
Children’s Dental Sedation Center 

Sedation Record (Pre-Op) 
 

 

PATIENT SELECTION CRITERIA DATE:    

Patient:  DOB:   ___M __   F Age:  yr   Weight  _LB 

Physician:    
 

Indication for Sedation: Fearful/anxious patient for whom basic behavior guidance techniques have not been successful 
 

     Patient unable to cooperate due to lack of psychological or emotional maturity &/or mental, physical, or medical 
disability 

 
     To protect patient’s developing psyche and reduce possible psychological trauma 

 
     To guard the patient’s safety and welfare 

 
Medical history/review of systems (ROS)  

 NONE YES 

Allergies &/or previous adverse drug reactions       

Current medications (including OTC)       

Relevant diseases, physical/neurologic impairment       

Previous sedation/general anesthetics       

Snoring, obstructive sleep apnea, mouth breathing       

Other significant findings (e.g. family history)       

 
Describe positive findings:    

 
 

 
 

ASA classification:  I   II   III*  IV*  E *Medical consultation indicated?  NO  YES 
 

Date requested:    

 

Comments:    

 
 

 

Airway Assessment: 
YES NO Tonsil Classification:  0  1+  2+  3+  4+ 

Obesity       

 
 

When the child is given liquid medicine does the swallow? 
( ) only if forced 
( ) with some convincing 
( ) willingly 

 
Mallampati:  1  2  3  4   

 

Is this patient a candidate for in-office sedation?   YES   NO 

 
Doctor’s Signature:   Date:    
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Preparing for your Child’s Oral Conscious Sedation Visit 

 

Patient  DOB   
 

We have recommended sedation for your child’s safety and comfort during dental procedures. 

Sedation can help increase cooperation and reduce anxiety and/or discomfort associated with dental 

treatment. Various medications can be used to sedate your child. Medicines will be selected based 

upon your child’s overall health, level of anxiety, dental treatment, and your operating dentist. Once 

the medications have been administered, it may take 20 minutes to an hour before your child shows 

signs of sedation and is ready for dental treatment. Most children become relaxed and/or drowsy and 

may drift into a light sleep from which they can be aroused easily. Unlike general anesthesia, oral 

conscious sedation is not intended to make a patient unconscious or unresponsive. Some children may 

not experience relaxation but an opposite reaction such as agitation or crying. These are also common 

responses to the medicines and may prevent us from completing the dental procedures. In any case, 

our staff will observe your child’s response to the medications and provide assistance as needed. 

 

You, as parent/ legal guardian, play a key role in your child’s dental care. Children often perceive a 

parent’s anxiety, which makes them more fearful. They tolerate procedures best when their parents 

understand what to expect and prepare them for the experience. If you have questions about the 

sedation process, please ask. As you become more confident, so will your child. 

 

For your child’s safety, you must follow the instructions below. 

Prior to your child’s sedation appointment: 

• Please notify our office of any changes in your child’s health and/or medical condition.  

Fever, ear infection, nasal or chest congestion, or recent head trauma could place your child at risk for 

complications. Should your child become ill just prior to a sedation appointment, contact our office to 

see if it is necessary to postpone your sedation appointment. 

• Tell us about any prescribed, over-the-counter, or herbal medications your child is taking. 

Check with us to see if routine medications should be taken the day of sedation. Also, report any 

allergies or reactions to medications that your child has experienced. 

• Food and liquids must be restricted in the hours prior to sedation. Fasting decreases the risk of 

vomiting and aspirating stomach contents into the lungs, a potential life-threatening problem. Do not 

bring food or drink into the office with you. We will not proceed with sedation if you do not 

comply with the following requirements. 

 

MOST IMPORTANT!!!!!! Do not give your child any food or drink (not even water) for at least 

8 hours before the scheduled appointment unless otherwise advised. If your child begins   to 

vomit during the appointment and has eaten food, we will be unable to complete treatment 

scheduled and your child risks hospitalization following their sedation. 

• Dress your child in loose fitting, comfortable clothing and remove any nail or toe polish.  

This will allow us to place monitors that evaluate your child’s response to the medications and help 

ensure your child’s safety. These monitors measure effects of your child’s breathing, heart rate, and 

blood pressure. 

