
INFORMATIONAL INFORMED CONSENT

ORAL SURGERY AND DENTAL EXTRACTIONS

I UNDERSTAND that ORAL SURGERY and/or DENTAL EXTRACTIONS include possible inherent risks such as, 
but not limited to the following:

1.  Injury to the nerves of the lips, the tongue, the tissues in the floor of the mouth, and/or the cheeks, etc. These 
possible nerve injuries can cause numbness, tingling, burning, and loss of taste in the case of the tongue which may be 
of a temporary nature lasting a few days, a few weeks, a few months, or could possibly be permanent.

2.  Bleeding and/or bruising: Bleeding could last several hours. Should it persist, particularly being severe in nature, it 
should receive attention and this office must be contacted. Bruising may possibly be prolonged.

3.  Dry socket occurs on occasion when teeth are extracted and is a result of a blood clot not forming properly during the healing process. Dry sockets can be 
extremely painful. Smoking, drinking liquids through a straw, and not following post-operative recommendations can increase the chances of this complication.

4.  Sinus involvement: In some cases, the root tips of upper teeth lie in close apposition to the tissues of the sinuses. During extraction or surgical procedures, 
the thin bone and tissues surrounding the sinus may be perforated. Should this occur, it may be necessary to have the sinus surgically repaired.

5.  Infection: No matter how carefully surgical sterility is maintained, it is possible, because of the existing non-sterile or infected oral environment, for infections 
to occur post-operatively. At times these may become serious. Should severe swelling occur, particularly accompanied with fever or malaise, attention as soon 
as possible should be received and this office must be contacted. In some cases hospitalization and/or treatment with I.V. antibiotics may become necessary.

6.  Fractured jaw, roots, or bone fragments: There is a possibility, even though extreme care is exercised, that the jawbone, teeth roots, or bone spicules may 
be fractured which may require referral to a specialist for treatment. A decision may be made to leave a small piece of root or bone fragment in the jaw when its 
removal would require extensive surgery and/or risk of complications.

7.  Injury to adjacent teeth, fillings or porcelain crowns may occur no matter how carefully surgical and/or extraction procedures are performed. Fractured 
fillings or crowns may require replacement.

8.  Unusual reactions to medications given or prescribed: Reactions, either mild or severe, may possibly occur from anesthetics or other medications 
administered or prescribed. It is important to take all prescription drugs according to instructions. Women on oral contraceptives must be aware that antibiotics 
can render these contraceptives ineffective. Caution must be exercised to utilize other methods of conception during the treatment period.

9.  Bisphosphonate Drug Risks: For patients who have taken drugs such as Fosamax, Actonel, Boniva or any other drug prescribed to decrease the resorption 
of bone as in osteoporosis, or for treatment of metastatic bone cancer, there is an increased risk of osteonecrosis or failure of bone to heal properly following 
any oral surgery procedure involving bone, including extractions.

10.  It is my responsibility to contact the dentist and seek attention should any undue circumstances occur postoperatively and I shall diligently 
follow any preoperative and postoperative instructions given me.

BONE GRAFTING
1.  Loss of all or part of the graft: Success with bone and membrane grafting is high. Nevertheless, it is possible that the graft could fail. During the healing 
process if all or part of the graft dislodges you should notify your doctor.

2.  Types of Graft Material: Some bone graft and membrane commonly used are derived from human sources. These grafts are thoroughly purified by different 
means to be free from contaminants. Signing this consent from gives your approval for the doctor to use such materials according to his knowledge and clinical 
judgment for your situation.

INFORMED CONSENT: I have been given the opportunity to ask any questions regarding the nature and purpose of surgical treatment and/or extraction of teeth 
and have received answers to my satisfaction. I have been given the option of seeking care from an oral and maxillofacial surgeon. I do voluntarily assume any 
and all possible risks, including the risk of substantial harm, if any, which may be associated with any phase of this treatment in hopes of obtaining the desired 
results, which may or may not be achieved. No guarantees or promises have been made to me concerning my recovery and results of the treatment to be rendered 
to me. The fee(s) for this service have been explained to me and are satisfactory. By signing this form, I am freely giving my consent to allow and authorize Dr. 
Morgan and/or his/her associates to render any treatment necessary or advisable to my dental conditions, including any and all anesthetics and /or medications.
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Date

Signature of Patient or Legal Guardian

Signature of Witness

TOOTH NUMBERS

MVP DENTAL
625 East 500 South, Suite 203
Bountiful, Utah 84010
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FINANCIAL POLICY CONSENT FORM

We welcome you and your family to MVP Dental. We look forward to providing you with top-notch quality dental care at 
affordable prices. To provide you with the most beneficial and comprehensive service and care, we request you to review 
and complete our office and financial policy consent form. We will be happy to answer any questions you may have 
regarding the proposed treatment and available financial options. We strive to keep you informed and involved with your 
treatment as much as possible.

