
Christopher S. Mohr DDS PC 
2030 S. Federal Blvd. 

Denver, CO 80219 
 

General Consent 
 

 I, _________________________, consent to be a patient at the above named office and agree to a 
clinical dental examination. Any necessary radiographs, photographs, and/or study models may be taken as 
part of this examination. I have been made aware of the following inherent risks of any dental 
treatment and understand and consent to the following: 
 

1. Drug or chemical reaction.  Dental materials and medications may trigger allergic or 
sensitivity reactions. 

 
2. Long-term numbness (paresthesia).  Local anesthetic, or its administration, while almost 

always adequate to allow comfortable care, can result in transient, or in rare instances, 
permanent numbness. 

 
3. Muscle or joint tenderness.  Holding one’s mouth open can result in muscle or jaw joint 

tenderness, or in a predisposed patient, precipitate a TMJ disorder. 
 

4. Swallowing or inhaling small objects that may require further medical care. 
 

5. Sensitivity in teeth or gums, infection, or bleeding. 
 

6. I will provide a thorough and complete medical history, supply a full list of my medications 
with dosages, and consent to my dentist communicating with my other medical practitioners 
to inquire about any aspect of my health history.  

 
7. No guarantees can be made about treatment outcomes, restoration longevity, or prognoses. I 

understand that any branch of medicine, including dentistry, can involve unanticipated results. 
 

8. My treatment plan may change at any time and I will do my best to approach my dental care 
with optimism and open communication with my dentist, hygienist, and dental office staff. 

 
9.  I am welcome to ask questions about any aspects of my dental care and will request 

information if I am confused or need more information.  I am responsible for clarifying 
any aspects of my treatment that I am unsure about. 

 
 
I have read, understand , and consent to the statements on this page: 
 
Patient Signature ________________________________  Date_______ 
 
Parent’s Signature _______________________________  Date_______ 
(if minor patient) 
 


