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Patient Name -1 Fedetica Otonello File No T 4088
Nationdlity : tallan Gender t Farmale
Ernirates D No. T 784-2002-9652926-4 DOR s 21.05-2002

i. |, the undersignod, hereby-consent to Shyam Bhat perfarming the following pracedurefs);

!
2 | acknowizdge that the procadure(s), its.implications and pnssible complications have been explalned to me, along with thl& aliemnatives
Intluding not faving anv treatment.

3; 1 have beenadvised of possible tomplications of this procedure that are able to be réasohiably anticipated, which are:

* Injurytua _r}en_re,' resulting in _nurﬁb_r]ess or tingling of th’e'ch_iﬂ,_'FEb, cheek, gums, and/or tongue to the operated side. This may persist
for several waeks, munihs, or; in femiote instances, pesmanéntly.

*+ Postoperative infectlon requiring additional treatment.

+ Dpening of the sinus { normal cavity situated above the upper teeth) requiring additicna surgery:

v Restricted mouth opening f_o_r'severg'i:days'or weeks; with ppssi__ble dislocation of the Temporomandibular (jaw] jalnt.

v nfuryte ad]ace’n.titeeth_énd Rings.. .

+ Inrarecircimstances, breakage of the jaw:

» Postoparativa discamfort, swelling, and blebding that miy nacessitate several days of recuperation,

« Decision ta feave a small plece of rootin the jaw whan lts femaval requiriss extensive surgeny..

+  Stratching of the cormers of the mouth with rasultant cracklng_ and bruising.

Wisdom Testh Extragtions (ip addit P—

Unforeseiin congitions may atise durlng the procedure that requiresa different procedure than as set forth above. Upan my consent, I will
authorlze the doctor and any associates o perform such pratddures vithen, in thelr pmfesslonal ]udgment, they.are necessary,

1 understand that the medications, drugs, anesthetic, and prascriptions taken fot this pretedurs may Eause drowsingss and lack of
awareness and cuorﬂinahnn 1 also understand that ! 'should not consuie alcehol r other drugs because they can Increase these effects. |
have been advised not towark and notto opi rate any \rehlcle. utorrl atiile, or hazardnus devices while taklng such medication $: until lam
fully mmmd fram their effects [ have also heen advised not ta smoke for twn wenks after the SUFBRTY.. By sngning beliv, | give my
pertnlssion for the aniesthéticand oral surgical procadurds apréed upon by rn{.rselr and Stiyam Bhat. The pmposed surgery. -and risks have
been fully explafned to my satisfaction and 1 have had the oppertunity to ask quéstions. | also ver'fy that to my knawledge | have : glven an
accurate report of my phisleal and mental heith- history, | have a'séy reported any prior allergi: or Lnustral reaetions to drugs, foud, inseet’
bites, anesthetits, pollens, dust, blood or hcdv diseases, gum or skin reactions, abnormal bieeding or any other canditions related to my
health

. | acknowledge receiving a copy of the post-aperative Instructions; which have been explamﬂd to me. | understand all the advice given
to me by ray Dental Surgeon. After my discharge, Vwill notify my dentist if | experience any acute paln, heavy bleading fram the surgical
site, resplialary problems, or any other post-operative probirms,

5. lunderstand that no guarantee can be ghven of the results of surgery on the human body, kiut that the doctar and office staff will do
thieir best to achieve excellent results.

5. | consent to phictcgraphy; filming, récording, and x'ras of the pracedure to be performed for the dvancement of implant dentistry,
provided my identity Is not revealed.

) remuest:and suthorize medicalfdental services for me, inclirding imglants and othersurgery. | lilly understand that during, and
following the rghtemplated pracadure, surgery, or tieatment,

* condiions may become-apparent which warrant, in the ]udgmenr of the doctor, aifditional Dr alternative freatment perﬂnent to'the-
suctess of cotriprehensiva treatment. | alsca pprave any modification I deslgn, materials, or care, if it Is felt this 15 for my best [nterest;

Pabient’s Initials:,

8. lcerbily that have read or had read to me the contents of this form, ! have read or had read to me dng will folldw any patiant
instructions related to ihis procedure. | undarstand the potential risks, complications and side effacts invelved with any dental
treatment or grocedura and have decided to proceed with this protedure after considering the possibillty of both known snd unknown
flsks, complications; side dffects and alternatives to the procedure, | declare that i have had the oppurtunhv to ask questions and all.of

my questidns have heen answered o rnysatﬁsfacﬁon You have the right to refuse or dlsmnﬁnuetreatment You wlil be'informed about’

the consequence of\raur declslon ta refuse or dlseohiinue treatment and about ava1|able care and the treatment alternatives.

1agree that healtheare provider(s} involved in my care at this facility will acéess my healthinformation throughthe Health Inforrrlatlon

Exchanign s'fstam {NABIDH) in ao:ordance with the Lawsof tha United Ar-'lh es, Emirate of Pubal Leglsiation anid Dukal Health
Authority Pollcles,
Sign here, only if afl of your'g ve be to your satisfaction

Patient [ Parent./ Guardian Signature: if Guardian, relation to the Patient:

Witness Name Withess {D.
. Stryarmi Bhat: 24-D8-2024
Dental Sirgesn’s Name Date




