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INFORMED CONSENT FOR DENTAL EXTRACTIONS 

 

I understand that there may be alternatives to the extraction of teeth and after the doctor=s explanation, I 

have chosen extraction. Alternatives to tooth removal include root canal therapy, extensive restoration, 

periodontal treatment, or crowns. I understand that removing teeth does not always remove existing 

infection and that further treatment may be deemed necessary.  

 

Extraction of teeth is an irreversible process and, whether routine or difficult, is a surgical procedure.  

As in any surgery, there are some risks despite all efforts to the contrary as a result of the extraction(s) 

which include but are not limited to: 

 

$ Allergic reaction to medications or anesthetics used 

 

$ Pain, swelling, infection, bruising, bleeding 

 

$ Stiffness of the nearby muscles 

 

$ Numbness 

 

$ Root tips may fracture and be left in place or could be displaced into the sinuses and/or spaces 

nearby 

 

$ Dry sockets, aspiration and/or swallowing of foreign objects 

 

$ Damage to adjacent teeth and/or restorations 

 

$ Bleeding during and after procedure.  Persistent oozing can be expected for several hours. 

 

Most procedures are routine and serious complications are not expected.  Those that do occur are most 

often minor and can be treated. 

 

This is my consent for the extraction, anesthetics, and x-rays to be taken for teeth #___________. 

 

I understand that the doctor may discover other or different conditions that may require additional or 

different procedures from those planned.  I authorize such other procedures as are deemed as necessary 

in my doctor’s professional judgment to complete my surgery. 

 

I have read and understand the above and have had all my questions answered to my satisfaction and I 

agree to proceed with the recommended extractions(s). 

 

___________________________________________________ ______________________________ 

Signature of patient, legal guardian or authorized representative Date 

 

___________________________________________________ ______________________________ 

Signature of witness       Date 

 
 

 

Alan F. Berdan D.M.D., P.C. 

Aesthetic Dental & Implant Center of Central Park South 