You Need To Be Aware That:

• We will always do our best to help you to maximize your benefits.

• Although we file claims for you as a courtesy, your dental insurance policy is a contract between you, your employer and your insurance company. We are 
 not a party to that contract.

• Your treatment plan is individually tailored, and is not based on your dental insurance benefits or lack of Benefits.

• Not all services are covered benefits in all contracts. Some insurance companies arbitrarily select certain services they will not cover.
 It is your responsibility to thoroughly understand the coverage and exceptions of your particular policy. Coverage issues can only be addressed by your 
 employer or group plan administrator. We cannot act as a mediator with the carrier or your employer.

• Our staff is trained to help you with questions you may have relating to how your claim was filed, or regarding any additional information your carrier may need 
 to process your claim. Please, ask if you have any questions.

• As a courtesy to all of our insured patients, we will file your dental insurance claim forms. In special circumstances, a particular insurance company’s benefit 
 check can be sent to our office directly. In such cases, you are responsible at the time of treatment for payment to us of any applicable deductible and for your 
 co-insurance portion. Any payments made directly to you by your insurance company on unpaid balances should be forwarded immediately to our office so 
 that your account may be credited accordingly.

• Your claim will be filed immediately, and benefits are expected are to be paid within 30-45 days. The filing of an insurance claim does not relieve you of timely 
 payment on your account. If the claim is not cleared by your carrier in 60 days, the unpaid portion will automatically become “self-pay” and a statement will 
 be issued to you for the unpaid portion. You are responsible for any amounts your insurance company chooses not to pay for whatever reason. 

Please feel free to contact your insurance company regarding unpaid benefits. We will gladly provide you with a letter which would include all pertinent 
information which you may sign and mail. I understand and accept the financial and the dental insurance policies listed above and have had any and all 
questions answered to my satisfaction.

I agree to pay for all treatment in a timely fashion as described.

REFUND POLICY

All payments collected on date of service may be refunded same day. Refunds Request after date of service will be processed within 15 days of refund 
submission form. Please note ALL PENDING INSURANCE CLAIMS must be paid by your insurance company before a refund may be made.

[For patients with dental insurance who would prefer their Insurance Company to send payment to the office?]

I ____________________________________________ hereby authorize my insurance benefits to be paid directly to MVP Dental. I realize that I am responsible 
to pay for any deductible amount(s), my co-insurance portion and for any non-covered services. I understand that I am financially responsible for any and all 
charges of dental treatment and incurred fees, whether or not paid by said insurance and I agree to pay such charges in full. I also hereby authorize the release 
of pertinent medical/dental information to the insurance carrier(s). This order will remain in effect until revoked by me in writing. A photocopy of this assignment 
is to be considered as valid as the original.

X____________________________________________ Patient/Legal Guardian           ______________________ Date 
  

X  ____________Staff  Initials

MVP DENTAL
625 East 500 South, Suite 203
Bountiful, Utah 84010
801-292-6819
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INFORMED CONSENT FOR ENDODONTIC (ROOT CANAL) THERAPY

Root canal treatment works by removing bacteria from the hollow space inside the tooth, and by sealing off the 
inside of the tooth to prevent re-infection. Although root canal therapy has a very high success rate, it is a biological 
procedure and cannot be guaranteed. Occasionally, a tooth which has had root canal treatment may require 
retreatment, additional surgery, or extraction. 

I understand the possible risks of root canal therapy, although rare, do exist. They include (but are not limited to) 
pain, infection, swelling, fever, changes in occlusion (bite), reaction to medications or anesthetics, nerve injury 
following local anesthesia, temporal mandibular (jaw) joint pain, and difficulty opening and closing. 

I understand the alternatives to root canal treatment are extraction of the involved tooth or postponement of root 
canal therapy. I realize that postponement of treatment may result in future loss of the tooth. 

I understand the possible complications of root canal therapy, although rare, do exist. They include (but are not 
limited to) instrument breakage in the root canal, inability to negotiate canals due to prior treatment or calcification, 
perforation to the outside of the tooth, irreparable damage to the existing crown or restoration, and cracking or 
fracturing of the root or crown of the tooth. 

I have been aware of my condition of tooth/teeth _________________________________ requiring endodontic 
(root canal) treatment in the opinion of my dentist. I am aware that the practice of dentistry is not an exact science, 
and no guarantees have been made to me concerning the results of the procedure. 

CONSENT:  I, the undersigned, being the patient (parent or guardian of the minor named) consent to the performing 
of procedures decided upon to be necessary or advisable in the opinion of the doctor. I understand that root canal 
treatment is an attempt to save a tooth which may otherwise require extraction. Although root canal therapy has a 
high degree of success, it cannot be guaranteed.  A tooth which has had root canal therapy may require additional 
treatment such as a filling and crown, surgery, or even extraction. 

