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CONSENT FOR OSSEOINTEGRATED IMPLANT SURGERY 

 

Patient's Name:                                                  Date    
 

PLEASE CHECK EACH BOX AFTER READING. If you have any questions please ask your doctor. 
 

 I authorize Dr. Reynolds/Dr. Auble to perform the following procedure(s):placement of an implant at the tooth #(s)  

    position(s) which is in the right, left, upper, lower jaw. 

 These procedures are necessary to treat the following condition(s):        

                

 The possible alternate methods of treatment (if any), include:        

                

 I understand that incisions will be made inside my mouth for the purpose of placing one or more dental implants in my jaw to 

serve as anchors for a missing tooth or teeth replacement or to stabilize a crown (cap), bridge or denture.  I acknowledge that the 

doctor has explained the procedure, including the number and location of the incisions and the type of implant to be used.  I  

understand that the crown, bridge or denture that will later be attached to this implant(s) will be made and attached by                

Dr.     , and that a separate charge will be made by that office. 

 I understand that the implant(s) sometimes remain covered by gum tissue for a period before being used and that a second surgical 

procedure is required to uncover the top of the implant.  No guarantee can be or has been given that the implant(s) will last for a 

specific time period.  It has been explained to me that once the implant is inserted, the entire treatment plan must be followed and 

completed on schedule.  If the planned schedule is not carried out, the implant(s) may fail. 

 I understand that there are certain inherent and potential risks and side effects of any surgical procedure and in this specific 

instance such risks include, but are not limited to: 

 Post-operative discomfort and swelling that may require several days of at-home recuperation. 

 Prolonged or heavy bleeding that may require additional treatment. 

 Injury or damage to adjacent teeth or roots of adjacent teeth. 

 Post-operative infection that may require additional treatment. 

 Stretching of the corners of the mouth that may cause cracking and bruising and may heal slowly. 

 Restricted mouth opening for several days; sometimes related to swelling and muscle soreness and sometimes 

related to stress on the jaw joints (TMJ). 

 Injury to nerve branches in the jaw or soft tissues resulting in numbness, pain or tingling of the chin, lips, cheek, 

gums or tongue on the operated side(s). These symptoms may persist for several weeks, months or, in rare instances, 

may be permanent. 

 Opening into the sinus (a normal bony chamber above the upper back teeth) requiring additional treatment.  If the 

sinus is intentionally entered (sinus-lift procedure with grafting), there may be several weeks of sinusitis symptoms 

requiring certain medications and additional recovery time. 

 Fracture of the jaw or perforation of thin bony plates. 

 Use of other materials which may have to be removed at a later date. 

 Bone loss around implants. 

 Implant or prosthesis fracture, or loss of the implant due to infection or rejection by the body. 

 Other:  
 

 I understand that my doctor is not a seller of the implant device itself and makes no warranty or guarantee regarding success or 

failure of the implant or its attachments used in the procedure. 

 I understand smoking is extremely detrimental to the success of implant surgery.  I agree to cease all use of tobacco for 6 weeks 

prior to and 6 months after surgery, including the later uncovering procedure, and to make strong efforts to give up 

smoking entirely. 

 I do not believe I can cease my tobacco use, but agree to stop at least 2 days before and 2 days after surgery.  I understand that 

this may increase my risk for a poor outcome or complications. 
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 I understand that during the course of surgery unforeseen conditions may be revealed that will necessitate extension of the 

original procedure or a different procedure from that which was planned (for example, changing from a one-stage to a two-stage 

process, use of bone grafting techniques involving substitute material or locally available bone particles, etc.).  I give my 

permission for such additional procedures that may be indicated in my doctor’s professional judgment.  

 No guarantee or assurance has been given to me that the proposed treatment will be curative and/or successful to my complete 

satisfaction. Due to individual patient differences, there exists a risk of failure, relapse, selective retreatment, or worsening of my 

present condition despite the care provided.  However, it is the doctor's opinion that the treatment would be helpful, and I have 

weighed the risk with the proposed benefits. 

 I have discussed my past medical history with the doctor and have disclosed ALL diseases and medications, including alcohol 

and drug use past and present.  

 I agree to cooperate completely with the recommendations of Dr. Reynolds/Dr. Auble, realizing that lack of cooperation may 

result in a less than optimal result.   

 I have reviewed / viewed pre-operative and post-operative instructions. 

AGREEMENT FOR SHARED RESPONSIBILITY FOR CONTINUING CARE OF IMPLANTS 

 I acknowledge that Dr. Reynolds/Dr. Auble has advised me of the importance of returning for long-term follow-up which, if not 

done, may preclude me from noticing and obtaining appropriate care for chronic infection or other disease of tissues which 

support my implants, and which could lead to loss of the implant(s) together with the denture, crown or bridge which is supported 

by them. 

 I understand that I also must maintain regular maintenance visits with the doctor who placed the dental restorations on the 

implants, recognizing that abnormal wear or stress on those appliances may also lead directly to implant failure or loss. 

 I agree to comply with regularly scheduled exams when notified by this office, understanding that I may choose a convenient 

appointment, but not postpone care beyond a reasonable time.  When notified of my appointment, I will call to confirm as soon as 

possible. 

 Implants require continuing follow-up, sometimes for years, in order to assure maintenance of bone and soft tissue support. 

 I also understand that if I feel there are adverse changes in my symptoms or condition between scheduled visits, I should notify 

this office immediately. 

 I understand that oral hygiene will be difficult following surgery, but will do my utmost to follow normal tooth brushing and oral 

hygiene routines. 

I certify that I have had an opportunity to read and fully understand the terms within the above consent and the explanation made, and 

that all blanks or statements requiring completion were filled in, and any inapplicable paragraphs were stricken before I signed.  My 

signature below indicates my understanding of my proposed treatment and I hereby give my willing consent to the procedure.   

 

 

Patient’s (or Legal Guardian’s) Signature Date 

 

Doctor’s Signature Date 

 

Witness’ Signature Date 

 

 


