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COMPTON DENTAL

Informed Consent Form for General Dental Procedures

You the patient have the right to accept or reject dental treatment recommended by your dentist. Prior to
consenting to treatment, you should carefully consider the anticipated benefits and commonly known
risks of the recommended procedure, alternative treatments, or the option of no treatment.

Please do not consent to treatment unless and until you discuss potential benefits, risks, and complications

with your dentist and all of your questions are answered. By consenting to treatment, you acknowledge

your willingness to accept known risks and complications, no matter how slight the probability of
occurrence.

It is very important that you provide your dentist with accurate information before, during and after
treatment. It is equally important that you follow your dentist’s advice and recommendations regarding
medication, pre and post treatment instructions, referrals to other dentists or specialists, and return for
scheduled appointments. If you fail to follow the advice of your dentist, you may increase the chances of
a poor outcome.,

If you are a woman on oral birth control medication you must consider the fact that antibiotics might
make oral birth control less effective. Please consult with your physician before relying on oral birth
control medication if your dentist prescribes, or if you are taking antibiotics.

1. EXAMINATION AND X-RAYS

| understand that the initial visit may require radiographs in order to complete the examination,
diagnosis, and treatment plan.

2. DRUGS, MEDICATION, AND SEDATION

| have been informed and understand that antibiotic, analgesics, and other medications can cause allergic
reactions causing redness, swelling of tissues, pain, itching, vomiting, and/or anaphylactic shock (severe
allergic reaction). They may cause drowsiness and a lack of awareness and coordination, which can be
increased by the use of alcohol or other drugs. | understand and fully agree not to operate any vehicle or
nazardous device for at least 12 hours or until fully recovered from the effects of the anesthetic
medication and drugs that may have been given me in the office for my treatment. | understand that

failure to take medications prescribed for me in the manner prescribed may offer risks of continued or
aggravated infection, pain, and potential resistance 1o effect treatment of my condition. | understand that
antibiotics can reduce the effectiveness of oral contraceptives.

3, CHANGES IN TREATMENT PLAN

| understand that during treatment, it may be necessary to change or add procedures because found while
working on teeth that were not discovered during the initial examination, the most common being root
canal therapy following routine restorative procedures. | give my permission to the Dentist to make any or
all changes and additions as necessary.

4. TEMPOROMANDIBULAR JOINT DYSFUNCTIONS (TV))

| understand that symptoms of popping, clicking, locking and pain can intensify or develop in the joint of

the lower (near the ear) subsequent to routine dental treatment wherein the mouth is held in the open
nosition. However, symptoms of TMJ associated with dental treatment are usually temporary in nature

and well tolerated by most patients. | understand that should the need for treatment arise, | will be referred
to a specialist for treatment, the cost of which is my responsibility.

5, FILLINGS AND RESTORATIONS .
| understand that care must be exercised in chewing on the new filling during the first 24 hours to avoid
breakage, and tooth sensitivity is a common after-effect of a newly placed filling.

6. REMOVAL OF TEETH (EXTRACTION)

An alternative to removal has been explained to me (root canal therapy, crowns, periodontal surgery, etc.)
and | authorize the Dentist to remove the following teeth and any others necessary for the reasons in
paragraph #3. 1 understand removing teeth does not always remove all infection if present and it may be
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necessary to have further treatment. | understand the r'isks involved in having teeth removed, some of
which are pain, swelling, and spread of Infection, dry socket, l0ss of feeling in my teeth, lips, tongue, and
surrounding tissue (paresthesia) that can last for a period of time or a fractured Jaw. l understand | may

need further treatment by a specialist or even hospitalization if complications arise during or following
treatment, the cost of which is my responsibility.

7. CROWNS, BRIDGES, VENEERS, AND BONDING

l understand that sometimes it is not possible to match the color of natural teeth exactly with artificial
teeth. | further understand that | may be wearing temporary crowns, which may come off easily and that |
must be careful to ensure that they are kept on until the permanent crowns are delivered. | realized that the
final opportunity to make changes in my new crowns, bridge or veneer (including shape, fit, size,

placement, and color) will be done before cementation. It explained to me that, in very few cases,

cosmetic procedures may result in the need for future root canal treatment, which cannot always be

predicted or anticipated. | understand that cosmetic procedures may affect tooth surfaces and may require
modification of daily cleaning procedures.

8. DENTURES - COMPLETE OR PARTIAL

| realize that full or partial dentures are artificial, constructed of plastic, metal and or porcelain.

The potential problems of wearing those appliances have been explained to me, including looseness,
soreness, and possible breakage. | realize the final opportunity to make changes in my new denture
(including shape, fit, size, placement, and color) will be “teeth in wax” try-in visit. | understand that most

dentures require relining approximately three to twelve months after. The cost of this procedure is not the
initial denture fee.

9. ENDODONTIC TREATMENT (ROOT CANAL)

| realize there is no guarantee that root canal treatment will save my tooth and those complications can
occur from the treatment and that occasionally posts are cemented in the tooth, or extend through the root,
which does not necessarily affect the success of the treatment. | understand that occasionally additional
surgical procedures may be necessary following root canal treatment (apicoectomy).

10. PERIODONTAL TREATMENT
| understand that | have a serious condition causing gum inflammation and/or bone loss and that it can

lead to the loss of my teeth. Alternative treatment plans have been explained to me, including nonsurgical cleaning, gum surgery
and/or extractions. | understand the success of treatment depends in part

on my efforts to brush and floss daily, receive regular cleaning as directed, following a healthy diet, avoid
tobacco products and follow other recommendations.

