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DENTAL REGISTRATION AND HISTORY

Date Cell Phone HomePhone
Name Soc.Sec #
Last Name First Name
Address
City State Zip

Sex M__F_ Age  Birthdate Single_Married___ Widowed Separated___ Divorced __

Patient Employed by Business Phone

Whom may we thank for referring you?

In case of emergency who should we notify?

E-mail address

Primary Insurance

Person Responsible for account

Last Name First Name Tnitial
Relation to Patient Birthdate Soc.Sec.#
Address(if different from the patient) Phone#
City State Zip
Person Responsible Employed by Occupation Business Phone

Business Address Insurance Company Group #

Name of ot}ner Dependents covered under this plan

Additional Information °

Is patient covered by an additional insurance? Yes_ No_

Subscriber Name Relation to patient Birthdate
Address (if diﬂ’ere:t from patient) Phone#
City State Zip Business Phone
Subscriber Employed by Soc.Sec.#of member

Name of other dependents covered under this plan

Assisnment And Release

1, the undersigned, certify that I (or my dependents) have insurance coverage with
Smiles Orthodontics, PC all insurance benefits, if any, otherwise payable to me for services rendered. 1 unde
responsible for all charges whether or not paid by insurance. [ hereby authorize the doctor to release all info
payment of benefits. [ authorize the use of this signature on all insurance submissions. 1 further authorize P
share information about my health with other Mcdical Professionals and laboratories.

and assign dircctly to Perfect
rstand that I am financially
rmation necessary to secure the
erfect Smiles Orthodontics, PC to

Responsible Party Signature Relationship Dete



DENTAL HEALTH HISTORY

(Confidential)
Dental History
Reason for today’s visit
Dentist
Address
Date of last dental care Date of last dentsl X-rays

Check if you have had problems with any of the following;

___Bad breath ___Grinding tecth ___Sensitivity to hot
___Bleeding gums _Loose teeth or broken filling ___Sensitivity to sweets
—_Clicking or popping jaw __ Periodontal treatment ___Sensitivity when biting

___Food collection between teeth ___ Sensitivity to cold

How often do you floss?

How often do you brush?

Sores or growths in your mouth

MEDICAL HISTORY

Physicians Name

Date of last visit

Have you ever had any serious [llnesses or operations?

Have you ever had a blood transfusion? Yes

(Woman) Are you pregnant? ___ Yes __ No Nursing? __Yes __No

Check if you have or have had any of the following;

M yes, describe

No Ifyes, give approximate dates

Taking Birth Control Pills?___Yes___No

__AIDS _Cortisone Treatments ___ Hepatitis ___Rheumatic Fever

__Anemia —. Cough, Persistent __High Blood Pressure ___ Scarlet Fever

__Arthritis, Rheumatism ___Cough up Blood ___HIV Positive ___Shortness of Breath

__Artificial Heart Valves ___ Diabetes ___Jaw Pain ___Skin Rash

_Artificial Joints ___Epilepsy __Kidney Disease __Stroke

__Asthma ___ Fainting __Liver Discase __ Swelling of feet or ankles

__Back Problems ____Glauvcoma __Mitral Valve Prolapse ___Thyroid Problems

* _Blood Disease ___Headaches __Nervous Problems  ___ Tobacco Habit

_ Caneer __Heart Murmur __ Pacemaker ___Tonsillitis

._Chemical Dependency ___ Heart Problems __Psychiatric Care ©  ___ Tuberculosis

__Chemotherapy Describe __Radiation treatment _ Ulcer

_ Circulatory Problems ___ Hemophilia __ Respiratory Disease ___ Venereal Disease

MEDICATIONS ALLERGIES

List medications you are currently taking: ___Aspirin __Penicillin
___Barbiturates(siecping pills) ___Sulfa
—Codeine __ Other

Pharmacy Name ___Local Anesthetic

Phone )

The above information Is accurate and com

Signature
plete to the best of my knowledge. | will not hold my dentist or any member of hisher

Staff reaponsible for any errors or omissions that I may have made In the completion of this form.

