INFORMED CONSENT FOR TOOTH WHITENING TREATMENT

Patient File No LR

Patient Name £ New Harry Payne Do H 01-fan-1500
Nationality : Other Gender

Emirates ID ] 999-5995-9595939-9 Date : 17-Jul-2023

This information’s have been given to me so that | can make an informed decision about having my teeth whitened. | have the right to ask
questions about any procedure before agreeing to undergo the procedure.

RIETI H
In-office tooth whitening is a procedure designed to lighten the color of my teeth using a hydrogen peroxide gel, During the procedure, the
whitening gel will be applied to my teeth for three {3}, 15minute sessionsbefore and after the the shade of my upper -front teeth
will be assessed and recorded.
ALTERNATINVE TREATMENTS:
| und  there are al for whitening my teeth for which my dentist can provide me additional information. These

include:Whitening Tooth /Gels, Take-Home Whitening Kits

RISKS QF TREATMENT
| als i d that whiteni results may m‘- or regres duetua \ranetvafclﬂ:unstanoes. | understand that almaost all
natural teeth can benefit from whil and si hitening can be achieved in most cases. | understand that whitening
treatments are not intended to lighten artificial teeth, caps, Crowns, veneers ar porcelas ar ather ials and that

pecple with darkly stained yellow or yellow-brown teeth frequently achieve hetter results than people with gray or bluish-gray teeth, |
understand that teeth with multiple colorations, bands, splotches or spots due to tetracycline use or fluorosis do not whiten as well, may
need multipletreatments or may not whiten at zll. | understand that teeth with many ﬂllngs, cavities, chips or cracks will not lighten and are
wsually best treated with other t hing i | that Provish ies made from acrylics may become
discolored after exposure to treatment.

| undh that isnot d for patients with known ity to resins, p ides or ghycols.
1 understand that the results of my Treatment cannot be guaranteed.
1 understand that in-office whiteni are consi d Iy safe by most dental professionals. | und, that some of the
potential complications of this treatment include, but are not Im.tedto
During the first 24 hours after many ts car ience some tooth itivity or pain. This is normal. Normally, tooth

itivity or pain following a subsides after a few days, but it may persist for longer periods of time in susceptible individuals,
Paople with existing itivity, recession, exposed dentin, exposed root surfaces and occlusal wear facets (severely worn teeth), damaged or
missing enamel, cracked teeth, abfractions {micro -cracks), open cavities, leaking fillings, or other dental conditions that cause sensitivity or
allow penetration of the gel into the tooth may find that those conditions increase or prolong tooth dtivity or pain after
Gurm/Lin/Chesk Loft P

may cause infl f your gums, lips, or cheek margins. The inflammation is usually tempora ry which will subside in a few

days but may persist longer and may result in significant pain or discomfort.
Drv/Chanped Lips:
The treatment involves three 15-minute sessions during which the mouth is kept open conti for the entir by a plastic

retractor. This could result in dryness or chapping of the lips or cheek margins, which can be treated by application of lip balm, petroleum
jelly or Vitamin E cream

Caviti Leaking Fillings:

Mast dental whitening is indicated for the outside of the teeth, except for patients who have already undergone a rootcanal procedure.

If 2ny open cavities or fillings that are leaking and allowing gel to penetrate the tooth are present, significant pain and damage to the tooth

could result, | understand that if my teeth have these conditions, | should have my cavities filled or my fillings re-done before undergoing the
treatment.

v Abasion/Eros
These are conditions which affect the roots of the teeth when the gums recede .These areasappear darker because they lack the enamel
that covers the rest of the teeth. Even if these areas are not currently sensitive, they can allow the whitening gel to penetrate the

teethcausing sensitivity, pain and possible damage to the nerve, | understand that if my teeth have these conditions, | should not undergo
the treatment

Rgot Resorption-

may cause | ion of your gurns, lips, or cheek margins, The inflammation is usually tempaorary which will subside in a few
days but may persist longer and may result in significant pain or discomfort.
GumiLin/Cheek Infi s

This is a condition where the root of the tooth starts to dissolve either from the inside or outside. Although the cause of this is still uncertain, |
understand that there is evidence that indicates the incidence of root resorption is higher in patients who have undergene root canals
fellowed by whitening procedures.

Relapse-

After the treatment, it is natural for the teeth that underwent the whiteni in their shading. This is natural
and should be very gradual, but it can be accelerated by exposing the teeth lovarluus stalnmg agents. Treatment usually involves wearing a
take-home tray or repeating the treatment,

1 undi 1 that the Its of the are not i led to be permanent, repeat or take-home treatments may be needed for me to
maintain the tooth shade | desire for my testh.

I understand that after treatment, | will be required to refrain from consuming any substances that could discolor my teeth for the first48
hoursafter treatment, These substances include: coffee, tea, colas, ALLtobacco products, mustard or ketchup, red wine, soy sauce, berry
pie, red sauces and lipstick, | understand that there are other substances that could discolor my teeth which | should aveid during the first 48
haurs If | have any & 1 any such e, | thatl discuss with my dentist.

The safety, efficacy, potential complications and risks of treatment can be explained to me by my dentist and | understand that more
informarion on this will be provided te me upen my request. Since it is impossible to state every complication that may occur as a result of
the list of ¢ ications in this form isi

| consent to phatography, filming, recording, and x-rays of the procedure to be performed for the advancement of dentistry, provided my
identity is not revealed

The basic pi d of and the ad and di ges, risks and ki possible complications of alternative treatments
have been explained to me by my dentist and my dentist has answered all my questions to my satisfaction.

In signing this informed consent | am stating | have read this informed consent {or it has been read to me) and | fully understand [t and the
pessible risks, complication and benefits that can result from the treatment and that | agree to undergo the treatment as described by my
dentist.

Sign here, only if all of your satisfaction
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