[bookmark: _GoBack]Ridge preservation/ridge augmentation surgery
Patient name_____________________________________________________ Date of birth ____________________
Gum disease, tooth fracture, abscesses and other dental conditions may cause severe bone loss around a tooth, requiring extraction of the tooth. When the tooth is extracted, healing occurs by a combination of “shrinkage” of the remaining extraction socket bone and some bone growth from the base of the extraction site. The result is often loss of bone where the tooth used to be and depression in the remaining ridge of bone. This is called a “deficient alveolar ridge.” 
A deficient alveolar ridge often has a negative impact on the success and longevity of dental implants or bridges. Ridge preservation surgery can help treat this condition, and increase the chance that a bridge or implant will be successful and last longer. The procedure involves: 
 _______________________________________________________________________________________________________. 
The recovery time varies from patient to patient but is typically about _______________________. 
After careful oral examination and study of my dental condition, the doctor has advised me that I might have deficient alveolar ridge for future implant or bridge placement. I understand that this deficient ridge will compromise implant/bridge placement and thus the health and longevity of the restoration. I also understand that a deficient ridge can continue to shrink without treatment.
In order to treat this condition, the doctor has recommended that my treatment include ridge preservation surgery prior to the placement of my dental bridge or implant. 
Please initial each paragraph after reading. If you have any questions, please ask your doctor BEFORE initialing. 
You have the right to be informed about your diagnosis and planned surgery so that you can decide whether to have a procedure or not, after knowing the risks and benefits. 
______1. I have been informed of possible alternate methods of treatment (if any) including: 
________________________________________________________________________________________________________
________________________________________________________________________________________________________
______ 2. I understand that these alternate forms of treatment, or no treatment at all, are                     options. The risks of those options have been presented to me. 


_______3. My doctor has explained to me that there are certain risks and side effects associated with my proposed treatment and, in this specific instance, they include, but are not limited to: 
________ a. Post-operative discomfort, bruising, and swelling. 
________ b. Prolonged or heavy bleeding that may need treatment. 
________ c. An infection that might affect the new bone graft and need further treatment. 
________ d. The graft might not join together with the natural bone. There could be other       reasons that the bone graft might be lost. 
________ e. To add to the bone graft, natural pieces of donor bone, or other kinds of synthetic bone are often packed around the bone graft. These pieces might also lose their vitality and be lost. Sometimes this happens over some period of time. 
________ f. Biologic or synthetic membranes or mesh are often used to contain and protect the graft. Some may need a second procedure to remove them; or some may be unexpectedly lost. If so, the graft may be adversely affected. 
________ g. Allergic reactions (previously unknown) to any medicines or materials used in treatment.
________ h. General treatment failures. 
________ i. [List additional symptoms relevant to particular patient and procedure]
________ 4. I understand that I need to have the dental implant(s) put in when the graft is ready. If too much time passes, the bone graft may resorb (“melt away”) and there won’t be enough bone into which an implant can be placed. 
For _______ months following the surgery, I agree not to smoke, fly in an airplane or helicopter, or do any skydiving or scuba diving where sinus pressure changes occur. I understand that these activities can compromise grafting and affect success rates and have a higher risk of infection. 
I understand that the following additional steps should be taken after the surgery to promote healing: _________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________.
	
I understand that I can contact the doctor’s office at any time following my surgery if I have questions or concerns. I understand that I can come into the office to be examined at no charge if I think I think I have an infection or am experiencing any other troubling symptoms after the surgery. However, I understand that I will be responsible for the cost of any treatment necessitated by complications from the surgery beyond a post-operative exam.  
I have had the opportunity to ask questions and receive answers to and explanations for all questions about my medical condition, contemplated alternative treatment and procedures, and potential complications of the contemplated and alternative treatments and procedures, prior to signing this form. 


__________________________________________________________________________  ____________________________
Patient/guardian signature                                                                           Date

__________________________________________________________________________  ____________________________
Dentist signature							    Date
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