  and potent ia l  r isks associated wi th f ixed

br idge restorat ions.  I  understand that  the nerves inside my teeth may be i r r i tated by t reatment,  and I  may exper ience

pain or  d iscomfort  dur ing and/or  af ter  t reatment.  My teeth may become more sensi t ive to hot  and cold l iquids and

foods.  I  understand that  root  canal  t reatment may become necessary on the support  (abutment)  teeth at  any t ime

dur ing or  af ter  t reatment and may not  be avoidable.  I  understand that  a f ixed br idge restorat ion may not  re l ieve any

symptoms I  may be exper iencing.

and estimated to take- visi t(s)
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Sample Form: Discussion and Consent for Fixed Bridge Restorations

Pat ient 's  Name

I understand that  once pr ior  f i l l ings and decay are removed, i t  may reveal  a more severe condi t ion of  my tooth or

teeth.  This condi t ion may require per iodontal  (gum) surgery to uncover more of  the tooth,  may require one or  more root

canal  t reatments in addi t ion to a f ixed br idge restorat ion,  or  may instead require the extract ion of  the tooth or teeth.

I  unde rs tand  t ha t  I  may  no t i ce  s l i gh t  changes  i n  my  b i t e .  I  unde rs tand  t ha t  du r i ng  and  f o r  seve ra l  days  f o l l ow ing

treatment,  I  may exper ience st i f f  and sore jaws f rom keeping my mouth open.

I  understand there may be in jury to my gums adjacent to the tooth.  I  understand that  my gums may recede af ter

the complet ion of  my f ixed br idge restorat ion.  I  understand that  poor eat ing habi ts,  oral  habi ts (smoking,  f ingernai l

b i t ing,  etc.) ,  and poor oral  hygiene wi l l  negat ively af fect  how long my f ixed br idge lasts.

I  unde rs tand  t ha t  lw i l l  be  g i ven  a  l oca l  anes the t i c  i n j ec t i on  and  t ha t  i n  r a re  s i t ua t i ons ,  pa t i en t s  have  had  an

a l l e rg i c  r eac t i on  t o  t he  anes the t i c ,  an  adve rse  med i ca t i on  reac t i on  t o  t he  anes the t i c ,  o r t empo ra ry  o r  pe rmanen t

in jury to nerves and/or  b lood vessels f rom the in ject ion.  I  understand that  the in ject ion area(s)  may be uncomfortable

fo l lowing t reatment and that  my jaw may be st i f f  and sore f rom holding my mouth open dur ing t reatment.

I  understand that  once a f ixed br idge is  star ted,  I  must  prompt ly return to have the f ixed br idge completed.  l f  I

fa i l to return for  complet ion of  the f ixed br idge,  I  r isk decay,  the need for  root  canal  t reatment,  tooth f racture and loss

of  the teeth involved.

Other foreseeable r isks not  stated above include

I  have had an  oppor tun i ty  to  ask  ques t ions  about  these r i sks  and any  o ther  r i sks  I  have heard  or  thought  about ,
inc lud ing

I  have had an opportuni ty to ask quest ions about these r isks and any other r isks I  have heard or

Patient's lnit ials thought  about ,  inc lud ing

Acknowledgment

I  have  p rov i ded  as  accu ra te  and  comp le te  a  med i ca l  and  pe rsona l  h i s t o r y  as  poss ib l e ,  i n c l ud ing  an t i b i o t i c s ,

d rugs ,  o r  o the r  med i ca t i ons  I  am  cu r ren t l y  t ak i ng ,  as  we l l  as  t hose  t o  wh i ch  I  am  a l l e rg i c .  I  w i l l  f o l l ow  any  and  a l l

t reatment and post- t reatment instruct ions as expla ined and di rected to me and wi l l  permit  the recommended

d iagnos t i c  p rocedu res ,  i nc l ud ing  x - rays .

I  real ize that  in spi te of  the possib le compl icat ions and r isks,  my recommended f ixed br idge restorat ion is

necessary.  I  am aware that  the pract ice of  dent is t ry is  not  an exact  sc ience,  and I  acknowledge that  no guarantees,

warrant ies.  or  reoresentat ions have been made to me concerninq the resul ts of  the t reatment.

t reatment.  I  have discussed mv t reatment wi th Dr.

have received informat ion about the orooosed

and have been given an

opportunity to ask questions and have them ful ly answered. I  understand the nature of the recommended treatment,
alternate treatment options, the r isks of the recommended treatment, and the r isks of refusing treatment.

I wish to proceed with the recommended treatment.

I  understand th is t reatment can also be performed by a prosthodont ist  (a f ixed br idge specia l is t ) .
Patient's Init ials I understand the risks and elect to have this procedure performed by Dr.

I understand that if any unexpected difficulties occur during treatment, I may be referred to a
prosthodontist for further restorative care of this tooth

Signed
Patient or Guardian

Date:

Date:

Date:

S igned :

S igned :

Treating Dentist

Witness

This sample form is for illustrative purposes only. Your fixed bridge procedures and risks may be different than those described.
We encourage you to modtfy this form to suit your individual practice and patient needs. As each practice presents unique situatians and

statutes may vary by state, we recommend that you consult with your attorney prior to use of this or similar forms in your practice.
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