• Try not to bring other children to this appointment so you can focus your attention on your 

child undergoing the sedation. 
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• If you will be traveling home by automobile or if you must bring any other children with you 

to this appointment, it is preferable to have 2 adults accompany the patient home. On the way home, 

one individual should be able to observe the child’s breathing without and distractions, especially if 

the patient falls asleep while in the car or safety seat. 

 

During the Sedation Appointment: 

• When the sedative medications are administered before your child is taken to the treatment 

room, we will ask you to watch your child closely as he/she may become sleepy, dizzy, unsteady, 

uncoordinated, or irritable. You will need to remain next to your child to prevent injuries that may 

occur from stumbling/falling. Keeping your child calm but distracted from the unfamiliar 

surroundings is often helpful. 

• You, as the child’s parent/legal guardian, must remain at the office throughout the sedation 

appointment. You may not leave the office for any reason. 

• The doctor and staff will evaluate your child’s health status before he/she will be discharged 

to go home. Children recover from the effects of sedatives at different rates, so be prepared to remain 

at the office until the doctor has determined your child is stable and the after-effects are minimal. At 

discharge, your child should be responsive but may be drowsy, crying, or fussy. 

 

What to Expect the Day of Sedation: 

On the day of sedation you will arrive at the office and check in with the front desk. Upon 

arrival the assistant at the front desk will update your child’s medical history with you. After your 

child’s medical history is updated, the patient’s weight and vitals will be taken. You and your child 

will be asked to sit in the waiting room while the doctor reviews the chart and treatment plan. 

At the appropriate time, deemed by the operating doctor, the patient will be given the oral sedative 

agent. If your child is not cooperative in taking the medicine, it is possible they may need to be aided 

to assure the medicine is completely taken. 

Once the sedating agent has been given to your child, you both will be brought back to the waiting 

room. The medicine can take from 15 – 60 minutes to reach its full effect. It is important that your 

child stays with you and is NOT running around or playing video games in the waiting room. 

When the clinician feels it is the appropriate time, your child will be taken back to the operatory 

room. It is important that you wait in the waiting room until the procedure is finished. For the safety 

of the patient, no parents or legal guardians are permitted in the operatory room during the sedation 

procedure. 

 

 

 

Signature of parent/guardian  Date   
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CONSENT FOR THE USE OF ORAL CONSCIOUS SEDATION AND 

ACKNOWLEDGEMENT OF RECEIPT OF INFORMATION 
 

State law requires us to obtain your consent to your child’s contemplated treatment. Please 

read this form carefully and ask about anything that you do not understand. 

I,  as the parent /legally responsible guardian 

of  give my consent to use local anesthetics, sedative 

agents that the doctor may deem necessary or advisable so as to enable them to render 

necessary dental treatment as indicated on my child’s examination chart and treatment plan 

and any other procedures necessary or advisable or corollary to the planned treatment, with 

the exception of (if none, so state)     
 

 

I acknowledge that oral conscious sedation is a time sensitive procedure and that treatment 
plan may change at the doctor’s discretion due to extend of the oral pathology present. 

I understand that state law also requires health professionals to provide their prospective 

patients with information regarding the treatment they are considering. I acknowledge receipt 

of the instructions to parents of pediatric patient who is to receive sedation for dental 

treatment. I understand that occasionally numbness, infections, swelling, bleeding, 

discoloration, nausea, vomiting, allergic reactions, brain damage, stroke, or heart attack, 

quadriplegia, paraplegia, the loss or function of any organ or limb, or disfiguring scars 

associated with such procedures. I further understand and accept that complications may 

require hospitalization and may result in death. It was discussed with me, to my satisfaction, 

along with possible alternative methods, their advantages, disadvantages; risk, consequences 

and the probable effectiveness of treatment as well as prognosis if no treatment is provided. I 

am advised that though good results are expected, the possibility of complications cannot be 

accurately anticipated and that, there can be no guarantee that the result of the treatment is a 

cure for the present disease. I hereby state that I have read and understand this consent, and 

that all questions about the procedure or procedures have been answered in a satisfactory 

manner. 

