
 

 

INFORMED CONSENT FOR PERIODONTAL SURGERY 
 

I hereby authorize Family, Implant & Cosmetic Dentistry to perform periodontal surgery on my gums.  

 

I have been informed of the need for surgery, the details of the procedure have been explained to me and I 

fully understand them.  After the surgery, I expect a period of discomfort accompanied by some bleeding 

and pain.   

 

The following additional complications may occur: 

 

1. Swelling, infection, bruising 

2. Injury to nerves to the lip or tongue, causing numbness or altered sensation, which could possibly 

be permanent. 

3. Injury to teeth, fillings, or other restorations, or exposure of crown margins, possibly 

compromising esthetics. 

4. Inadvertent crown or bridge removal. 

5. Unusual reaction to medications given or prescribed. 

6. Trismus (jaw stiffness, inability to open). 

7. Increased tooth sensitivity, especially to sweets and cold. 

8. Increased clinical crown length (teeth appear longer). 

 

Refusal of surgery may increase the risk of complications, including, but not limited to pain, swelling, 

infection, bleeding and redness of the gums.  Loss of function, loss of supporting bone and loss of teeth 

may occur if surgery is not performed. 

 

I further understand that individual responses to treatment cannot be predicted, and that if I experience 

any unanticipated reactions following the surgery, I agree to report them to the office as soon as possible.  

 

I understand that the success of the recommended treatment depends upon my cooperation in keeping 

scheduled appointments, following home care instruction, including oral hygiene, dietary instructions, and 

reporting to the office any change in my health status. 

 

I acknowledge that no guarantees or assurances have been given by anyone as to the results that may be 

obtained. 

I have had the opportunity to discuss all of the above with the doctor, and all my questions have been 

answered. 

 

 ___________________________________________________     ______________________ 
    Patient Signature                         Date 

 

 