Date,

Signature,




INFORMED
CONSENT

Jor the Orthodontic Patient

Risks and Limitations of Orthodontic Treatment

Successful orthodontic treatment is a parwnership berween the
orthodontist and the patient. The doctor and staff are dedicated
to achieving the best possible result for each patient. As a general
rule, informed and cooperative paticnts can achieve positive
orthodontic resules. While tecognizing the benefits of a beauriful
healthy smile, you should also be aware that, as wich all healing
arts, orthodontic treatment has limitadons and potential risks,

These are scldom serious enough to indicate thar you should not

have treatment; however, all patients should seriously consider
the option of no orthodontic treatment at all by accepting their
present oral condition. Alternatives to orthodontic treatment vary
with the individual’s specific problem, and prosthetic solutions

or limited orthodontic treatraent may be considerations. You are
encouraged to discuss alternartives wirh the docror prior to

beginning treatment.

Orthodontics and Dentofacial Orthopedics is the denral specialty that includes the diagnosis, prevention,
interception and correction of malocclusion, as well as neuromuscular and skeletal abnormalities of the

developing or mature orofacial structures,

An orthodontist is a dental specialist who has completed at least two additional
in orthodontics at an accredited program after graduation from dental school.

years of graduate training

D

Amurivan Assovlativn of Orthodontists



Results of Treatment

Orthodontic wearment wsually proceeds as Planned,
and we intend to do everything possible 1o achicve
the best reules for every patient. However, we cannot
guarantee that you will be completely satisfied wich
your results, nor can afl complisations or consequences
be anticipated. The success of treatment depends

ON your cooperation in keeping appoinrments,
maintaining good ora hygiene, avoiding loose or
beoken appliances, and Following the orthodontist’s
instructlons carefully,

Length of Treatment

The lengih of teatment depends on 3 number of

issues, including the severity of the problem, the

paticnts growth and the level of patient cooperation,
actual treatment time i usually close 1o the

if periodonual of other dental problems occur, or if
padent cooperation Is nog adequate, Thercfore, changes
in the original treatmeny plan may become neoessary,

Discomfort

The mouth is very sensitive 50 you can expect an
adjustment period and some discomfore due to
the introduction of orhodontic appliances. Non-
presatiption pain medication ean be ysed during
this adjustment period,

Relapse

Completed orthodontic weatment docs nor guarantee
perfectly straight teeth for the cest of your life,
Reuiners will be required 1o keep your cecth In their
new positions as a resuly of your orthodontic treat.
ment. You must wear your retainers as insuructed or
teeth may shif, in additian 1o other adversc effecis,
Regular recainer wear i often necessary for several
years following orthodontic treatment. However,
changes after that time can occur du¢ to narural
causes, including habits such as 1ongue thrusting,
mouth breathing, and growth and maturation thay
condnue throughout bife, Later in life, most people will
sec their teedh shift. Minor irregularitics, particularly
in the lower front tecth, may have to be accepred.
Some changes iay require sdditiona) orthoadontic
treamment or, in some cases, surgary. Some situations
may requite no-cemovable resalners or ocher dental
appliances made by your family dentist,

Extractions

Some cases will require the removal of deciduous
(baby) tecth or permanens reech, There are additional
risks associated with the removal of recth which you
should discuss with your Gmily dendis or oral surgeon
Prior 1o the procedure, .

Orthognathic Surgery

Some patlents have significant skeletal disharmonies
which roquive orthodontic treatment in conjuncdon
with orthognathic (dentafactal) surgery. There are
additional rids associated wich this surgery which you
should discuss with your oral and/or maxillofacial

SuTgeon prior 10 beginning orthodoniic teacment.
Please be aware that orthodontic treatment prior to
orthognadiic surgery oficq only aligns the eeth within
the individual dent) arches, Therelore, patienas dixcon-
tnuing orthodontic teatment withoug completing the
planned surgical procedures may have a malocclusion
that is worse than when they began treatmend!

Decaldification and Dental Carles
Excellent oral hygicue s essential during orthedontic
weatment as are regular visits to your family dentist,
Inadequare or improper hygiene could result in
cavities, discolored 1ceth, periodontal discase andfor
decalcification, These same problems can occur
without orthodontic treatmene, but the risk is greater
1o an individual weasing braces or other appliances,
These problems may be aggravaed if the patient
has not had the benefis of fluoridated water o jts
substirute, or If the Patient consumes sweetened bev.
erages or foods.

