Patient Consent to Treatment
Name: ____________________________________

Chart No.: _________________________

In reading and signing this form it is understood that ENGLISH is the language that I understand and use to
communicate.
1.

Work to be Done:
I understand that I am having the following work done: ___Fillings ___Bridges ___Crowns
___Hygiene/Periodontal Care ___Root Canals ___Dentures ___Other

___Extractions

___Dental

Initials___________

2. Drugs, Medications and Anesthesia:
I understand that antibiotics, analgesics, and other medications may cause adverse reactions, some of which are, but are not limited to,
redness and swelling of tissues, pain, itching, vomiting, dizziness, miscarriage, cardiac arrest. I understand that medications, drugs
and anesthetics may cause drowsiness and lack of coordination, which can be increased by the use of alcohol or other drugs. I have
been advised not to consume alcohol, nor operate any vehicle or hazardous devices while taking medications and/or drugs, or until
fully recovered from their effects (this includes a period of at least twenty-four (24) hours after my release from surgery). I
understand that occasionally, upon injection of local anesthetics, I may have prolonged, persistent anesthesia, numbness, and/or
irritation to the area of injection. I understand that if I select to utilize any sedative medications (such as Xanax, Valium (Diazepam),
etc.), possible risks include but are not limited to, loss of consciousness, obstruction of airway, anaphylactic shock, cardiac arrest. I
understand that someone needs to watch me closely for a period of 8 to 10 hours, following my dental appointment to observe
delirious side effects, such as obstruction of airway.
Initials___________

3. Changes in Treatment Plan:
I understand that during treatment it may be necessary to change or add procedures because of conditions found while working on the
teeth and oral soft/hard tissue that were not discovered during examination (for example root canal therapy following routine
restorative procedures). I give my permission to the Dentist to make any/all changes and additions as necessary, including referral to a
specialist, medical doctor, or other health care professionals, and the costs occurring as the consequence of this referral or any changes
in the. Treatment plan will be my responsibility.
Initials___________

4. Hygiene and Peritonitis (Tissue and Bone Loss):
I understand that the long term success of treatment and status of my oral condition depends on my efforts at proper oral hygiene (i.e.
brushing and flossing) and maintaining regular recall visits.
PERIODONTICS – I understand that I have a serious condition, causing gum and bone inflammation and/or loss, and that it can lead
to loss of my teeth and other complications. The various treatment plans have been explained to me, including gum surgery,
replacement and/or extractions. I also understand that although these treatments have a high degree of success, they can not be
guaranteed. Occasionally, treated teeth may require extraction.
Initials___________

5. Removal of Teeth:
I understand that the purpose of the procedure/surgery is to treat and possible correct my diseased oral tissues. The doctor has advised
me that if this condition persists without treatment or surgery, my present oral condition will probably worsen in time. Alternatives to
removal of teeth (if appropriate) have been explained to me (root canal therapy, crowns, and periodontal surgery) and I authorize the
Dentist to remove the following teeth _____________________________ and any others necessary for the reason mentioned in
paragraph #3 above (under the heading: Changes in Treatment Plan). I understand the risks involved in having teeth removed.
Potential risks include, but are not limited to the following:
A. Post-operative discomfort, swelling, prolonged bleeding, tooth sensitivity to hot or cold, gum shrinkage (possible
exposing crown margins), tooth looseness, delayed healing (dry socket) and/or infection (requiring prescription or additional
treatment including surgery).
B. Injury to adjacent teeth, caps, or fillings (requiring the re-cementation of crowns, replacement of fillings, fabrications of
crowns, or extractions), or injury to other tissue not within the described surgical area.
C. Limitation of opening, stiffness of facial and/or neck muscles, changes in bite, or temporomandibular joint (jaw joint)
difficulty (possibly requiring physical therapy or surgery).
D. Residual root fragments or bone spicules left when complete removal would require extensive surgery or needless
surgical complications.
E. Possible bone fracture which may require wiring or surgical treatment.
F. Opening of the sinus (a normal cavity situated above the upper teeth) requiring additional surgery.
G. Injury to the nerve underlying the teeth resulting in itching, numbness, or burning of the lip, chin, gums, cheek, teeth
and/or tongue on the operated side; this my persist for several weeks, months, or, in remote instances, permanently.
I give my consent for the doctor to perform the treatment/procedure/surgery previously explained to me, or other procedures deemed
necessary or advisable as necessary to complete the planned operation. If any unforeseen condition should arise in the course of the
operation, calling for the doctor’s judgment or for procedures in addition to or different from those now contemplated I request and
authorize the doctor to do whatever he/she may deem advisable, including referral to another dentist, specialist, medical doctor, or
other healthcare professionals. I also understand that the costs occurring as the consequence of this referral or any changes in the
treatment plan will be my responsibility.
Initials___________

