INFORMED CONSENT FOR TOOTH WHITENING TREATMENT
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This information’s have been given te me so that | can make an informed decision about having my teeth whitened, | have the right to ask
guestions about any procedure before agreeing te undergo the procedure.

DESCRIPTION OF THE PROCEDURE

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 treatment, the shade of my upper -front teeth
will be assessed and recorded.

ALTERMATIVE TREATMENTS;
1 there are al i i myteelh for which my dentist can provide me additianal infermation. These

i itening Tooth fGels, Take-H g Kits
BISKS OF TREATMENT
lalsa that whitens results may vary oF regress due to a variety of circumstances, | understand that almost all
natural teeth can benefit from whiteningtreatments and significant whitening can be achneved i most cases. | understand that whitening
treatments are not intended tolighten artificlal teeth, caps, crowns, ite or other ive materiaks and that

peaple with darkly stained yellow or yellow-brown teeth frequently achieve bvtterres\ltsthan pecple with gray or bluish-gray testh. |
understand that teeth with multiple colorations, bands, splotches or spots due to tetracycline use or flusrosis do not whiten aswell, may
need multipletreatments or may not whiten at all. | undersland that teeth with many fillings, cavities, chips or cracks will not lighten and are
usually best treated with other non-bleaching al 1 d that Provisi ies made from acryics may become
discolored after exposure to treatment.

1 that 5 Pt pe for patients with known sensitivity to resins, peroxides or ghycols,

i understand that the results of my Treatment cannot be guaranteed.

I understand that in-office whi are consi generally safe by most dental professionals. | understand that some of the
potential complications of this treatment inchede, but are not limited to:
‘Tooth Sensitivity/Pain-

Druring the first 24 hours after €an some tooth sensitivity or pain. This ks normal. Nermally, tooth
sensitivity or pain following a treatment subs-des after a few days, but it may persist for lonset periods of time in susceptible individuals,

Pecple with existing sensitivity, recession, exposed dentin, exposed root surfaces and occlusal wear facets (severely worn teath), damaged ar
missing enamel, cracked teeth, abfractions (micro -cracks), open cavities, leahng fillings, or other dental that cause i of
allow penetration of the gel into the tooth may find that those condi or prolong Itivity o pain after

Whitening may cause imflammation of your gums, lps, or cheek margins. The & ion Is usually y which will subside in a few
days but may persist longer and may result in significant pain or discomfort.

DrviChapped Ligs -

The treatment involves three 15-minute sessions during which the mouth is kept open conti for the entire by a plastic

retractor, This could result in dryness or chapping of the lips or cheek margins, which can be treated by application of Iip balm, petrolesm
Jelty ar Vitamin E cream

Lavities or Leaking fillings:
Most dental whitening is indicated for the outside of the teeth, except for patients have already undergone a procedure,

If any 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, | sheuld have my cavities filled or my fillings re-dene before undergoing the
treatment.

Cervical Abrasion/Erosion-

These are conditions which affect the roots of the teeth when the gums recede These areasappear darker because they lack the ename|
that covers the rest of the teeth. Even if these areas are net currently sensitive, they can aliow 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

oot Resarption-—

Whitening may cause inflammation of your gums, lips, or cheek marging, The inflammation is wsually temporary which will subside in 3 few
days but may persist longer and may result in significant pain or discomfort.

Gum/LipiCheek Inflammation -

This is a condition where the root of the tooth starts to dissolve either from the inside or outside. Although the cause of this bs still uncertai
understand that there is evidence that indicates the incidence of root resorption is higher in patients who have undergone reot canals
followed by whitening proceduras.

Belanse-

After the treatment, it is natural for the teeth that underwent the whitening procedure to regress semewhat in their shading. This is natural
and should be very gradual, but it can be accelerated by exposing the teeth to various staining agents. Treatment wsually invalves wearing a
take-h tray or repeating th

T understand that the results of the treatment are not intended to be repeat or tako-h may be needed for me to
maintain the tooth shade | desire for my teeth,
I understand that after treatment, | will be required frain from c any sulbs that could discolor my teeth for the firstag

hoursafter treatment. These substances inchude: coffee, tea, colas, AlLtobacco products, mustard o ketchup, red wine, soy sauce, berry
pie, red sauces and lipstick. | understand that there are other substances that could discolor my teeth which | should avoid during the first 48
hours zfter treatment. If | have any questions regarding any such substance, | understand that | can 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
infarmation on this will be provided to me upon my request. Since it isimpossible to state every complication that may occur as a result of
treatment, the list of complications in this form is incomplete,

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

The basic dures af and the ol i ges, risks and known possible licati fall

have been explained to me by my dentist and my dentist has all my remy satisfaction.

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

lagree that healthcare provider(s) invelved in my care at this facility will access my healthinformation through the Health Information
Exchange System (NABIDH) in accordance with the Lawsof the United Arab Emirates, Emirate of Dubai Legislation and Dubai Health
Authority Policies,

Sign here, only if all of your g
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