




I (we) voluntarily request Dr. Goehring andior any dentist(s) working with him or designated as their assistant(s), to perform the following
treatment(s)iprocedure(s)isurgery: 

)6 sedationQ �Ira�sQ e�amQ fillings deep cleaningQ and e�tractions 

as previously explained to me, or other procedures deemed necessary or advisable to complete the planned operation. 

______ I understand that the purpose of the procedureisurgery is to treat and to possibly correct my diseased oral tissues. The doctor 
has advised me that if this condition persists without treatment or surgery, my present condition will probably worsen in time and the 
risks to my health include, but are not limited to the following: swelling, pain, infection, cyst formation, periodontal (gum) disease, 
dental decay malocclusion, pathologic fracture of the jaw, premature loss of teeth andior premature loss of bone. I have been 
informed of possible alternative methods of treatment, if any. Dr. Goehring has explained to me that there are certain inherent and 
potential risks in any treatment plan or procedure, and that in this specific instance such operative risks include, but are not limited to 
the following: 

_______1. Postoperative pain, discomfort and facial swelling that may necessitate several days of home 
recuperation. 
_______2. Postoperative bleeding that may be prolonged. 

_______3. Injury to adjacent teeth, crowns or fillings. 

_______4. Postoperative infection requiring additional treatment. 

_______5. Stretching of the corners of the mouth with resultant cracking andior bruising. 

_______6. Restricted mouth opening for several days or weeks. 

_______7. Decision to leave a small piece of root in the jaw when its removal would require extensive surgery. 

_______8. Breakage (fracture) of the jaw.

_______9. Injury to the nerve underlying the teeth resulting in numbness or tingling of the lip, chin, gums, cheek, teeth andior tongue on

the operated side; this may persist for several weeks, months, or I some instances, 

permanently. 

_______10. Opening of the sinus (a normal cavity situated above the upper teeth), requiring additional surgery. 

_______11. Need for additional surgical treatment. 

_______12. Bruising to the skin of the face, neck and intraoral soft tissues. 

_______13. Temporary or permanent pain, dysfunction of the jaw joint requiring additional treatment or therapy. 

_______14. Other______________________________________________________________________ 

_____ Even though anesthesia (general and local) and sedation (oral, inhalation and intravenous) involves additional risks for the 
protection from pain and discomfort during the operation, I consent to and request the administration of anesthesia andior sedation 
under the direction of Dr. Goehring and the use of such anesthesia andior sedation agents that he may deem advisable. 

_____Just as there are risks and hazards in continuing my present dental condition, uncorrected, there are also risks and hazards 
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attendant to the performance of the surgical andior diagnostic procedures planned for me. I realize that common side effects from the
anesthesia or sedation may include nausea, vomiting, drowsiness and fatigue. Though not a complete list, other less common hazards
may occur which include: allergic reactions, minor discomfort, and irritation to veins, blood clots, bruising of tissue, damage to vocal
cords, tooth injury, paralysis, blindness and even death. 

_____ Medications, drugs, anesthetics and prescriptions may cause drowsiness and lack of coordination, which can be increased by the
use of alcohol or any other drugs. Thus, I have been advised not to work or operate any vehicle, automobile, hazardous device or
participate in any activity requiring mental alertness while taking medications andior drugs, or until fully recovered from effects of the
same. I understand and agree not to operate any vehicle or hazardous device for at least 24 hours after my release from surgery or until
further recovered from the effects of the anesthetic medication and drugs that may have been given to me in the office or hospital for my
care. I agree not to drive myself home after surgery and will have a responsible adult drive me home after my discharge and monitor my
condition for a 24 hour period. 

_____If any unforeseen condition should arise in the course of the operation, calling for the doctor’s judgement or for procedures in
addition to or different from those now contemplated, I request and authorize the doctor to do whatever he may deem advisable. 

_____ No guarantee or assurance has been given to me that the proposed treatment will be curative andior successful to my complete
satisfaction. Because of the individual patient differences, there exists a risk of failure, relapse, selective retreatment or worsening of my
present condition despite the care provided. However, it is the doctor’s opinion that therapy would be helpful and that a worsening of my
condition would occur sooner without the recommended treatment. 

_____ I understand and agree that all tissue removed, including teeth, may be submitted to the pathologist for examination, and
authorize him or Dr. Goehring to dispose of such tissue at their discretion. 

_____I have had the opportunity to discuss my past medical and health history, including and serious problems andior injuries. 

_____I agree to cooperate completely with the recommendations of Dr. Goehring while under his care, realizing that any lack of same
could result in a less-than-optimal result. 

I certify that I have had an opportunity to read and fully understand the terms, words and explanations within the above consent to
operation; that all blanks or statements requiring insertion or completion were filled in; and that inapplicable paragraphs, if any, were
stricken before I signed. I also state that I read and write in English. 

