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___________________________________________________________

      Dr. Robert Wolanski
ORAL/PERIODONTAL SURGERY
I understand that an oral surgery procedure has been recommended. This may involve cutting of the gums with possible bone and/or tooth removal.

The purpose of these procedures has been explained by Dr. Wolanski.

Principal Risks and Complications:

I understand that complications may result from the oral surgery, drugs and anesthetics. These complications include, but are not limited to, post-surgical infection, bleeding, swelling, and pain, facial discoloration, possible numbness of the lower lip, jaw joint injuries, transient but on occasion permanent tooth looseness, tooth sensitivity to hot, cold, shrinkage of the gums during healing resulting in elongation of some teeth and greater spaces between some teeth, temporary cracking or bruising of the corners of the mouth, restricted ability to open mouth for several days, allergic reactions. The exact duration of any complication cannot be determined, and may be irreversible.

Alternatives to Suggested Treatment:

Alternative treatments include no treatment which may result in damage or further loss or soft and hard tissue within the mouth.

Necessary Follow-up and Self Care:

I understand that it is important for me to continue to have regular hygiene appointments.  I understand that it is important for me to abide by the specific prescriptions and instructions.

No Warranty or Guarantee:

I hereby acknowledge that no guarantee, warranty or assurances have been given to me that the proposed treatment will be successful. Due to individual patient differences, a Dentist cannot predict certainty of success. 

Publication of Records:

I authorize photos, slides, x-rays or any other viewing 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 however, without my permission.
X________________________ ___ (Patient)


X________________________   (Witness)
Date: ________________________



Date:______________________
 #7-4800 Island Highway North ▪ Nanaimo, B.C., V9T 1W6
_______________________________________________________________

250-756-1300   
   lakesidedental@telus.net
         www.lakesidedentalclinic.ca































