Patient (Parent/Guardian) Signature _____________________________  Date ___________________________

Witness ___________________________________________________  Date ___________________________

MVP DENTAL
625 East 500 South, Suite 203
Bountiful, Utah 84010
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INFORMATIONAL INFORMED CONSENT
IMPLANTS AND IMPLANT PROSTHETICS

I UNDERSTAND that IMPLANTS AND PROSTHODONTIC DEVICES (crowns, bridges, dentures) placed over 
implants include possible inherent risks such as, but not limited to the following and I agree to assume any and 
all such risks:

1. Possibility of failure of implants: No matter how diligently and carefully the surgery necessary to the placement of implants and implant devices is  
 performed, there is always the possibility of failure resulting from the tissues of the body not physiologically accepting these artificial devices. Also, not all 
 body tissues accept the materials from which implants are constructed and there may be rejection of the appliance(s), infection and non-healing of the tissues. 
 In such cases, removal will in all probability be necessary.

2. Longevity of implants and/or accompanying prosthesis: There can be no positive or even potential determinations as to the life expectancy of implants, 
 crowns, and/or fixed or removable bridgework because of the many variables which are not within the treatment provider’s control. It is also impossible to 
 accurately predict gum and bone healing capabilities following implant placement.

3. Infection: In spite of how carefully surgical sterility is maintained, it is possible, because of the existing non-sterile environment, infections may occur 
 postoperatively. At times these may be of a serious nature. Should severe swelling occur, particularly when accompanied with fever or malaise, attention should  
 be received as soon as possible. It is the patient’s responsibility to contact this office should the foregoing occur. Such infection may necessitate removal of the  
 affected implant or implants.

4. Injury to the nerves: There is the slight possibility of injury to the nerves of the face and tissues of the oral cavity during administration of local anesthetics  
 or during implant placement which may cause numbness of lips, tongue, floor of the mouth, and or cheeks, etc. This numbness may be of a temporary or  
 rarely, permanent in nature.

5. Excessive smoking, alcohol intake or diabetes: These factors may adversely affect the healing process, limiting the resulting success of the implants 
 and accompanying prostheses.

6. Follow-up examinations: It is absolutely necessary with implant therapy to have regular periodic examinations. The patient must assume the responsibility 
 to make appointments and report as instructed by the treating dentist(s) or staff.

7. Placement: It is possible that ideal implant placement may not be possible based on anatomic limitations and esthetic and functional compromises may  
 have to be made during the process of completing dental restorations. Even ideal implant placement may be tempered by restorative problems. Well 
 integrated implants may become loose and fail years after placement.

8. Unusual reactions to medications given or prescribed: Reactions, from mild to extremely severe, may possibly occur from anesthetics or other 
 medications administered or prescribed.

9. Bisphosphonate drug risks: For patients who have taken drugs such as Fosamax, Actonel, Boniva or any other drug prescribed to decrease the resorption 
 of bone as in osteoporosis, or for treatment of metastatic bone cancer, there is an increased risk of osteonecrosis or failure of bone to heal properly following 
 any surgical procedure involving bone, including the placement of implants. There is thus an increased risk of failure of the implant due to delayed or failed 
 osseointegration or growth of healthy bone around the implant.

10. I recognize that it is my responsibility to fully inform my treating dentist(s) of the condition of my health and any and all problems thereto. It is 
 also my responsibility to timely seek attention should any undue circumstances occur postoperatively. I agree to diligently comply with any and 
 all preoperative and postoperative instructions given me. I acknowledge that alternatives to treatment with implants have been explained to me 
 and I nevertheless desire treatment with implants to replace missing teeth.

INFORMED CONSENT: I have been given the opportunity to ask any questions regarding the nature and purpose of the implants and prosthetics relating to 
implants and have received answers to my satisfaction. I do voluntarily assume any and all possible risks, including risk of substantial harm, if any, which may be 
associated with any phase of this treatment in hopes of obtaining the desired potential results, which may or may not be achieved. No guarantees or promises 
have been made to me concerning my recovery and/or any results from the treatment to be rendered to me. The fee(s) for these services have been 
explained to me and I accept them as satisfactory.
By signing this form, I am freely giving my consent to authorize Dr. ________________________________________________and/or all associates involved in 
rendering any services he/she deems necessary or advisable to treatment of my dental conditions, including any anesthetic agents and medications.

Patient’s Name (please print) Signature of Patient, Legal Guardian, Date
 or Authorized Representative

 Witness to Signature Date

MVP DENTAL
625 East 500 South, Suite 203
Bountiful, Utah 84010
801-292-6819
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PERIODONTAL TREATMENT REFUSAL FORM

I have been informed that I have periodontal disease.

