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DENTAL EXTRACTION CONSENT FORM
FRFHREE

| hereby authorize my dentist to administer
anesthetics as deemed necessary and to perform the following surgery:

RANIRIER LHIR T B BRI T 7 F L AA AR TS TR B R RERZE:

| realize that complications resulting from surgery do occasionally arise. Some such operative
and post-operative complications are, but are not limited to:
AANBRBFMNBEAG SIREHEE. FHRFRENFEESTEIERIRR) TIEMR:

e Pain; bleeding; bruising of tissue (discoloration); swelling; infections; dry socket;
permanent numbness or partial numbness; tingling or burning of lips, chin, tongue and
tissue; changes in speech; and taste loss.

&, mi; ORABERE (Be) ; BEiR; B; #EE; REASGEEHNERRHE
BRB; T3E. B TEANRISIENRE; MAREMLUERE; KREREE.
e Maxillary sinus infection, opening into maxillary sinus requiring repair, inflammation.
SHERY. EEFRFEBRE. B

e Fracture of jaw, fracture of adjacent teeth and fillings, and removal of adjacent crown.
All may require further treatment.

FREEZ . BN TENETIERIER. EET ARG, ELEBATREZRE
AT

e Pain in temporomandibular joint (TMJ) and/or change in bite.
RASHBAGNR TR R/ A e E MUERE.

e Small root tips may be left, should their removal cause greater injury. For example, root
tips near nerves that, if removed, may increase chances of numbness or alter feeling of
lip, chin and tongue.

RIEMEEFARET T ATt ZEB T, HARTEHFEARE LT, B\ &MAK
g,

e Side effects resulting from the use of certain medications, including but not limited to
bisphosphonates such as Fosamax; anticoagulants such as Coumadin; blood thinners;
etc.

FERARLEYRERENER, SFENIRNEREREIEEY), WEEX (Fosamax) ;
PUEEMEE, NFESEMK (Coumadin) ; MMiRFETES]; Z.
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| will follow the instructions of my dentist to take medications as needed. Since some
medications may cause drowsiness and lack of awareness or coordination, | must not operate
a vehicle or machinery for 24 hours following surgery.

AANGKBEEIERRE, ARRELEEYTER RS, HENE, SUTEIN R, AAE
FHET I NEFNT ek E S RS .

| understand that my doctor will explain any of these complications should | wish further
information and there is no guarantee or warranty as to any result or cure. | further
acknowledge the receipt of and understand the post-operative instructions.
AABBMRAANETHRELZER, BE IR THERGFEERARABEFARERE. KAH
R REAIERFNAERBIRFER . RANE—SHEDRETE THRFHENER.
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