David M. Kimfer, D.D.S.

2900 S. Perkins Road
Memphis, TN 38118 '
Fax# 901-368-1112

- Consent for Sedation and Dental Treatment

The surgical procedure that is to be performed has been explained to me and |
understand the nature of my condition and of the proposed treatment. | algo understand
what health risks exist if the procedure is not done. This is my consent to the surgery, |
also understand that with this procedure there could be follow Up appointments, My
consent is valid for all appointments within one year of today’s date.

lalso agree to the administration of sedation, anesthesia, or other therapeaﬁc
at may be necessary for my comfort, safety, anqg

measures as previously discussed tha
well being. | understand that the course of my treatment could require multiple

anesthetic treatments.

there is occasional inflammation

jacent teeth, referred pain to the ear, neck, and head,

_some cases, there is injury to ad
nausea, aller'g_l‘c reactions, bone fractures, delayed healing and permanent Dumbness of
- the nerves in the facial a may occur from the remoyaj of

rea. Sinus complications which _
upper teeth include a root tip or tooth in the sinus or de

elopment of a lingering opening
into the sinus from the mouth which could requiré sinus treatments following oraf '

Medications given during or after surgery may cause droWslness and lack of

awareness and coordination which could be increased by the use of alcohol or other
drugs. | have been advised not to operate any vehicle or hazardous devices while taking

such medications for at least 24 hours or until recovered from their effects.

| realize that some of these potential complications can be avoided or reduced by
carefully following the doctor’s instructions, | have had an opportunity to ask Questions
aspects related to it and have them answered tomy .

satisfaction.

. Patient’s name

Valid until

{one year from loday's date)

Signature/Responsible Party

"PLEASE RETURN THIS FORM SIGNED AS SOON AS POSSIBLE OR AT NEXT APPOINTMENT DATE *+s



