
CONSENT FOR GUM GRAFT SURGERY 

I have been informed of the nature, benefits and risks of the gum graft procedure and afforded the time to understand 
what has to be done. 

I am aware that Dr._____________________________ is a general dentist and this procedure can be completed by a 
specialist.  A referral to a specialist (periodontist) has been offered.  I elect Dr._____________________________ to com-
plete the __________________________ for me. 

• I have a defect in the amount, position or location of attaché/keratinized gum tissue in the following area (s): 
______________________     ______________________     _______________________     ______________________ 

• I understand that gum and or connective tissue will be removed from the following area (s):         
________________________________________________________________________________________________ 

• Alternatively, artificial gum tissue may be utilised for the following reason: 
_________________________________________________________________________________________________ 

• The piece of tissue removed will be secured to the deficient area with sutures, glue and or packing.  Sutures, packing 
or a protective mouthguard will be placed over the donor site. 

• I understand that the procedure may be successful, partially successful or not work at all. 
• If partially successful the procedure to correct the deficiency may be more extensive than the original procedure and 

will be responsible for the fee for this treatment.  If the procedure is not successful my tissues may be in worse condi-
tion than prior to the procedure being performed.  The procedure to correct the condition may be more extensive or 
may require multiple surgeries to correct and the fee is my responsibility. 

As this is a surgical procedure it is expected that there will be: 
1. Post-operative pain and discomfort, which should be controlled with    analgesics.  The nature and duration 

of this pain is variable according to each individual.  In general it is expected that if gum is harvested from 
the roof of the mouth that this area will be sore for a few days to a few weeks.  This can result in difficulty 
eating and speaking. 

2. Infection can occur with any surgical procedure and is normally controlled with oral antibiotics.  In severe 
cases an intravenous antibiotic may be required.  Infections are exacerbated with smoking and poor oral 
hygiene. 

3. Swelling and bruising can occur around the surgical site and generally will disappear within a few days. 
4. It is normal to expect some slight bleeding for 1-2 days.  If the bleeding is severe please contact the office 

right away. 
5. Transient and on occasional permanent numbness of the jaw, lip, tongue, teeth, chin, cheek and gums can 

occur if nerve damage occurs to the soft tissues. 

Due to the nature of the surgery it is expected that you will rest, take medications as prescribed and not disturb the sur-
gical site(s).  If you do not follow postoperative instructions the overall success of the surgery will decrease. 
The fee for the surgery is ___________________________.  Unforeseen individual surgical conditions may warrant mod-
ification of the proposed surgical procedure and fee. 

I consent to the gum graft procedure; 

Name ____________________________________________________   Date _____________________ 
Witness __________________________________________________    Date ______________________  
Dentist ___________________________________________________   Date ______________________


