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Consent for Lingual and Labial Frenectomy  
 

Diagnosis: After obtaining a careful history from me and examination of my baby, I have been advised that my 
baby has a tongue frenulum attachment issue, also known as ‘tongue tie’, or ‘ankyloglossia’. 
 
Recommended Treatment: In attempt to improve the identified issues, it has been recommended that a 
Frenectomy procedure be performed.  I understand that a local anesthetic will be administered prior to the 
surgical procedure, which involves lasering of the frenulum under the tongue in my child’s mouth.  
  
Principal Risks and Complications: I understand that complications may result from a Frenectomy procedure or 
from local anesthesia. Possible complications include, but are not limited to: (Initial Below) 
______ (1) Post-surgical infection 
______ (2) Bleeding, local swelling, pain 
______ (3) Bruising on chin on cheek from the assistant holding child mouth open 
______ (4) Indentation around eyes from protective goggles 
______ (5) Allergic reaction to local anesthetic 
______ (6) Transient numbness of the lips or tongue 
______ (7) Injury to the base of the tongue or the salivary gland openings below the tongue 
______ (8) Superficial burn caused by the cautery elsewhere in mouth or lips 
______ (9) Reattachment and scar formation. In some cases, the attempt to cauterize the frenulum may not be 
completely successful or the frenulum may reattach. In these cases, the procedure may need to be repeated to 
achieve desired results 
 
_______Follow-Up Care: The expected course of healing has been explained to me. My baby may experience some 
pain and discomfort for the next 1-3 days for which the recommended medications may be given. During the healing 
process a whitish film will form at the site of the wound, which may last for up to 10 days. This is normal and indicates 
healing. I understand the importance of follow up with my primary care provider as well as with Agave Pediatrics in 
2-3 weeks. 
 
_______No Guarantee of Success: I hereby acknowledge that no guarantee or assurance has been given that the 
proposed treatment will be successful. In most cases, the treatment should provide benefit in the identified issues, 
though due to individual patient differences certainty of success cannot be predicted.  
 
_______Consent for Photograph/Video: I understand that on occasion, photographs, videos or case histories may 
be published by Dr. Rajeev Agarwal and Agave Pediatrics and/or any party acting under their license and authority 
in any print, visual or electronic media including, but not limited to, medical journals and textbooks, scientific 
presentations and teaching courses, books, magazines and Internet web sites, social media etc. for commercial, and/ 
or non-profit and/or educational purpose of sharing, informing or educating the medical profession or the general 
public. Neither I, nor any member of my family, will be identified by name in any publication, unless I give permission. 
 
_______Consent: I have been fully informed of the nature of frenectomy procedure, the risks and benefits of such 
surgery, healing process, and the necessity for follow-up.  I have had an opportunity to ask questions and discuss my 
concerns in connection with the treatment and procedure with the Providers. After thorough deliberation, I hereby 
consent for a frenectomy procedure to be performed on my child as presented to me during consultation. 
 
I CERTIFY THAT I HAVE READ AND FULLY UNDERSTAND THIS DOCUMENT 
 
Print Child’s Name: ___________________   Signature of Witness: _____________________ 
 
 
_______________________________            ___________________________      __________               
Print Name of Parent/Guardian         Signature of Parent/Guardian            Date                               
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