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J.D. “Pete” Swan II, D.D.S. 
Endodontic Patient Consent 

I, ________________________________, have agreed to have a nerve treatment as described by        Dr. Swan, performed on tooth # ______. I have been informed of possible complications involved with this procedure. These include, but are not limited to:
1. Separated instruments in canals
2. Post-operative swelling and soreness
3. Perforation through the root

[bookmark: _GoBack]I understand that a nerve treatment is a very successful treatment, however it is a biological procedure and cannot be guaranteed. If successful, the tooth in question might require retreatment or even a surgical endodontic procedure.


Patient Signature							Date
	

Patient Signature (if minor)						Date
 

Witness Signature 							Date
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