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Patient Information-Frenulum Procedures & Consent 
Consent for Frenotomy/Frenectomy 

Diagnosis: 

After a careful oral examination and study of my (or my child’s) dental and oral condition, I have been advised that my 
child has: 

a) Excessive gum tissue between lip and jaw bone (labial frenulum) and/or; 
b) A tight band between the tongue and the floor of the mouth (lingual frenulum) 

These abnormalities can limit function during breastfeeding, speech or swallowing and can affect muscle tension, TMJ 
function and sleep apnea. 

Recommended Treatment: 

In order to treat this condition, Dr. Aleagha has recommended a procedure to either release the tight frenulum (Frenotomy) 
or remove the tight frenulum (Frenectomy). I understand that a local anesthetic may be administered as part of the 
treatment. 

Necessary Follow-Up care 

I understand that failure to follow recommendations could lead to ill effects, which would become my sole responsibility. I 
will need to come for appointments following my surgery so that my healing may be monitored and for the doctor (or 
lactation consultant) to evaluate and report on the outcome of surgery upon completion of healing. I know it is important to 
abide by the specific instructions given by Dr. Aleagha. 

Principal Risks and Complications: 

I understand a small number of patients do not respond successfully to this procedure. Because each child’s condition is 
unique, long-term success may not occur. I understand that complications may result from the procedure including 
postsurgical infection, bleeding, swelling, and pain, impact upon speech, lack of improvement, allergic reactions and most 
importantly, regrowth of scar tissue that may cause a return of the original disorder. I understand there may be a need for 
a second procedure if the initial results are not fully satisfactory. 

I have asked all of my questions and have had time to discuss options with Dr. Aleagha. By signing, I elect to proceed with 
the procedure for my child. 

 
Signed: Parent Or Guardian____________________________________________________________ 
 
 
Printed name of parent or guardian: _____________________________________________________ 
 
 
Patient name: ______________________________________ Patient Date of Birth: _________________

 


