Consent for treatment

I……………………………………… hereby give, Dr………………………….. consent to do the Fibre Reinforced treatment as discussed.  All relevant treatment options were discussed with me.

Terms and conditions:

· All repairs to the splint/bridge, necessary will be done free of charge during the first 12 months

· A regular visit (every 6 months) to the dentist for evaluation of the Splint/bridge is very important.

· Three monthly visits to the Oral Hygienist are strongly recommended.

· Daily oral hygiene maintenance of the splint/bridge, as demonstrated to the patients, can not be emphasized enough

Patients please be aware of the following:

During the first 48 hours after the Fibre reinforced composite treatment, you will experience

· A feeling of tightness because the teeth are bonded together.

· The saliva glands might produce more saliva because of the new foreign object on the teeth.

· The speech might be very slightly affected.

· Any rough or sharp edges or points must be reported to the dentist during the follow up appointment or before that.

· Smoking, Tea, Coffee, Red wine and some other foods and drinks may cause discoloration of the white filling material.  This can easily be corrected if it does occur.

· ………………………………………………………………………………………………….

…………………………………………………………………………………………………

…………………………………………………………………………………………………

…………………………………………………………………………………………………..

………………………………………………………………………………………………….

………………………………………………………………………………………………….

…………………………………………………………………………………………………

…………………………………………………………………………………………………

Signed by …………………………………………., on the …………day of ……………………200…

at the dental surgery in …………………..

