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___________________________________________________________

      Dr. Robert Wolanski
IMPLANT CONSENT

Surgical Phase:

I understand that implants will be placed into openings, which have been created in my jawbone. X-rays may be taken to guide this procedure

The gum and soft tissue may be stitched closed over the implants. A dressing may be placed. Healing will be allowed to proceed for a period of four to eight months. I understand that dentures usually cannot be worn during the first one or two weeks of the healing phase.

I understand that if clinical conditions turn out to be unfavorable for the use of implants, Dr. Wolanski will make a professional judgment on the management of the situation. The procedure also may involve supplemental bone grating to build up the ridge of my jaws and thereby assisting in placement, closure, and or security of my implants.

The implants require a second surgical procedure, when the overlying tissues will be opened at the appropriate time, and the stability of the implant will be verified. If solid, an abutment will be connected to the implant. 

Restorative Phase:

This phase is just as important as the surgical phase for the long-term success of the oral reconstruction. During this phase, an implant prosthetic device will be attached to the implants. 

Expected Benefits:

The purpose of the dental implants is to allow me have more functional artificial teeth. The implants provide support, anchorage, and retention for these teeth.  

Principal Risks and Complications:

I understand that some patients do not respond successfully to dental implants, and in such cases, the implant may be lost. Implant surgery may not be successful in providing artificial teeth. Because each patient’s condition is unique, long term success may not occur.

I understand that complications may result from the implant surgery, drugs and anesthetics. These complications include; post-surgical infection, bleeding, swelling, and pain, facial discoloration, possible numbness of the lower lip, tongue, teeth, chin, gums, jaw joint injuries, shrinkage of the gums during healing resulting in elongation of some teeth and greater spaces between some teeth.

Alternatives to Suggested Treatment:

Alternative treatments for these missing teeth include no treatment, bridges if the teeth are adequate and new removable dentures. However, continued wear of ill-fitting and loose removable partial dentures can result in further damage to the bone and soft tissues in the mouth. The same applies for bridges.

Necessary Follow-up and Self Care:

I understand that it is important for me to continue to have regular hygiene recalls. Implants, natural teeth and appliances have to be maintained daily in a, hygienic manner. Implants and appliances must also be examined periodically and may need to be adjusted. I understand that it is important for me to abide by the specific instructions given.

BONE AUGMENTATION (GRAFT) SURGERY

Proposed Treatment:_____________________________________

Three Types of Graft Procedures:

()Block Graft

Taking a block of bone from the back of my lower jaw or the front (chin) of my lower jaw 

()Particulate graft

Using a combination of autogenous bone, synthetic bone, and or acellular donor bone 

()Guided Tissue Regeneration

Using titanium mesh, gortex, collagen membrane and or acellular dermal donor tissue.

Dr. Wolanski has discussed the proposed surgery noted above, including the expected benefits and the alternatives to treatment, if any. I have also been advised of the associated potential complications of the proposed procedures including, but not limited to:  reaction or allergy to medications, bleeding, infection, swelling, pain, bruising, limited opening, numbness of the tongue, lips, or face, nausea.

I understand that I am to follow the oral and written instructions given to me, realizing failure to do so may result in less than optimum results of the procedure and that I am to present myself for post operative appointments as scheduled. 

No Warranty or Guarantee:

I acknowledge that no guarantee was given to me that the proposed treatment will be successful. There exists the risk of failure, additional treatment, or worsening my present condition, including the possible loss of certain teeth, despite the best of care.

Publication of Records:

I authorize photos or x-rays of my care and treatment, during or after its completion can be used for the advancement of dentistry and for reimbursement purposes with insurance. My identity will not be revealed to the general public without my permission.
X________________________ ___ (Patient)


X________________________   (Witness)

Date: ________________________



Date:______________________
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