Periodontal disease stems from accumulation of plaque - sticky, colorless bacteria that form on 
teeth. Toxins produced by bacteria irritate the gums and harden into calculus (tartar), destroying the 
supporting tissue around the teeth. As the plaque and calculus build up between the teeth and the 
gums, gum tissue recedes from the teeth and pockets form. Tooth loss is inevitable.

Periodontal disease has also been implicated as having an effect on general health and an increased 
incidence of stroke, heart disease, diabetes, low birthweight babies, and some types of cancer.

Scaling and root planing has been recommended to clear away the toxins causing inflammation 
and follow-up periodontal care has been recommended at three or four month intervals.

I have been told that my periodontal disease is progressive and that I may experience consequences 
that include but are not limited to future loss of teeth or other serious health problems if I wish to 
decline recommended treatment.

All of my questions and concerns have been answered.

I decline the recommended periodontal treatment.

Patient Name (Print) _______________________________________________

Patient Signature __________________________________________________  Date ____________________

Hygienist ________________________________________________________  Date ____________________

Dentist __________________________________________________________  Date ____________________

MVP DENTAL
625 East 500 South, Suite 203
Bountiful, Utah 84010
801-292-6819
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Oral Surgery and Dental Extractions Informed Consent

I UNDERSTAND that IMPLANTS AND PROSTHODONTIC DEVICES (crowns, bridges, dentures) placed over 
implants include possible inherent risks such as, but not limited to the following and I agree to assume any and 
all such risks:

Treatment: ______________________________________________________________________________________

I understand that oral surgery and/or dental extractions include inherent risks such as, but not limited to the following:

1. Injury to the nerves: This would include injuries causing numbness of the lips, the tongue, and any tissues of the mouth and/or cheeks or face. The  
 numbness which could occur may be of a temporary nature, lasting a few days, a few weeks, a few months, or could possibly be permanent, and could be  
 the result of surgical procedures or anesthetic administration.

2. Bleeding, bruising, and swelling: Some moderate bleeding may last several hours. If profuse, you must contact us as soon as possible. Some swelling is  
 normal, but if severe, you should notify us. Swelling usually starts to subside after about 48 hours. Bruises may persist for a week or so.

3. Dry Socket: This occurs on occasion when teeth are extracted and is a result of a blood clot not forming properly during the healing process. Dry sockets  
 can be extremely painful if not treated. These usually develop 3-4 days after the surgery.

4. Sinus involvement: In some cases, the root tips of upper teeth lie in close proximity to sinuses. Occasionally during extraction or surgical procedures the  
 sinus membrane may be perforated. Should this occur, it may be necessary to have the sinus surgically closed. Root tips may need to be retrieved from the Sinus.

5. Infection: No matter how carefully surgical sterility is maintained, it is possible, because of the existing non-sterile oral environment, for infections to occur  
 post-operatively. These may be of a serious nature. Should severe swelling occur, particularly accompanied with fever or malaise, professional attention  
 should be received as soon as possible.

6. Fractured jaw, roots, bone fragments, or instruments: Although extreme care will be used, the jaw, teeth roots, bone spicules, or instruments used in  
 the extraction procedure may fracture or be fractured requiring retrieval and possibly referral to a specialist. A decision may be made to leave a small piece  
 of root, bone fragment, or instrument in the jaw when removal may require additional extensive surgery, which could cause more harm and add to the risk  
 of complications.

7. Injury to adjacent teeth or fillings: This could occur at times no matter how carefully surgical and/or extraction procedures are performed.

8. Unusual reactions to medications given or prescribed: Reactions, either mild or severe, may possibly occur from anesthetics or other medications  
 administered or prescribed. All prescription drugs must be taken according to instructions. Women using oral contraceptives must be aware that antibiotics  
 can render these contraceptives ineffective. Other methods of contraception must be utilized during the treatment period.

9. It is my responsibility to seek attention should any undue circumstances occur post-operatively and I shall diligently follow any pre-operative and post- 
 operative instructions given to me.

Informed Consent

As a patient, I have been given the opportunity to ask any questions regarding the nature and purpose of surgical treatment and have received answers to my 
satisfaction. I do voluntarily assume any and all possible risks, including the risk of harm, if any, which may be associated with any phase of this treatment in 
hopes of obtaining the desired results, which may or may not be achieved. No guarantees or promises have been made to me concerning my recovery and 
results of the treatment to be rendered to me. The fees for this service have been explained to me and are satisfactory. By signing this form, I am freely giving 
my consent to allow and authorize Dr. Morgan and his associates to render any treatments necessary or advisable to my dental conditions, including any and 
all anesthetics and/or medications.

 Name of Patient __________________________________________________

 Signature of Patient ________________________________________________  Date ____________________________________

 Signature of Doctor ________________________________________________  Date ____________________________________