6. Fillings
I have been advised of the need for fillings, either silver or composite (plastic), to replace tooth structure lost to decay. I understand
that with time fillings will need to be replaced due to wearing of material. In cases of extensive decay or where very little tooth
structure remains, or existing tooth structure fractures off, I may need to receive more extensive treatment (such as root canal therapy,
post and build-up, and crowns), which would necessitate a separate charge.
Initials___________

7. Endodontic Treatment (Root Canal Therapy):
I understand that there is no guarantee that root canal therapy will save my tooth. The purpose and method of root canal therapy have
been explained to me, as well as reasonable alternative treatments and the consequences of non-treatment. I understand that following
root canal therapy my tooth will be brittle and must be protected against fracture by placement of a crown (cap) over the tooth. I
understand that complications can arise from root canal therapy which include, but are not limited to the following:
A. Post treatment discomfort lasting a few hours to several days for which medication may be prescribed (if necessary) by
the Doctor.
B. Post treatment swelling of the gum area in the vicinity of the treated tooth and/or facial swelling and/or restricted jaw
opening, either of which may persist for several days or longer and may require medications to alleviate the condition.
C. Post treatment residual infection, which may persist for a long time and might need a re-treatment of the canals and/or a
surgical procedure called epicoectomy (root-end surgery), or extraction of the tooth if that tooth is not salvageable.
D. Calcified root canals, which may not be fully instrumented and may subject the tooth to referral to an endodontist or
extraction.
E. Breakage of root canal instruments during treatment, which may in the judgment of the doctor be left in the treated root
canal or bone as part of the filling material, or may require surgery for removal.
F. Perforation of the root with instruments, which might need additional surgical treatment or result in premature tooth loss
or extraction.
G. Risk of temporary or permanent numbness in the treatment area.
In case of such complications, I give my consent to the doctor to perform necessary treatment/procedure/surgery (if possible) or to
refer me to another dentist, specialist, medical doctor, or other health care professional as deemed necessary. The costs occurring as
the consequence of such treatments/procedures/surgeries and referrals will be my responsibility. If an “open and medicate” or
pulpotomy procedure is performed I understand that this is not permanent treatment, and I need to pay for and finish final root canal
Initials___________
therapy. If root canal treatment is not finalized I expose myself to infection and/or tooth loss.

8. Crown/Veneer and Bridge (caps):
I understand that sometimes in the course of caries removal and tooth preparation, and even after tooth preparation for
crown(s)/veneer(s)/bridge(s), exposure to the nerve inside the tooth and/or breakage of tooth structure and/or build-up material can
occur which may lead to further changes in the treatment plan and necessity of root canal treatment and/or extraction of the involved
tooth/teeth. I also understand that the symptoms showing the necessity for a root canal therapy or extraction may occur any time after
the tooth preparation, modification, or thereafter, root canal therapy and/or extraction becomes necessary, I give my consent to the
doctor to perform the root canal therapy and/or extraction himself/herself or to refer me to another dentist or specialist and the cost of
that root canal therapy and/or extraction and further changes in the treatment plan will be my responsibility.
I understand that sometimes it is not possible to match the color of natural teeth exactly with artificial teeth. I further understand that I
may be wearing temporary crowns, which come off easily and that I must be careful to ensure that they are kept on until permanent
crown(s)/veneer(s)/bridge(s) are delivered. I realize that final opportunity make changes in my new crown(s)/veneer(s)/bridge(s) with
30 days from tooth preparation or modification for crown(s)/veneer(s)/bridge(s). Excessive delays may allow for tooth movement.
This may necessitate a remake of the crown(s)/veneer(s)/bridge(s). I understand there will be additional charges for remakes due to
my delay in returning for permanent cementation of my crown(s)/veneer(s)/bridge(s).
Initials___________

9. Dentures – Complete or Partial:
The problems of wearing dentures have been explained to me including looseness, soreness, and the possible breakage, and relining
due to tissue changes. Follow-up appointments are an integral part of maintenance and success of a prosthetic appliance. Persistent
sore spots should be immediately examined by the doctor. I further understand that surgical interventions (i.e. Tori (bone) removal,
bone re-contouring, or implants) may be needed for dentures to be properly fitted. I also understand that due to bone loss or other
complicating factors, I may never be able to wear dentures to my satisfaction. I understand that it is my responsibility to return for
delivery of the dentures and failure to keep my delivery appointment may result in poorly fitted dentures. If a remake is required due
to my delays of more than 30 days, there will be additional charges.
Initials___________
Since dentistry is a combination of art and science, I understand that no guarantee or assurance has been given that the proposed treatment will
be curative and/or successful to my complete satisfaction. I agree to cooperate completely with the recommendations of the doctor while I am
under his/her care, realizing that any lack of same could result in less than optimum results. I certify that I have had an opportunity to read and
fully understand the terms and words within the above, including page 1 of this document, and consent to the operation and explanation
referred to or made. I have been encouraged to ask questions and have had them answered to my satisfaction.

