CONSENT FOR THE CHAO PINHOLE SURGICAL TECHNIQUE™ (PST)

Nelson & Lowy, PSC

Diagnosis: After a careful oral examination and study of my dental condition, my periodontist has
advised me that | have significant gum recession. | understand that with this condition, further recession
of the gum may occur which could lead to premature tooth loss. Additionally, faifillings at the gum line,

it is important to have sufficient width of attached gum to withstand the irritatio used by the fillings

or edges. Sufficient width of attached gum is also necessary to withstand th forces of tooth

brushing and food.

depending on the number of teeth treated. Specially i ad to gently loosen
and drape the gum tissues over the exposed recessed oth. able collagen will them
be placed in the pinholes to increase the widt ( i in place. Unforeseen
circumstances may call for change from th i . se may include, but are not
limited to: inclusion of additional teeth not*ri i n of the procedure prior to

Expected Benefits: The purpose eate a widened zone of attached gum

tissue adequate to reduc gum recession and to cover exposed root surfaces
in order to enhance the app sum line and to prevent/treat root sensitivity or

root decay.

Principal Risks
but not limited tt

procedure if the surgery is not satisfactory.

Complications from PST may include but are not limited to: bleeding, bruising and swelling, pain,
infection, transient or even permanent tooth sensitivity, temporary or even permanent numbness of the
lips, chin and gumes, allergic reactions and accidental swallowing of foreign matter. The exact duration of
any complications cannot be determined and they may be irreversible. To my knowledge | have
reported to the periodontist any prior drug reactions, allergies, diseases, symptoms, habits or conditions
which might in any way relate to this surgical procedure. | understand that my diligence in providing the



personal daily care recommended by my periodontist and taking all prescribed medications is important
to the ultimate success of the procedure.

Alternatives to Suggested Treatment: My periodontist has explained alternative treatments for my gum
recession and modifications of techniques for brushing my teeth.

Necessary Follow-up Care and Self-Care: | understand that it is important for me to continue to see my
regular dentist. | recognize that natural teeth and their artificial replacements should be maintained

daily in a clean, hygienic manner. | will need to come for appointments after my@urgery so that my

healing may be monitored and so that my periodontist can evaluate and report onithe outcome of the
PST. | know that it is important to abide by the specific prescriptions and ins i iven by the

periodontist and to see my periodontist and dentist for periodic exa

No Warranty or Guarantee: | hereby acknowledge that no gua has been
given to me that the proposed treatment will be successful. | ~ atment should provide
benefit in reducing the cause of my condition and shoul i which will help me

Use of Records: | authorize photos, slides; i my care and treatment during
or after its completion to be used fo

PATIENT CONSENT:

| have been fully informed o ocedure to be utilized, the risks and benefits or
PST, the alternati

opportunity to

the necessity of follow-up and self-care. | have had an
connection with the treatment and to discuss my

concerns with ugh deliberation, | hereby consent to the performance of PST

Date Patient name

Parent/guardian name if applicable

Signature of patient or parent/guardian