 

Date  Time   
 

Patient’s Name    
 

Signature of Parent/Guardian   
 

Relationship to Patient    
 

Witness   
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SEDATION INSTRUCTIONS 

It is important for your child’s safety that you follow these instructions carefully. 

 

***TO AVOID VOMITING AND COMPLICATIONS DURING TREATMENT WITH 

SEDATION OR ANESTHESIA, DO NOT ALLOW YOUR CHILD TO EAT OR DRINK 

ANYTHING (NOT EVEN A SIP OF WATER) AFTER MIDNIGHT BEFORE THE 

PROCEDURE, UNLESS DIRECTED OTHERWISE*** 

 

I understand that by signing this form, I certify that my child will not have any food 

or drink after midnight the night before his/her sedation procedure. 

I also agree not to bring any food or drink into the office. 

 

By signing this form, I agree that if my child does not show for their sedation 

appointment and child’s sedation appointment is not cancelled within 24 hours 

of the scheduled appointment I may not be able to schedule another sedation 

appointment for my child. 

 

I understand I am not allowed to go into the operatory room with my child 

during the sedation procedure. 

 

CONSENT FOR THE USE OF PROTECTIVE STABILIZATION 
 

I,    authorize Children’s Dental Sedation Center to use 
protective stabilization during the dental treatment of  my child, ________________________ 

 

The type of protective stabilization that is used has been thoroughly explained to me, and I 

understand why the protective stabilization is necessary to provide dental care. I understand 

what the possible consequences to my child’s dental health could be if the protective 

stabilization is not used. 

 

I have discussed all of the above information with a staff member of Dentistry for Children 

and have had all questions answered. 

 

 

Signature of Parent / Guardian         Date 

 

Signature of Witness Date 
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 Patient:    
 

DOB:    
 

Date of Request:    
 

Please fax prior to Dental Appointment 

  Fax ___________________________ 

Dear Doctor Of.:    
 

The above patient is scheduled for dental treatment in our office. Due to the patient’s anxiety and/or 

uncooperative behavior, it will be necessary to use an oral sedation agent with them for their dental procedures. 

Depending on the amount of treatment required and patient cooperation, the above patient may need more than 

one oral conscious sedation appointment. 

 

 
 
 
 

 
Possible Medications: 

Dental restoration of   teeth. 

Dental extraction of  teeth. 

Other      

 

X Versed X Meperidine XHydroxyzine 

X Diazepam 

In the patients best interest, I would like to request that you complete the attached physical examination form and offer 

any suggestions that you may have regarding management of this patient. If a health evaluation has been performed 

in the last year, we only ask that you provide a history of your findings. This form is NOT A CLEARANCE FORM. 

Instead, it is a means to make sure we have done our diligence in acquiring an adequate medical history of our 

patient prior to their sedation appointment. I thank you for your assistance in this matter. 

Please contact me if you have any questions.  
 
 
Sincerely, 

 

 

Dr. Charlie Coulter, DMD 

Chief Dental Officer  

Children’s Dental Sedation Center  
678-244-8800 
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Patient:    

DOB:    

Date of Request:    

Please fax prior to Dental Appointment 

Fax: _____________________ 

CHIEF COMPLAINT:                                                                                                                       

PRESENT ILLNESS:    

PAST MEDICAL HISTORY: 

□ None significant, including no history of drug reaction, sensitivity, allergy, asthma, hay fever 

□ Significant PMH:    
 

PREVIOUS OPERATIONS: 

□ None 

□ Date and Type:    
 

FAMILY HISTORY: 

□ No significant history of family Disease 

□ Significant FH:    
 

REVIEWS OF SYSTEMS: 

□ No further Contributory 

□ Significant ROS:    
 

PHYSICAL EXAMINATION: 

VITAL SIGNS: BP  /  P  /  R  /  WT    
 

HEENT 

Chest 

Breasts 

Genitals 

Rectal 

  WNL Neck 

  WNL Heart 

  WNL Abdomen 

  WNL Extremities 

  WNL Neurological 

  WNL 

  WNL 

  WNL 

  WNL 

  WNL 

Airway Assessment:   

IMPRESSIONS AND RECOMMENDATIONS:   
 
 

 

 
 

Date:   Signature of Physician:    

Office Phone Number:    