Root Resorption

The roots of some patients' tecth become shorrer
{resomiion) during orthodontic wearment. It is not
known exacdy what causes roor rEsofprion, nor is it
possible to predict which patients will experience ir,
However, many patiens have retiined teeth through.
out like with severely shortened roots, If resorption is
detected during orthodoniic Teatment, your ortho-
dontisc may recommend a Pause in trearment or the
removal of the appliances prior to the completion of
orthodontic meatment.

Nerve Damags

A woth that has been traumatized by an accident or
deep may have experienced damage o the nerve
of the teath, Orthodontic 1oth Mmovement may, in
some cases, aggravate this condition, In some cases,
100t canal mreatment may be necessary, In severe cases,
the 10ath or teeth may be los,

Periodontal Disease

Periodontal {gum and bone) disease can develop or
worsen during orthodonric treatment due 1o many
factors, but most oficn due 10 the lack of adequate
oral hygiene. You must have Yyour general dentist, or
il indicated, a peciodonist manitor your periodontal
health during erthadontic treatment every three to six
monchx. If periodontal problems cannor be controllod,
orthodontic treatment may have 10 be discontinued
prior to completion,

Injury From Orthodonic Appliances
Activities or foods which eould damage, loosen or
dislodge orthadontic appliances need to be avaided.
Loascned or damaged orthodonde appliances can be
inhaled or swallowed or could cause other damage
w0 the patlent. You should inform your orthodondist
of any unusual symptoms or of any loote or broken
appliances a8 soon 2 they are noticed, Damage 1o the
enamel of a twoth or 10 2 festoration (crown, bondi.ng.
veneer, ¢ic.) is possible when orthodontic appliances
are removed, This problem may be more likely when
eatheric (clear or tooth calored) appliances have been
sclected. If damage 10 4 100th of restoration occurs,
restoration of the involved 10oth/teeth by your denilsc
may be necessary,

Headgears

Onhodontic headgrars an cause injury 1 the patient,
Injuries can indudcdangem the face or eyes. In the
event of injury or especially un eye injury, however
minar, immediaze medie) help should be soughr,
Refrain from wearing headgear in sitvacions where
there may be a chance thar jt could be distodged or
pulled off. Sports aceivitia and games should be
avoided when wearing orthodontic headpear.

Temporomandibular (Jaw)

Joint Dysfunction

Problems may occur in che Jaw joints, i.e., temporo-
mandibular joines (TM)), €awsing pain, headaches of
ear problems, Many facroes can affect the health of
the jaw joints, induding past trauma (blows to the
head or face), arthriris, hereditary tendency to Jaw
joint problems, excessive tooth grinding or clenching,
poorly balanced bire, and many medical conditlons,
Jaw joint problems may occur with or without ortho-
dontic veatment, Any jaw joint symprotns, including
pain, jaw popping or difficuley opening or dosing,
should be prompuly veported to the orthodondst,
Treatment by other medical o denaal specialists may
be necessary,

Impacted, Ankylasad,

‘Unerupted Teeth

Teeth may become impacted (trapped below the bone
or gurm), ankylosed (fused 1 the bone) or just il 1o
erupe. Oftentimes, these conditions ocur for no spparent
reason and generally cannot be antidipated. Treatment
of these conditions depends on the particular circum-
sance and the overall importance of the invalved
tooth, and may Pequire catraction, surgical exposure,
surgical transplanution or prosthede replacement,

Occlusal Adjustment

You can expect minimal imperfoctions in the way your
teeth mect following the end of temument, A occlusd)
equilibration procedure may be necessary, which is
a grinding method used to fine-tune the occlusion,
b may also be necessary 1o remove 2 small amount
of enamel in beoween the teech, thereby “flaviening®
surfaces in order 1o reduce the possibility of 3 relspse.

