-PATI T CONSENT TO TREATMENT (this  m is double-sided)

PATIENT NAME CHART NO. i
In reading and sigaing this form, It is understood that ENGLISH ks the languags that T understand 3nd use [ commenicats.

1. a. ARBITRATION representative of I [aTer,

Artetration £ the final process for Bhe relekelion of by mhmw'm';mmmnw for

s the case may be, and Leguna Village Dentel conteming the guaiiy of patient senites el
iy the construction, Interpretation, performinoe of broach of this sgresment. By enterinig
WM;WT srey s i o e =

o its prosiders shall ba resofeed b

. g
nusbrmnstn D bnding artetrebon Condurted wmmmﬂﬂﬂ“%kmwtmmmwﬂﬂ;m_éﬂa

b. INITIATION OF ARBITRATION .
Artitratian can be inftisted by Aling & demand for Arbitration WIth the AL, located at 225 Bush Street, 18th Floor, San Francisca, CA 610

4207, telephaone nymber (415) 981-3901. A demand foem may b abitalned from the A,

€. COSTS _ ki
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Empaes
I urderTand that the faliowing Treatrrents may be performsd on ma a5 part of my dendal resfmaetis Pilings, Bridges, Crowns, Extracond, Mo
Teeth Bernowal, Root Canals, Dentures, Partisl Dertures, Penodonts] Trestments and possibile caher denbal treatment=.

Inftisis:

. CHANGES IM TREATMENT PLAN L
! understand that dunng treatment @ may be necessary to change procedures beciise of candmans found wihile warking on the teeth that wess 59
discoversd during examinsbon. [ give my permission to the Dentist to make thase changet of AECEIIARY
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4. DRUG AND MEDICATIONS

| understand that antitiotics, analgrsics and other mMedicstions Can taute alergic MEsTON Chuting rmdnms and Swolling of TEsues, o,
il o aragindlctic shiock: [Sever alerges Peaction),

T

%, FILLINGS Compasite or Siiver Amaigam
Fillings are procsdunes in which the dentist removes decayed to0th Struune o 3 faully Festomion and replaces i with mm;ru"r: these
filfeuys. | underitand that these procedures could cause the teeth to be sensithe [ hot and ok a5 well a5 chawing. The depth of the filing in e
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6. REMOVAL OF TEETH
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INFORMED CONSENT - (continued from front - this form is double-sided)

D. Mitrous oxide and /or oral sedation — Mitrous Ongde s 3 mild gas that is mboed with exygen, and is used to sedate a person. 1T i adminste
through & mask plsced over the chlds nose. Oval sedations sre medicaten sdmintctensd to children to help therm relax, With their use e pare
guardan must understand that the child should not eat or drink for & period of four hours pror to the sedation appointment, The parent/guardiar
st b avasilable o escort the child home after the sedation appaintment, snd obsérve thelr behavior throwghout the diy.
I understand that with the use of an injection, used to numb the tocth for dental procedures, the possibility exists that the child may inadvertenth
their lip causing injury ta accur. | understand the necd to retum to the office, for evalustion, [ swelling and/or pain 0 my child doss not 9o away
& suffickent pericd of tme., | understand the nesd to fetum o the ofos within thies months fallowing nense tneatment of a “babry tooth™ foe
evaluation, snd the possibility of &t then Needing &0 extraction.

Initialks:

8. ANESTHESIA
[ realize the nsks invalved In recehving a local anesthetic, some of which are: partial facial pambysis, inflamed Hesue, adverse reactions to drigs

Causing cardiac armest, miscarriage, hemorrhage, nerve damage and/or Aurmbness.
Initiaks:

9. CROWNS, BRIDGES AND CAPS

1 understand that sometimes it i3 not possible to match the color of natural teeth exactly with artificial beeth. 1 enderstand that at times, dunng |
preparation of & tooth for o Crown, pUlp EXpOIUNe MaY SCoUr, NOCESSItAting passible root canal therapy. | understand that like natural teeth, Orow
and bridges need to be kept cean, with proper oral hygiene and periodic cleanings, otherwise decay may develop undemeath and/or around the
marging of the mestoration, to further dental treatment. [ further understand that T may be wearing temporary orowns, which may come o
easily and that [ must be ensure that they are kept on untll the permanent crowns are delivered, and that if [ dJon't have the permanent
crown{s) placed, perrmanent serious damage or loss of the tooth/teeth involved may ensue, and that if [ delay placement 1 may cause the teeth
invaked B Ml 0 that the perTranent croeem no loesger will it properhy,

10. DENTURES - COMPLETE OR PARTIAL

I realize that full or partial dentures are artificial, constructed of plastic, metal snd/or poroeiain, The problems of wearing these applisnces have b
explained o me incs@ing loosensss, sommness, and possible breaknge, and relining due o besue and bone change. Follow-up appointMEnts ane 2
integrl part of maintenancs and sucoess of o prosthetic opellance, [ further understmnd that surgical interaentson (e, foa]bone] reravsl, Dana
COMnUinG, OF IMBEnNts) may be needed for dentures 1 be propery fithed, | ko understand that due D bone loss or otfer Complecaling factorns,
nver be able o wear derdunes o iy satisfaction.