___________________________________
PatientiParenti GuardianiProvider

___________________________________
Witness

___________________________________
Doctor

_____________________ 
Date 

______________________ 
Date 

______________________ 
Date 
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NOTICE OF HEALTH INFORMATION
PRACTICES ACKNOWLEDGEMENT FORM 

Goehring DenWal
PracWice Name 

ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Date 

ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Name of Patient 

ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Signature of PatientͬGuardianͬCaregiǀerͬProǀider 

The attached notice describes hoǁ medical information about Ǉou maǇ be used an disclosed and hoǁ Ǉou can
get access to this information͘ Please sign this coǀer sheet acknoǁledging receipt of the policǇ and return it to
the receptionist͘ Reǀieǁ the policǇ carefullǇ and let us knoǁ if Ǉou haǀe anǇ questions or requests͘ 

BǇ mǇ signature beloǁ͕ I acknoǁledge that I haǀe receiǀed the Notice of Health Information Practices of
Goehring Dental͘ I understand that the organiǌation reserǀes the right to change their notice and practice and
prior to implementation ǁill mail a copǇ of anǇ reǀised notice to the address I haǀe proǀided͘ I understand that I
haǀe the right to request restrictions as to hoǁ mǇ health information maǇ be used or disclosed and that the
organiǌation is not required to agree to the restrictions requested͘ I understand that I maǇ reǀoke tis consent in
ǁriting͕ eǆcept to the the eǆtent that the organiǌation has alreadǇ taken action in reliance thereon͘ 



MMMMMMMMMMMMMMMMMMMMMMMMMMMMMMMMMMMM
3ignature of 0atientlGuardianlCaregiver

MMMMMMMMMMMMMMMMMMMMMMMMMMMMMMMMMMMM
0rinted .ame 

MMMMMMMMMMMMMMM
Date 

By signing belowQ ) understand and have read the above statement and agree to its terms and
conditionsN 

All patients must be .0/ fnothing by mouthg for E hours prior to their appointment with no

exceptionN -eaningQ the patient is to have ./4().G 4/ EA4 E (/523 before their scheduled 

appointmentN )f the patient has not followed the dietary guidelines we will be unable to perform

the necessary treatment planned items and this appointment will be considered a broken 

appointment and a FEE /F �DB; will resultN )f you are unable to make your appointment and 

need to reschedule for any reason a AE hour notice is requiredN Any last minute changes in

your appointment can affect you as well as other patients and we reserve the right to charge a 

FEE of �DB; if the proper notice is not givenN )f you have any questions please call our office at 

(512)8�2-8822.

AA;D -anchaca 2dN AustinQ 48 DEDAB q fB>?gEF?IEE?? q infoHgoehringdentalNcom q goehringdentalNcom 
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The following is provided to inform patients of the choices and risks involved with having treatment under anesthesia. This information is not
presented to make patients apprehensive, but enable them to be better informed concerning their treatment. 

I hereby authorize and request Dr. Goehring and __________________________ to perform the anesthesia as previously explained to me, and 
any other procedures deemed necessary or advisable as a corollary to the planned anesthesia. I consent, authorize and request the 
administration of such anesthetic or anesthetics (local to general) by any route that is deemed suitable by the anesthesiologist, who is contracted 
through Eastern Medical Staffing. It is the understanding of the undersigned that the anesthesiologist will have full charge of the 
administration and maintenance of the anesthesia and this is an independent function from the surgery/dentistry. 

The most frequent side effects of any IV anesthesia are drowsiness, nausea/vomiting and phlebitis. Most patients remain drowsy or sleepy 
following their surgery for the remainder of the day. As a result, coordination and judgement will be impaired for as long as 24 hours. It is 
recommended that patients refrain from activities such as driving, and that children remain in the presence of a responsible adult during this 
time period. Nausea and vomiting following anesthesia will occur in 10-15% of patients. Phlebitis is a raised, tender, hardened, inflammatory 
response at the intravenous site. The inflammation usually resolves with local application of warm moist heat, however, tenderness and a hard 
lump may be present up to a year. 
I have been informed and understand that rarely there are complications of anesthesia including but not limited to: pain, hematoma, numbness, 
infection, swelling, bleeding, discoloration, nausea, vomiting, allergic reaction, pneumonia, stroke, brain damage, heart attack and death. I 
further understand and accept the risks that complications may require hospitalization. I have been made aware of the various risks associated 
with local anesthesia, conscious sedation and general anesthesia. Of these three, local anesthesia is usually considered to have the least risks 
and general anesthesia the greatest risk. However, it must be noted that local anesthesia sometimes is not appropriate for every patient and 
every procedure. 
I understand that anesthetics, medications and drugs may be harmful to the unborn child and may cause birth defects or spontaneous abortion. 
Recognizing these risks, I accept full responsibility for informing the anesthesiologist of the possibility of being pregnant or a confirmed 
pregnancy with the understanding that this will necessitate the postponement of the anesthesia. For the same reason I understand that I must 
inform the anesthesiologist if I am a nursing mother. 
Medications, drugs, anesthetics and prescriptions may cause drowsiness and lack of coordination which can be increased by the use of alcohol 
or other drugs. I have been advised not to operate any vehicle or hazardous device for at least 24 hours or longer until me or my child have 
recovered from the effects of the anesthetic, medications and drugs. I have been advised of the necessity of direct parental supervision of my 
child for 24 hours following anesthesia. 
I have been fully advised and completely understand that alternatives to sedation and general anesthesia. I accept the possible risks, side effects 
and dangers of anesthesia. I acknowledge the receipt of and understand that there is no warranty and no guarantee as to any result or cure. I 
have had the opportunity to ask questions about mine or my child’s anesthesia and I am satisfied with the information provided to me. It is also 
understood that the anesthesia services provided to me are completely independent from the operating dentist’s procedure. The anesthesiologist 
assumes no liability from the surgery/dentistry performed while under anesthesia and that the dentist assumes no liability from the anesthesia 
performed. 

Signed__________________________________ Printed Name_____________________________ 

Witness__________________________________ Date____________________________________ 
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