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Pa#ent Consent – Zoledronic Acid Infusion 
I, ___________________________, DOB_______________ , consent to receive Zoledronic Acid infusion for 
the following indica;on(s): 

☐ Osteoporosis 
☐ Paget’s disease 
 
I confirm that the indica;on for treatment, expected benefits, and alterna;ve treatment op;ons have been 
explained to me. 

I understand that poten;al risks and side effects may include: 

• Flu-like symptoms, bone or muscle aches (commonly after the first infusion, usually mild,lasting up to 3 days) 
• Osteonecrosis of the jaw (rare) 
• Atypical fractures, including atypical femoral fracture (rare) 
• Low calcium levels (hypocalcaemia) 
• Allergic reactions (rare) 

I understand that my kidney func;on, calcium levels, and vitamin D status have been reviewed or will be 
reviewed prior to the infusion, and that I have been advised to maintain adequate hydra;on. 

I confirm that I have been advised to inform my doctor of any current dental problems or planned dental 
procedures and understand the importance of maintaining good oral health during treatment. 

I confirm that I am not pregnant or breasKeeding. 

I have had the opportunity to ask ques;ons and am sa;sfied with the explana;ons provided. 

 
Pa;ent signature: ________________________________    Date: ____ / ____ / ______ 

☐ Consent obtained verbally (e.g. Telehealth) 

Doctor name: ________________________________    Signature: ________________________________ 

 