Non-ldeal Results

Due 10 the wide variation in the size and shape of the
tecth, missing teeth, eic., achievement of an ideal resul;
(for examyle, complece closure of i space) may not be
possible. Restorative dengal weatment, such as esthetic
bonding, crowns or bridges or periodontal therapy,
may be indicated. You are encouraged to ask your
orthodoniist and family dentise abour adjunctive care,

Third Molars

As third molars {wisdom teeth) develop, your tecth may
changr alignment. Your dentisc and/or orthodontise
should monitor them {n order 1o determine when and
if the third molars need 1o be removed,

Continved on nexd poge

Patient or Parent/Guardion Inifials



Allergies

Occasionally, patients can be allergic 1o some of the
component materials of their orthedontic appliances.
This may require a ehange in treatment plan or
diccontinuance of weatment prior to completion.
Although very uncommon, medical management of
dental material allergics may be necessary,

General Health Problems

General health problems such as bone, blood or
endocrine disorders, and many prescription and
non-prescription drugs (including bisphosphonares)
€an affect your orthodontic treatment, It is imperative
that you inform your enhodonalsr of any changes in
your generl health scarus,

Use of Tobacco Products

Smoking or chewing tobacco has been shown 1o
increase the risk of gum disease and Interferes with
healing after oral surgery. Tobacco users are also mare
prone [0 oral @ncer, gum recession, and delayed
tooth movement during orthodontic ueatment. If
you use tobacos, you must carcfully consider the
possibliity of a compromised orthodontic resuls,

Temporary Anchorage Devices

Your treaterent may include the use of & temporary
anchoeage devioels) (. motal scrow or place artached
to the bone.) There are specific risks associated with
them.

Tu s possible that the screw(s) could become loose
which would require its/their removal and pousibly
relocation of replacernent with a larger screw. The
screw and related material may be accidencally swal-
lowed. If the device cannot be stabilized for an ade-
quate length of time, an aliernate weatment plan may
be necessary.

I is possible that the tissuc around the device could
become inflamed or infecred, of the soft issue could
grow over the device, which could alio requirc ies
removal, surgical excislon of the tlssue and/or the use
of antibiotics or antimicrobial rinses,

It it posible that the screws could break (i.c. upon
inscrtion of removal.) IF this occurs, the broken picce
may be lefi in your mouth or may be surgically
femaved, This may require referral to anather dental
specialis. - :

When inserting the device(s), inis possible o damage
the root of a woth, a nerve, or 10 perforate the maxil-
Lary sinus. Usually these problems are nat significant;
however, sdditional dental or medical treament may
be necessary.

Local anesthetic may be used when these devices are
inserted of removed, which also has risks, Please advise
the doctor placing the device if you have had any
difficulties with dental anestherics in the past.

If any of the complications mentioned above do
occnr, & referral may be noccssary 1o your family
deatier or another dental or medical speciallst for
further trearment. Fees for these services are not
Included in the cost for arthodontic

Patient

Date

ACKNOWLEDGEMENT

1 hereby acknowledge that [ have cead and fully
understand the treatment considerations and
risks presented in this form. I also understand
that there may be other problems that eccur
less frequently than those presented, and thar
actual results may differ from the anticipated
results, [ also acknowledge char I have discussed
this form with the undersigned orthodontise(s)
and have been given the opportunity to ask any
questions. I have been asked to make a choice
about my treatment, I hereby consent to the
treatment proposed and authorize the orthodon-
tist{s) indicated below 1o provide the treacment.
I also authorize the orthodonist(s) to provide
my health care information to my other health
care providers. | understand that my teatment
fee covers only teatment provided by the
orthodontist(s), and thar wreatment provided
by other dental or medical professionals is not
included in the fee for my orthodontic weatment,

CONSENT TO USE OF RECORDS

I hereby give my permission for the usc of
orthodontic records, induding photographs,
made in the process of examinations, treat-
ment, and retention for purposes of profession-
al consulations, research, educarion, or publi-
cation in professional journals,

Signcture Dale

Witness Dale

I have the legal authority 1o sign this on behalf of

Nome of Pokient

Relationship to Potient

Signamre of Patiant/Parant/Guardion Dok
Signawre of Orthedonlist/Group Name Dols
Witness Dale
CONSENT TO UNDERGO

ORTHODONTIC TREATMENT

I hereby consent to the making of diagnostic
tecords, including x-rays, before, during and
following orthodontic treatment, and to the
above doctor(s) and, where appropriate, staff
providing orthodontic treatment prescribed
by the above docror(s) for the above individual.
I Rully understand all of the risks associated with

the reatment,

AUTHORIZATION FOR RELEASE OF
PATIENT INFORMATION

T hereby authorize the above doctor(s) w provide
other health care providers with information
regarding the above individual’s orthodontic care
as deemed appropriate. | understand thar once

Patient ot Parent/Guardian Inltials

released, the above doctor(s) and staff has(have)
no responsibility for any further rclease by the
individual receiving this informatlon.

