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Tumporary iling

FOAMIBLE COMPLICATIONS]

Toith may abiscoss from the Hling, may (racture the tooth, (omh ean be sensitive 16 Lamper e Changs, o filhing, mwy 14 oA,

Nucanslty for Rout Canal Thaianyi
Wiinh aiy type of Nlings are placad of raplaced, the praparation of the taath for

adequate o Insure sound tooth structure for placament of the rastoration, M times,

Plp (asue
shauld the pulp not hesl, which oftentimes s hibitad by extreme

Do regalred

filings oftan necessitatas the ramovsl oA LAh Aeucin s
this mivy 1esd 10 E1pOMINe Of UBUME 10 underfing

thvity or possible abscass, 1604 cansl Lrammant of Enrscnon M

Injury.to the Nerves
Thare Is & possibility of Injury o the nerves of the lips, Jaws, teeth, longue, of other oral or facial tissuas from any dertal treatment,
partieularly those Involving the of local hetics, The resulting numbnass which could oceur Is usually tamporary, but in

are Instances could be permanent,
Assthatics or Appearance)
Effort will be made (o closely approximate the natural tooth color, However,

shades of teeth, it may not be possible to exactly match the tooth coloration,
mouth flulds, different foods eaten, smoking, etc, may exhibit # change in shade, The dentist has no control over these

Iightening may also result in fillings In front teeth bacoming relatively darker,
Breakage, dislodement or bond fallure)

Due to chewing pre or other
composite resing to be dislodged or fractured, The resin enamel bond may fall,

control over these factors,

¢ forces, It Is possible for composite resin fil

| understand that ALL medications have the potential for accompanying risks,
1 tell my dentist of all medications | am currently taking,

dus to the fact that there are many factors which affect the
Meo, over a period of time, the composite ings, because of

factors, Tooth

flings or esthetic restorations bonded with
resulting In leakags and recurrent decay, The dentist has no

patient’s Initials:

side effects and drug Interactions, Therefore, it is critical that

4 ot of dentistry, provided my

| consent to photography, flming, recording, and x-rays of the procedure to be performed for the

|dentity Is not revealed

It Is the patient’s responsibility to seok attention from the dentist
diligently follow any and ol Instructions, Including the sched ling and
treatment, | have been Informed of and uni
health may be affected by my declslon.

| will not hold the dentist, dental staff, or anyon:
stemming from this condition.

| have had the chance to ask questions and ex

darstand the risks assoclated with leaving my condition untreated. | am awa

should any undue or unexpected problems occur. The patient must
ding all app In the event | wish to discontinue the

re that my overall

o assoclated with the dental practice responsible for changes in My overall health

press concerns about my dental condition, the treatment options, and my refusal of

treatment, The undersigned provider has d all my questions and add d all my concerns. | understand the full scope of the
situation and am making an Informed declsion,
‘
The fee (s) (If applicable), for this service have been explained to me and are satisfactory. By signing this form, | am freely giving my
consent to allow and authorize Dr. Dr. Priyanka Kiran and / or his lotas to render and g or any tions and
/or hetics deemed y for my t ‘ i
(D1 have been given the opportunity to ask questions and glve my con&&l‘ for the proposed as ( ibed above.

1 refuse to give my consent for the proposed treatment(s) as described.above and have been explained the potenti

assoclated with this refusal,
suma,mmmmmmmmjmmmvmmm
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