CONSENT: | understand that dentistry is not an exact science, therefore: reputable parishioners cannot
properly guarantee results. | acknowledge that no guarantee or assurance has been made by anyone
regarding the dental treatment which | have requested and authorized. | understand that each Dentist is an
individual practitioner and is individually responsible for the dental care rendered to me. | also understand
that no other Dentist other than the treating Dentist is responsible for my dental treatment.

This form is intended to provide you with an overview of potential risks and complications. Do not sign

this form or agree to treatment until you have read, understood, and accepted each paragraph stated
above, Please discuss the potential benefits, risks, and complications of recommended treatment with your
dentist. Be certain your dentist has addressed all of your concerns to your satisfaction before commencing
treatment.

Patient Signature and Date:

Print Patient Name:

Parent/Legal Guardian Name and Date:
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COMPTON DENTAL

Patient Photo Release Form

| , hereby authorize Compton Dental Family and Cosmetic Dentistry, or any of their assignees to take
photographs, slides, and videos of my teeth, jaws, and face. | understand that the photographs, slides, and videos will be used as a record of my care, and
may be used for communication with other health care professionals, educational publications (dental journals), and educational lectures. The content may
also be used for advertising purposes (including website publication, Facebook posts, etc.)

| further understand that if the photographs, slides, and videos are used in any publication or as part of a demonstration, my identifying information (first
name only) could be used unless stated differently below. | do not expect compensation, financial or otherwise, for the use of these photographs. If I am
signing this form for my child/minor whom | am legally responsible for, | also give authorization to Compton Dental to use my child/minor’s photograph,
slide, or video in the same situations as stated above. If | wish to revoke this consent, | may do so in writing.

If declining this consent, leave blank.

Please initial one option:

| do not mind if my photographs are used in any of the above stated situations
| only agree to have my teeth shown without any identifying features.
Decline all

Reschedule Policy

Thank you for choosing Compton Dental Famil Cosmetic Dentistry. Trying to accommodate every patient’s individual needs and
work schedule can be difficult, but we always try to do our best. We work very hard to stay on schedule so that our patient's wait time

is as minimal as possible.
A scheduled appointment is a commitment of time between you and our practice. We have reserved that time just for you. When
appointments are missed, canceled, or rescheduled, that time is permanently lost.
We ask when you schedule an appointment that you keep your commitment.
In order to provide the highest quality services to our patients, we have enforced a Reschedule Policy.
Please review the following agreement and sign the appropriate line, indicating that you understand this policy.

As a patient or guardian for a patient receiving services from Compton Dental Family and Cosmetic Dentistry, I understand the following:

1. Iam responsible for canceling appointments within 48 hours prior to my scheduled appointment

time.

2. Should I fail to attend my appointment, reschedule or cancel within a 48-hour period, I will be charged

a $50.00 fee.
3. Compton Dental Family and Cosmetic Dentistry reserves the right to release any patient due to

excessive tardiness, missed or rescheduled appointments.

Patient Name

Parent/Guardian Signature Date
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COMPTON DENTAL

HIPAA Consent
1he Health Information Portability and Accountability Act of 1996 (HIPPA) is a federal program that requires that all
medical records and other individually identifiable health information used or disclosed by us in any form, whether
clectronically, on paper, or orally, are kept properly confidential. The Act gives you, the patient, significant new rights
to.undcrstand and control how your health information is used. HIPAA provides penalties for covered entities that
misuse personal health information. As required by
HIPAA, we have prepared and explanation of how we are required to maintain the privacy of health information and

how we may use and disclose your health information. If you would like a copy of the HIPAA Privacy Policy, please
notify someone at the front desk to assist you.

I have read and understand the policy of Dr. Compton’s HIPAA Consent

Insurance Policy

— B

As a courtesy to our patients, we do file your insurance for you. However, it must be stressed that your insurance is a
contract between you, your employer and the insurance company. We are not a third party to this contract
unless you are a member of a PPO group in which Dr. Compton participates. In such cases, we will handle your claims
according to our agreement with the insurance company, if one exists. While we will do our best to help you receive your
maximum benefits, we will not become involved in disputes between you and your insurance company regarding covered charges,
secondary insurance, reasonable and customary determinations, etc. Not all services are covered by your plan and every plan is
different. If you have questions about your benefits, please call your insurance company. It would be helpful for you
to know your anniversary date, annual deductible and annual maximum, coverage percentages, and any wait periods.

You are expected to pay the estimated portion of your fee before being seated at the time services are rendered.
However, this is only an estimate. If there is any difference after your insurance pays, we will send you a statement.

You are responsible for the timely payment of your account. If your insurance company has not paid your claim in full within 60
days, the balance and all follow-up with the insurance company becomes your responsibility. As a reminder, after 9o days we
assign all accounts to a collection agency for processing.

I hereby authorize payment of dental benefits otherwise payable to me to be paid directly to Dr. Alex K
Compton, D.M.D furthermore; I realize that I am ultimately responsible for payment.

MAJOR RESTORATIVE WARRANTY

Crowns, bridges and partials done at Compton Dental have a five-year warranty from PREP date, provided they are seated

within two months of impression date. If not seated within eight weeks of IMPRESSION date, there will be a $300 charge per
unit to re-prep each tooth. | also understand that | must come in for routine continuing care (CLEANING) visits at least every
six months or what my dental health care professional deems necessary for appropriate long-term maintenance of my oral
health and maintenance of any major restorative procedure performed by Compton Dental. It is imperative that the patient

remain in a temporary unit until the seat date. If for any reason the temporary should come off, the patient must contact our
office as soon as possible to have it recemented in a timely manner.
Failure to comply will result in LOSS OF WARRANTY.

SIGNATURE: DATE:




