“LET US REMIND YOU!”

Please circle one, if you would like text message or e-mail
reminders of your next scheduled appointment. There is a place
on the next page to enter this information.

TEXT MESSAGE or E-MAIL

if text message, who is your service though?

“How did you hear about us?”

(Piease circle one of the following)

News Paper Radio

Bill Board v

Yellow Pages Internet

Direct Mail Walk by/Drive by
Internet insurance Company
Urgent Care Doctor

Dentist

Friend/Family

Other




MEDICAL HISTORY

Yrthodontics

The Next Generation ia Orthodontics

DENTAL HISTORY

PLEASE CHECK I PATIENT MAS OR HAS MAD THE FOLLOWING:

{ JIIRT SWELUKRG { ] TUBERCLILOUS
t ) BONE DISORDERS { ] ANEMIA
1 ) HEART TROUBLE ( ) EPLIEPSY {CONVULSIONS)
[ ) MITRAL VALVE TROUBLE { | PROLONGED
i BLEEDING
{ | RHEUMATIC TROUBLE 1 ) FANTHESS
DIZINESS
[V CWABETES () TONSILS REMOVED
{ ) EMOTIONAL PROBLEMS () ADENOIDS REMODVED
{3 BRAIN [NJURY [ } SORE THROAT
{ § KIDNEY/LIVER INVOLVEMENT { FTONSILILITIS
{3 JOINT PROSTHESS { } EARACHES
{ s LAVEX ALLERGY { ) METAL/PLASTIC
' ALLERGY

HAVE YOU OR ANY MEMBERS OF YOUR FAMILY HAD:
(¥} iN) RHLDEMATOID ARTHRITIS
{Yi (v LUPUS

ON (TEM$ CHICKED, PLEASE PROVIOE A MORE DETAILED DESCRIPTION:

i

DATE OF LAST VISIT

PLEASE CHECK ¥ PATIENT HAS OR HAS HAD THE FOLLOWING:

() ANY INJURSES TO FACE, MOUTH, OR TEETH

{1 THUMS, SINGER SUCKING

{ ) MORE THAN AVERAGE AMOUNT OF TOOTH DECAY
[} EXTRA PERMANENT TEETH

{) TEETH REMOVED 8Y EXTRACTION

{ ) DIFFICULTY IN SWALLOWING OR CHEWING

{ ) ANY PAIN OR CLICKING WHEN OPENING MOUTH
(115 PATIENT ADOPTED? AT WHAT AGE?
) PREVIQUSLY CONSULTED BY AROTHER ORTHODONTIST

(¥} [N} DOES THE PATIENT VISIT THE DENTIST REGULARLY?

ON ITEMS CHECKED, PLEASE PROVIDE A MORE DETANLED DESCRIPTION.

' I
|15 PATIENT PRESENTLY UNDER PHYSICTAN CARE FOR ANY REASON? ust Of MEDICATIONS BEING TAKCH:
S 1

i RAME OF PRIMARY PHYSICIAN: i
]

LIST ANY OTHER SERIDUS HLLNESSES: DO YOU TAX ANY MEDICATIONS FOR OESTEOP . |
IF YES, PLEASE LIST: ‘

LIST ANY ALLERGIES: E

i

| .-J

Signature:

(4]



INFORMED
CONSENT

for the Orthodontic Patient

Risks and Limitations of Orthodontic Treatment

Successful orthodontic treatment is a partnership between enough to indicate that you should not have treatment; how-
the orthadontist and the patient. The docter and staff are ever, all patients should seriously consider the cption of no
dedicated to achieving the best possible result for each orthodontic treatment at all by accepting their present oral
patient. As a general rule, informed and cooperative patients condition. Altematives to orthodentic treatment vary with
can achieve positive orthodontic resufts. While recognizing the individual's specific problem, and prosthetic solutions
the benefits of a beautiful healthy smile, you should also be or limited orthodontic treatment may be considerations.
aware that, as with all healing arts, orthodontic treatment You are encouraged to discuss alternatives with the doctor
has limitations and potential risks. These are seldom serious prior to beginning treatment.

Orthodontics and Dentofacial Orthopedics is the dental specialty that includes the diagnosis,
prevention, interception and correction of matocclusion, 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 years of graduate
training in orthodontics at an accredited program after graduation from dental school.
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INFORMED CONSENT for the Orthodontic Patient

Reaults of Treatment

Orthodontic treatmeant usually proceeds as planned,
and we intend 1o do everything possible to achieve

the best results for every patlent. However, we cannot
gusrantes that you will be compietely sakisfied with your
results, nor can all complications or consequences be
anticipated. The success of treatment depends on your
cooperation in keeping appointments, maintaining good
oral hygiene, avaiding loase or broken appliances. and
following the orthodontist's instructions carefully,

Length of Trsatment

The length of treatment depends on a number of issves,
ingiuding the severity of the probiam, the patient's
grawth and the level of patient cooperation. The actual
treatment time [s usually close to the estimated
treatment time, but treatment may be lengthened if,

far example, unanticipated growth occurs, if thers are
habits affecting the dentofacial struciures, If periedontal
or other dental problems occur, or if patiem cooperation
is not adequate. Therefore, changes in the original treat
ment plan may become necessary. If treatment time is
extended beyond the original estimate, additional fees
may be assessed.