Initials:

11. ENDODONTIC TREATMENT (ROOT CANAL)

I realize there is no guarantes that root canal trestment will save my tooth, and that complication can octur from treatment, and that oocasonall
metal abjects are cemented in the tooth or extend through the root which does not necessarly effiect the suooess of the reatment, and that ohis
treatment often requires multiple visits and that | can cause serious damage or loss of the tooth/teeth involved if I do not complete the prescribes
treatment. [ understand that following root canal therspy my tooth will be brittie and st be protected sgainst fracture by placement of & Crds
{cap] over the tooth. | understand that trestment risks can indude, but are pot limited to:

A, Pret trestment discomfornt BSting & few hours B several days for which ication will be prescribed if desmed necessary by the doctor. B, &
treatment swelling of the gum ansa in the vicinity of the treated tooth or ling, either of which may persist for several days or longer. €
Infection 4, Restricted jaw opening E. Breakage of root conal instruments during treatment, which may in the judgment of the doctor be left in T
treated oot canal or bone &5 part of the Mling matenal; or it may regquine surgery for removal. F. Perforation of the root canal with instruments,
may require additional surgical treatment or result in premature tooth loss o extraction, 6. Risk of temporany or permanent numMBbAess in treatm
area. [f an “open snd medicate” or pulpotomy procedure is performed, [ undarstand that thic is not permanent treatment, and T need 1o pay for,
firuesh final root canal therapy, If root canal restment B not Analized | expose myselfl to infiection andfor tooth loss.

Initials:

12. PERTODONTAL TREATMENT (TISSUE AND BONE)/ PROPHY
I understand that the lang term sucoess of treatrment and status of my oral condition depends on my efforts at proper oml hygiene (i e, brushing

flossing) and mairtaining regular necall visits, [ undarstand that [ have a serfous condition, causing gum and bone inflammaticn or loss and that
lead o the 103t of iy teeth. The alternalive treatment plans have been explained to me, incuding Guim Surgery, replacements and/or Bxtrachnns
also ynderstand that aithough thess reatments have a high degree of success, they cannot be guarsnteed. Occasionally, treated teeth may recu
EXTrBCIM.

Initials: _
I hereby request and authorize the Dentists, and their Staff, to parform dental work wpon mie for the purpose of attempting to improve My domea
functicn and the health of my mouth, teeth), bone and tissues, a5 explained above. The effect and noture of the proceeding to be performed,
risks irvolved, a5 well a5 the possible alternative methods of treatment have been fully explained to me. [ also authorize the oparating Dentist o
Aszistants to perform army other procedure whilkch they may desm necessary oF desirable in atbempling to smprowe the conditon stated on the diad
treatment form, or treat unbealthy or unforeseen conditions that may be encourtered during the operation. 1 know that the practice of Dentritry
SUTQEry £ ROt an exact scence and that therefore reputable practitioners connat properly guarantse results, | acknowiedge that no guarantes or
snsumnoe has been made by anyone regarding the treatment which [ have henein reguésted and authorbed,
Alternatives and possible bad resctions have been explained to me in detail. Complications, such as infection, hemarrhage and/or bleeding, scarm
contraction, possible deformities, prolonged healing tme over the estimate, reaction (o any drags before, during and after surgery, numMBbness or
itching of the tongue, lip, teeth, tssues, (Parasthesia), fractured jaw, Temporomandibular Joint (TMJ) Complications, which could cause localized
SYSIEmeE pain reguiring future treatments including joint surgery, ot hove been chabrty expinined o me.

1 CERTIFY THAT I HAVE READ AND FULLY UNDERSTAND THE ABOVE CONSENT TO DENTAL TREATMENT, INCLUDING THE
OPPOSITE SIDE OF THIS DOCUMENT, AND THAT THE EXPLANATIONS THEREIN REFERRED TO WERE MADE. ANYTHING I DV
NOT UNDERSTAND HAS BEEN EXPLAINED TO ME. I UNDERSTAND THESE DENTAL SERVICES ARE PROVIDED WITHOUT
DISCRIMINATION BASED OM RACE, RELIGION. COLOR, NATIONAL ORIGIN, SEX, SEXUAL ORTENTATION, PHYSICAL OR MEI
DISABILITY, AGE OR MARITAL STATUS AND PROTECTS THE PRIVACY OF EACH OF ITS PATIENTS. NOTICE: BY SIGNING TH
CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE DECIDED BY NEUTRAL BINDING ARBITRA
AND YOU ARE GTVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE ARTICLE 1 OF THIS CONTRALT.

Relationship: Date:

Signature:

Fotient or Le Fog ety i
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