
 Pioneer Health Dental 
 

 

Implant Consent Form 
 

 

Patient Name: ________________________          Patient DOB: _________________________ 

I hereby authorise Dr ______________________________ to the procedure(s) of _______________________ 

__________________________________________________________________________________________________ 

 

I have been informed of the alternative methods of treatment available for replacing the missing 

tooth/teeth. These include removable partial dentures or fixed bridges where appropriate. I am 

aware of the advantages and disadvantages of these alternatives. 

 

I am also aware of the consequences of not having any treatment at all. 

 

I am satisfied that I fully understand the nature and the purpose of the implant procedure. 

 

I am aware that the treatment planning has been offered based on the periodontist’s/dentist’s 

best diagnostic knowledge. However, additional procedure(s) with additional cost may be required 

during the surgery for unforeseen reasons. 

 

I have been informed of the possible risks and complications involved with the procedure. Such 

complications include, but are not limited to: 

+ Discomfort 

+ Swelling 

+ Discoloration and bruising 

+ Numbness of the lip, tongue and chin 

+ Sinus penetration 

+ Delayed healing 

 

I agree to follow the recommended post-operative instructions which may include antiseptic 

mouth rinses, antibiotics and suture removal approximately one week following the surgical 

procedure. 

 

I am aware that further restorative treatment will be necessary following the surgical phase of the 

implant treatment, and that this restorative treatment is normally carried out by a dentist or 

prosthodontist who is trained in these restorative procedures. 

 

I have been informed that in some cases dental implants fail and may need to be removed. 

Implants failure may be: 

1. Immediate: during or immediately following surgery 

2. Early: three to six months following surgery 

3. Delayed: after restoring the implant(s) 

 

The risk of implant failure is influenced by smoking, oral hygiene, periodontal disease, excessive 

loading and certain systemic diseases. 



I understand that ongoing implant maintenance is important to minimise the risk of implant 

failure. 

Anterior implants (if applicable): I understand that the implant placement is planned with the 

intention to achieve the best cosmetic outcomes possible. This however may not always be 

achievable. Compromised cosmetic results include but are not limited to thread exposure and 

imperfect/unsatisfactory/inadequate crown dimensions. 

 

I agree that if any member of staff associated with my treatment is inadvertently inoculated with 

my blood, I consent to confidential HIV and/or Hepatitis testing. 

 

To the best of my knowledge I have given an accurate report of my physical and mental health 

and I acknowledge I have had every opportunity to discuss with the periodontist/dentist any 

questions I have relating to this procedure. 

 

I understand that I have the right to change my mind at any time before the procedure is 

undertaken, including after I have signed this form. I understand that I must inform the 

periodontist/dentist if this occurs. 

 

Others ___________________________________________________________________________________________ 

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

_______________________________________________________________________________________ 

 

 

 

    Patient Signature ______________________________________           Date _________________________ 

 

 

    Witness Signature _____________________________________           Date _________________________ 
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