Discomfort

The mouth is very sensitive 50 you ¢an expect an
adjustment period and some discomfort due ko the
Introduction of orthodontic apptlances, Non-prescrption
pain medication can be used during this adjustment
period,

Relapse

Completed orthodontic treatment does not guarantee
perfectly straight teeth for the rest of your life, Retainers
will be requirad to keep your teeth in their new positions
as a result of your orthadontic treatment. You must weat
your retainers as instructad or teath may shift, in addi-
tion to other adverse effects. Regular ratainer wear is
often necessary for several years following orthodontic
treatment. However, changes after that ime can ocour
tue to natural causes, inciuding habits such as tongue
thiusting, mouth breathing, and growth and matyration
that continue throughout Ie, Later in life, most people
will see their teeth shift. Minor irregularities, particularly
in the lower front teeth, may have to be accepted. Soma
Changes may require additianal orthadontic treatment
or, in Some cases, surgery. Some situations may requlre
nan-removable ratainers or other dental appliances
made by your family dentist.

Extractions

Some cases will require the ramoval of decidudus (baby)
teeth or permanent teeih, There are additional risks
associated with the removal of teelh which you should
distuss with your farmly dentist of oral surgecn prierto
the procedure.

Orthognathic Surgery

Some patients have significant skefetal disharmonies
which require orthodontic treatment in conjunction with
orthognathic {dentofacial) surgery. There are additionat
risks associated with this surgery which you should
disgisss with your oral and/'or maxilofacial surgeon priar
to beginning orthodontic treatment. Please be aware

Patient or Patent/Guardian Initials

that arthodontic treatment prior 10 orthognathic surgery
often only aligns the teeth within the individual dental
arches. Therafors, patients discontinuing orthodontic
treatment without completing the planned surgical
procedures may have a malocelusion that is warse than
when they began treatment!

Decalcification and Dental Caries

Excellant oral hygiene is essential during orthodontic
treaiment as ara regular visits ta your famiy den-

1ist. Inadequate or impsaper hygiene could resultin
cavities, discolored teeth, periodontal disease ano/

or decalcification, These same problems ¢an occur
without orthodontic treatment, but the risk is greater ta
an individuat wearing braces or clher appliances, These
prablems may be aggravated if the patient has not had
the benefit of uoridated water or its substitute, or if the
patient consumes sweetened beverages or foads.

Root Resorption

Tha roots of some patients' teeth become shorter {re-
sorption) during orthodontic treatment, Rt is not known
exactly what causes root resorplion, nof is it possible to
predict which patients will experience it. However, many
patients have retained teeth throughout life with severe-
ly shartened roots. If resorption is detacted during or-
thodantic reatment, your orthpdontist may recommend
a pavse in treatment or the zemoval of the appliances
priorta the completion of orthodontic treatment,

Nerve Damage

A toath that has been traumatized by an accident or
deep decay may have experienced damage to the nerve
of the tooth. Also, the nerve of a tooth may die for ne
apparent reason, ang this is known as “spontaneocus
pulpal necrosis.” Orthodontic tooth movement may, in
some cases, aggravate these conditions and cause root
canal treatment to be necessary. In severe cases, the
tooth or teeth, may be Jost.

Periodontal Dissase

Periodontal (gum and bone) disease can develop or
worsen during orthodontic ireatment gue te many
factors, bul most often due to the lack of adequata

oral hygiene. You must have your general dentist, or

if indicated, a periodontist monitor your periogental
heaith during orthodontic treatment every three 1o sin
manths. If periodontal problems cannot be controlled,
arthodontic treatment may have ta be discontinued prior
o completion,

Injury From Orthodontic Appliances

Activities or foods which could damage, loosen or
dislodge orthodontic appliances need to be avoided.
Loasened or damaged orthodontic appiiances can be
inhaled or swallowed or could cause other damage to
the patlent. You should inform your arthodontist of any
unusual symptoms or of any loose or broken appliancas
as s00n &5 they afe noticed. Damage to the enamel of a
tooth or t0 a restoration (crowd, bonding, veneer, etc.)
is possible when grtho-dontic appliances are removed.
This probtem may be more likely when esthetic {clear or
tooth cotored) appliances have been selected. If dam-
age lo a tooth or restoration occurs, restoration of the
invalved tooth/teath by your dentist may be necessary.

