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ACCRÉDITATION SANS FRONTIÈRES · ISO 9001 READY
General Informed Consent Form
Form · DENT-CONSENT-01-F01-EN
	Organization:
	[ORGANIZATION NAME]
	Date:
	_______________

	Department:
	_______________________
	Completed by:
	_______________



Patient
	Patient full name
	 

	Date of birth
	 

	Patient ID
	 

	Treating clinician
	 

	Interpreter used (name / language) — or N/A
	 



Proposed Treatment
	Diagnosis / reason for treatment (plain language)
	 

	Proposed procedure(s) and tooth/teeth
	 

	Anaesthesia / sedation planned
	 

	Number of visits expected
	 

	Estimated cost (attach written estimate)
	 



Risks Discussed — tick each that was explained
☐  Pain, swelling, bruising after treatment
☐  Infection requiring further treatment
☐  Bleeding, including prolonged bleeding if on blood thinners
☐  Damage to adjacent teeth, fillings, or restorations
☐  Nerve injury: numbness or altered sensation of lip, chin, or tongue — may be temporary or permanent (lower molar extractions, implants)
☐  Sinus involvement (upper molar extractions, implants)
☐  Failure of treatment; need for repeat or alternative treatment
☐  Reaction to local anaesthetic or medications
☐  Dry socket after extraction
☐  Root fracture / retained root fragment
☐  Other (specify): ______________________

Alternatives Discussed
☐  No treatment, and what is likely to happen
☐  Alternative treatment(s) discussed: ______________________
☐  Referral to a specialist

Patient Understanding (teach-back)
	What will be done
	 

	Main risk named by patient
	 

	Questions asked by patient and answers given
	 


Clinician asks: 'To be sure I explained it well, can you tell me in your own words what we will do and what the main risk is?'
Patient's own words (recorded by clinician):

Declaration
I confirm that the treatment, its risks, benefits, and alternatives have been explained to me in a language I understand; that I have had the opportunity to ask questions and they were answered; that I understand I can withdraw consent at any time; and that I have received a copy of this form and the written estimate.
☐  I consent to the treatment described above.    ☐  I do NOT consent / wish to consider further.

Signatures
	Role
	Name (print)
	Signature
	Date

	Patient (or legal representative — relationship: ________)
	
	
	

	Treating clinician
	
	
	

	Interpreter (if used)
	
	
	

	Witness (if required)
	
	
	



	Completed by (signature):
	________________
	Date: ________

	Reviewed by:
	________________
	Date: ________
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