DENTAL CONSENT

I authorize the exchange of medical, dental, and social information with any appropriate agency.


The common risks of dental procedures are bleeding, infection, nerve injury (numbness). The very uncommon risks of dental procedures are disability and death. Any conceivable complication is possible. The possibly of occurrence of complications has been explained and is understood by me, and I acknowledge that no guarantee or assurance has been made as to the results to be obtained.

It has been explained to me that during the course of the procedure unforeseen conditions may be revealed that necessitate an extension of the initial procedure or a different procedure than set forth. I therefore authorize and request that the dentist under contract at the Kansas Neurological Institute or their designated consultants or staff to perform such procedures that are in their judgment necessary and desirable.

I consent to the study and retention or disposal of tissue or parts which may be removed during the above operation or procedures.

I do hereby consent for 
                      


 to be given the necessary dental treatment, with the use of local anesthesia, and behavior management techniques* as deemed necessary by the dental and COS staff of the Kansas Neurological Institute. I understand a good faith effort will be made to provide dental treatment bearing in mind that some patients may not be treatable in our setting due to patient management problems or the nature of the medical problem or dental problems. I have been informed and understand the general nature and purpose of dental procedures, alternatives, including no treatment, the probable results, and the risks that are involved.

*behavior management techniques may include placing hands on _________’s head, limbs or torso or using the papoose board (mechanical restraint).  Such techniques will only be used to provide safety during dental procedures. The Dentist and other KNI staff will monitor for appropriateness and safety. Use of restraint will be as brief as possible, and will not be used on a continuous or long-term basis. Care will be taken to be sure the restraint does not impair the patient’s breathing or circulation, or cause overheating or positional injuries.
Signature

Relationship

Street Address

City

State

Zip

 Telephone

Witness 

Address

Date

KANSAS NEUROLOGICAL INSTITUTE

DENTAL CLINIC

INSTITUTIONAL CONSENT FORM

Medical History:
Heart Trouble


Rheumatic Fever


Heart Murmur


High Blood Pressure


Diabetes


Hepatitis or Jaundice


Liver Disease


Allergies (food, medication, other)


Kidney Disease


Bleeding Disorders


Stroke or Epilepsy (Seizures


Respiratory Problems


Venereal Disease


AIDS or Positive HIV Test


Immune Deficiency


Are you allergic or sensitive

       to any medicines?


Are you taking any medicines now?


Have you had any difficulty with

      tooth extractions?


Have you ever had x-ray treatments?


Have you ever had penicillin or

      local anesthesia?


Are you or might you be pregnant?




Patient Name: 


Street Address: 


City, State, Zip: 


Telephone: 


Birthdate: 



OTHER MEDICAL PROBLEMS

Wt:               lbs.              kgs. 

Hx: confirmed by:

Please explain any items to which you answered “yes”:

If indicated, please provide us with a current (3 month old or less) PT and PTT.

Please list any sedative agents this patient has received in the past and how effective these agents have been.

Agent





Effect

1. 












2. 











3. 











4. 