Noles
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OFFICE PRIVACY NOTICE

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY,

Your protected health Information (L.e. Individually identifiable information, such as names, dates, phone/fax

numbers, emall addresses, home addresses, social security numbers, and demographic data) may be used or
disclosed by us in one or more of the following respects:

* Toother health care providers {i.e. your general dentist, oral surgeon, etc.) in connection with our
rendering orthodontic treatment to you (i.e. to determine the results of cleaning, surgery, etc);

administrators of flexible spending accounts, etc.) in order to obtain payment of your account (le.to
determine benefits, dates of payment, etc.);

*  Tocertifying, licensing and accrediting bodies (l.e. the American Board of Orthodontics, state dental
boards, etc.) in connection with obtalning certification, licensure or accreditation;
Internally, to all staff members who have any role In your treatment;

* Toother patient and third partles who may see or overhear Incidental disclasures about your treatment,
scheduling, etc,

*  Toyourfamlly and close friends Invalved in your treatment; and/or,

*  Wemay contact you to provide appointment reminders or Information about treatment alternatives or
health-related benefits and serles that may be of interest to you.

Any other uses or disclosures of your protected health information will be made only after obtaining your written
authorlzation, which you have the right to revoke.

Under the new privacy rules, you have the right to:

Request restrictions on the use and disclosure of your protected health information;

Request confidential communlcation of your protected health information;

Inspect and obtain copies of your protected health information through asking us;

* Amend or modify your protected health Information In certain circumstances;

* Receive an accounting of certain disclosures made by us of yeur protected health Information; and,

*  You may, without risk of retaliation, file a complaint as to any violation by us of your privacy rights with us

. by submitting inquiries to our Privacy Contact Person at our office address) or the United States Secretary
- of Health and Human Services (which must be filed within 180 days of violatlon).

We have the following duties under the privacy rules:

' Bylaw, to maintain the privacy of protected health information and to provide you with this notice setting
forth °§;" legal duties and privacy practices with respect to such Information;

To abide by the terms of our Privacy Notlce that Is currently in effect;
*  Toadvise you of our right to change the terms of this Privacy Notice and to make the new notice

provisions effective for all protected health information maintained by us, and that if we do so, we will
provide you with a copy of the revised Privacy Notice.

Please note that we are not obligated to:

*

.

Honor any request by you to restrict the use or disclosure of your protected health information;
*  Amend your protected health informatlon If, for example, it is accurate and com plete; or,

* Provide an atmosphere that Is totally free of the possibllity that your protected health information may be
incidentally overheard by other patlents and third parties.
This privacy notice Is effective as of the date of your signature. If you have any questions about the

information In this Notice, please ask for our Privacy Contact Person or direct your questlons to this person at
our office address. Thank you,
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PRIVACY CONSENT

This form is optional under the new patient privacy regulations recently issued by the
United States Department of Health and Human Services. We have elected to use this

form. Prior to commencing your orthodontic treatment, you should review, sign and date
this form.

Your protected health information (i.e. individually identifiable information such as
names, dates, phone/fax numbers, email addresses, home addresses, social security
number, and demographic data) may be used in connection with your orthodontic

treatment, insurance payment of your account or health care operations (i.e. performance
reviews, certification, accreditation and licensure).

You have the right to review our office privacy notice (attached under) prior to signing
this Consent, a copy of which was given to you with this Consent.

We may amend the attached privacy notice at any time. If we do we will provide you

with a copy of the changes, and the changes may not be implemented prior to the
effective date of the revised notice.

You may revoke this Consent at any time in writing. However, such revocation will not
be effective to the extent that any action has bee taken in reliance on this consent.

,Thank you for your cooperation. Please let us know if you have any questions.

i
t

Patient’s Name

1

Patient’s or Parents’ Signature

Print Name

Date