Headgear

Orthodantic headgear can cause injury 1o the patient.
Injuries can include damage to the face or eyes. In the
event of injury or especially an eye Injury, however minor,
immediate madical help shoutd be sought, Redrain from
wearing headgear in situations where there may be 2
chance that It could be tislodged or pulled off, Sports
activities and games should be avoided when wearning
csthodontic headgear.

Temporomandibular (Jaw)

Joint Dysfunction

Problerns may oceur in the jaw joints, i.e., tempaoreman-
dibular jeints (TMJ), causing pain, headaches or ear
problems. Many factors can affect the health of the jaw
joints, including past trauma (blows te the head or face),
arthritis, hereditary tendency to jaw joint problems,
excessive 100th grinding or clenching, poorly balanced
bite, and many medical conditions, Jaw joint probiems
may pccur with or withaut orthodontic treatment. Any
aw joint symptoms, including pain, jaw popping or diffi-
culty opening o1 closing, should be promptly reported to
the orthodantist. Treatment by other medical or dantal
specialists may be necessary.

Impacted, Ankylosed, Unerupted Teeth
Teeth may bacome impacted {trapped below the bone or
gums), ankylosed (fused to the bone) or just fall to erupt.
Dftentimes, these conditions occur for ne apparent
reason and generally cannot be anticipaled. Treatment
of these conditlons depends on the particular eircum-
stance and the overall importance of the involved tooth,
and may require extraclion, surgical exposure, surgical
transplantation ¢ prasthetic replacement.

Occlusal Adjustment

You can expect minimal imperfections in the way your
testh meet follawing the end of treatment. An occlusal
equilibration procedure may be necessary, whichis &
grinding method used to fine-lune the occlusion. It may
also be necessaty to remove 8 smali amount of enamet
in between the teeth, thereby “Hattening” surfaces in
order to reduce the possibility of a relapse.

Non-ldeal Results

Due 1o the wide vadiation in the size and shape of the
teeth, missing teeth, tc., achievemant of an ideal resust
(for example, complete closure of 2 space) may nol be
possible. Restorative dentat treatment, such as esthetic
bonding, crowns or bridges or periadontal therapy, may
be indicated. You are encouraged to ask your orthodon-
tist and family dentist about adjunctive care.

Third Molars

As thitd molars (wisdom teeit) develop, your teath may
change allgnment. Your dentist and/cr orthodantist
should monitor them in order 1o determine when and if
the third molars need to be removed.

Allorgies

Occasionally, patients can be allergic to some of the
componant materials of their orthodontic appliances.
This may require a change in treatment plan or discon-
tinuance of treakment prior to complation. Although very
uncommen, medical management of dental material
allergies may be necessary.

eentinued on next page



Transmission of Disease

Although our arihodantic office is following the State
and Federal regulations and recommendad universal
personal protection and disinfection protocols to prevent
transmission of communicable disease, It is possible
that that they will ot atways be successful in blocking
the transmission of 2 highly infectious virus, It is not
possibie to render orthodontic trealment with social
distancing between the patlent, orthodentist, assisting
statf and sometimes, othet patlents. Xnpwing that you
cowd be exposad to communiceble diseases anywhere,
by presenting yoursel{ ar your child for orthocentic
treatment, you assume anc accept the risk that you may
inadvertently be exposed to a communicable disease in
the orthodontic offce.

Qeaneral Health Probloms

General health problems such as bone, blood or
endocrine disorders, and many prescription and
nan-prescription drugs {including bisphosphonates}
can atfect your orthadontic treatment. ILis imperative
that you inferm your arthodontist of any changes in your
general health status.

Use of Tobacco Products

Smoking o chawing tobacco has been shown to increase
the risk of gum disease and interferes with healing after
oral surgery. Tobacco users are also moe prore to oral
cancer, gurn recession, and delayed tooth movement
during orthodontic treatment. if you use tobacco, you
must carefully consider the possibility of a compromised
orihodontic result.

Temporary Anchorage Devices

Your treatment may incluge the use of a temporary an-
chorage device(s) (i.e. metal screw of plate attached 10
the bone.) There are specific risks assoclated with them,

# is passible that the scrow(s) could become logse
which would require Its/their removal and possidily
relocation or replacement with a targer screw. The screw
and related material may be accidantally swallowed. if
the device cannot be stabilized for an adequate fength
of time, an alternate treatment plan may be necessary.