Signature:______________________________
Patient or Legal Representative

Relationship: ______________________

Date: ____________

FINANCIAL POLICY & AGREEMENT

Effective immediately our office will no longer be carrying the balances for the treatment
rendered. Until now, we have been providing our service with good faith and
understanding that patients will make payments within a reasonable time period.
However, too many of the patients have been forcing us to carry the high balances for an
extended period of time. It is consuming excessive amount of time and effort for our
staff to bill or collect these outstanding accounts and it has become very difficult for us to
conduct business in this manner. As a result and effective immediately, all the payments
or co-payments are due at time of service or prior to service unless some form of payment
arrangement have been made prior to the treatment. This way we can eliminate any
billing or financial disputes and patients will know exact amount of expected payment
before we begin.
If you have any questions about this policy, please contact our office. Thank you for
your understanding and we apologize for any inconveniences. The following are our
updated financial policy and agreement. Please read and sign below.
I understand that……..
•
•

•

•
•

•

•
•

The payment is due at time of service. The insurance portion of payment will be billed but the copayment is due at the time of service
The fees presented with the treatment plans are estimates only and are subject to revision.
Treatment needs can be changed due to unexpected dental needs and fees will be adjusted
accordingly. The patient will be notified of any change(s) in treatment.
The treatment plan presented and the fees are only valid for up to about 3 months since any delay
in treatment could cause further damage and change the treatment needs. It may require more
extensive treatments.
Confirmation of insurance benefit is not a guarantee of payment from the patient’s insurance
company.
All charges are the responsibility of the patient regardless of insurance company payment or nonpayment and patient will be responsible for the difference in account balance due to non-payment
by the insurance company.
Outstanding balances after 90 days will be forwarded to collection agency/attorney and patient
will be responsible for any finance charges or fees involved with the collection. We reserve the
right to charge interest in the amount of 18% per annum as provided by state law.
We accept MasterCard, Visa, Discover, debit card, checks and cash.
We use health-care financing company (Carecredit) to provide interest-free or low interest
payment plan so you can have the treatment you need and make payment affordable.

I fully understand and agree with the terms described above.
Name:_____________________________________________________
Signature:__________________________________________________
Date:_____________________

BISPHOSPHONATES ALERT

Bisphosphonates are types of drug used to prevent and treat osteoporosis in postmenopausal women. They are also used in the treatment of Paget’s disease. Stronger
forms are given orally or intravenously (IV) are commonly used in the management of
advanced cancers including, but limited to, lung cancer, breast cancer, prostate cancer
and multiple myeloma. In recent years, we have found that patients who are taking or
have previously taken these bisphosphonates are at a risk of developing a serious bone
disease called Osteonecrosis of Jaw (ONJ) after any bone altering dental procedures are
done. Please review the following list of medications and let us know if you have taken
any of these medication.

Have you taken any of the following bisphosphonates?
Y / N

Alendronate (Fosamax)

Y / N

Raloxifene (Evista)

Y / N

Clodronate (Bonefos, Ostac)

Y / N

Risedronate (Actonel)

Y / N

Etidronate (Didronel)

Y / N

Teriparatide (Forteo)

Y / N

Ibandronate (Boniva)

Y / N

Tiludronate (Skelid)

Y / N

Pamidronate (Aredia)

Y / N

Zoledronate (Zometa, Reclast)

Y / N

Prolia (Denosumab nonbisphosponate)

If yes, when / how long____________________________________________________

Prescribing Doctor________________________________________________________
(Name)
(Phone)
Signature: ______________________________________

Date: _____________

ACKNOWLEDGEMENT OF PRIVACY PRACTICES
Charles C. Lee DDS Inc.
901 E. Ohio Avenue, Escondido, CA 92025
760-745-4241
My signature confirms that I have been informed of my rights to privacy regarding my protected health
information, under the Health Insurance Portability & Accountability Act of 1996 (HIPPA). I understand
that this information can and will be used to:
•
•
•

Provide and coordinate my treatment among a number of health care providers who may be
involved in that treatment directly and indirectly.
Obtain payment from third party payers for my health care services.
Conduct normal health care operations such as quality assessment and improvement activities.

I have been informed of my dental provider’s Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my protected health information. I have been given the right to
review and receive a copy of such Notice of Privacy Practices. I understand that my dental provider has
the right to change the Notice of Privacy Practices and that I may contact this office at the address above to
obtain a current copy of the Notice of Privacy Practices.
I understand that I may request in writing that you restrict how my private information is used or disclosed
to carry out treatment, payment or health care operations and I understand that you are not required to agree
to my requested restrictions, but if you do agree then you are bound to abide by such restrictions.

Patient Name:_________________________________________

Date:_______________________

Signature:____________________________________________
Relationship to Patient: _________________________________
Dependent family members also covered by this acknowledgement:
_____________________________________________________
_____________________________________________________
_____________________________________________________

**************************************************************************************
For Office Use Only:
We were unable to obtain the patient’s written acknowledgement of our Notice of Privacy Practices due to
the following reason:
[ ]

The patient refused to sign

[ ]

Emergency situation

[ ]

Communication barriers

[ ]

Other