It is possibla that the tissue around the device could
become inflamed or infected, or the soft tissue could
grow over the devite, which could also require its
removal, surgical excision of the tissue and/or the use
of amtibiotics or antimicrobisl rinses.

it is possible that the screws could break {i.e. upon
insertion or remaual.) M this accurs, the broken place
may be laft in your mouth ¢r may be surgically removed.
This may require referral to another dental specialist,

When inserting the device(s), it is possible o damage
the 100t of a tooth, a nerve, or to perforate the maxillary
sings, Usually these problems are not significant; however,
additional dantal or medical treatment may be necessary.

tocal anesthetic may be used when these devices
are inserted of removed, which also has risks. Piease
advise the doctor placing the device if you have had
any difficuities with denta! anesthetics in the past.

If any of tha compiications mentioned above do oocur,
a reforral may bo necessary to your family dentist

or another dental or medical speciatist for further
treatmeant. Fees for these sarvices are not Included
In the cost for orthodontic treatment.

Patient

Date

ACKNOWLEDGEMENY

| hereby acknowledge that ! have read and
fully understand the treatment consider-
ations and risks presented in this form,

| also understand that there may be other
problems that occur less frequently than
those presented, and that actual results
may differ from the anticipated results.

| also acknowledge that | have discussed
this form with the undersigned orthodon-
tist(s) and have been given the opportunity
to ask any guestions. | have been asked
to make a choice about my treatment. |
hereby consent to the treatmant proposed
and authorize the orthodontist(s) indicat-
ed below to provide the treatment. | also
authorize the orthodontist(s) to provide my
heaith care information to my other health
care providers, } understand that my treat-
ment fee covers only treatment provided
by the orthodontist(s), and that treatment
provided by ather dental or medical pro-
fessionals is not included in the fee for
my orthodontic treatment.

CONSENT TO UNDERGO
ORTHODONTIC TREATMENT

| hereby consent to the making of
diagnostic records, including x-rays,
before, during and following crthodontic
treatment, and to the above doctor(s)
and, where appropriate, staff providing
orthodontic treatment prescribed by the
above doctor(s) for the above indlvidual.
t fully understand all of the risks assocl-
ated with the treatment,

AUTHORIZATION FOR RELEASE

OF PATIENT INFORMATION

| hereby authorize the above doctor(s) to
provide other health care providers with
information regarding the above Individu-
al's orthodontic care as deemed appro-
priate. | understand that once released,
the above doctor(s) and staff has(have)
no respensibility for any further release by
the indlvidual receiving this information.

TRANSFERRING PATIENT

Orthodontic treatments vary widely.
Transfer will likely increase treatment fees,
may involve changes in payment policies,
and may change your treatment and/or
appliances. When you transfer to a new
orthodontist, your treatment time is often
extended by the process of transfer,

Notes

Signature of Patient/Parent/Guardian Date

Signature ot Orthodontist/Group Name Date

witness Date

I have the legal authority to 3ign this on behaif of

Name of Patient

Name‘ of Parent/Guardian

Relationship to Patient

CONSENT 70 USE OF RECORDS

I hereby give my permission for the use of
prthodontic records, including photographs,
made in the process of examinations, treat-
ment, and retention for purposes of profes-
sional consultations, research, education,
or publication in professional joumals.

Signature Date

Witness Date




ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

Foster Orthodentics, Joseph Orthadontics, & Novus Orthodontics
*** you May Refuse to Sign This Acknowiledgement*"*”

have received a copy of this office’s Notice of Privacy Practices.

(Please Print Name)

(Signature)

{Date)

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but
acknowledgement could not be obtained because.

individual refused to sign
Communication barriers prohibited obtaining the acknowledgement
An emergency situation prevented us from obtaining the acknowledgement

Other




novus {)rthodontics

4 The Next Generation in Orthodontics

Pe nt P [s)

Location:

| grant to Novus Orthodontics, Foster Orthodontics, & Joseph
Orthodontics, its representatives and employees the right to take
photographs and/or videos of me and my property in connection with
the below-identified subject.

| agree that Novus Orthodontics, Foster Orthodontics & Joseph
Orthodontics may use such photographs of me with or without my
name and for any lawful purpose, including for example such purposes
as publicity, illustration, advertising, and Web content.

I have read and understand the above:

Signature:

Printed Name:

Date:

Parent or Guardian (for patients under age 18)

Patient’s Name:

Signature:

Date:




Appoiniment Policy

l, , agree my financiol account must be current in
order for my child to attend an orthodontic oppointment withou! me.

o If my account is pas! dve, | agree fo accompany the child at each oppointment untit it is
turrent.

o If my child is able to drive and make.his/her own appointments my decount must be
current.

o 1 my child is uncble 1o drive him/herself, cn adult over 18 years of oge must accompany
my child ot each appointment.

o Itis my responsibility to updote any co%t‘uct informotion including phone numbers and
mailing address if there is a change during my child's orthodontic freatment.

Porent Signoture Date

Witness Date



