WELCOME TO OUR OFFICE
PATIENT INFORMATION:

Patient’s Full Name: Male/Female
Nickname (if preferred): Age: Birthdate:

Address:

City: State: Zip:

Cell (18+): Home: Work:

Email (18+): Dentist:

Date of last dental cleaning Marital Status: Single Married

Divorced Separated
Please list ALL allergies (including penicillin)

Please list any medications or medical/dental information that needs to be brought to our attention:

Please list any immediate family members who are currently or have previously had treatment at our
office

How did you hear about our office:

Emergency Contact: Phone number:

CONTACT INFORMATION (IF PATIENT IS UNDER 18).

Mothers Full Name: Birthdate:

Address:

Cell: Home: Email:

Fathers Full Name: Birthdate:
Address:
Cell: Home: Email:

Parents Marital Status: Single Married Divorced Separated

Do you have dental insurance: yes/ no

AUTHORIZATION:

| agree that the information | have given is correct to the best of my knowledge. | understand that it is my responsibility to
inform this office of any changes in the patient’s medical or dental status. | understand that my/my child’s diagnostic
records and name may be used for educational and promotional purposes.

Signature of patient/parent/other: Date:




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 orthodontist and the patient. The doctor and staff are ever, all patients should seriously consider the option 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. Alternatives to orthodontic treattnent vary with
can achieve positive orthodontic results. 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 maiocclusion, 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

Results of Treatment

Orthodontic treatment usually proceeds as planned,
and we intend to do everything possible to achleve

the best results for every patient. However, we cannot
guarantee that you will be completely satisfied with your
results, nor ¢an all complications or consequences be
anticipated. The suctess of treatment depends on your
cooperation in keeping appointments, maintaining good
oral hygiene, avoiding loose or broken appliances, and
following the orthodentist’s instructions carefully.

Length of Treatment

The length of treatment depends on a number of issues,
including the severity of the problem, the patient’s
growth and the level of patient cooperation. The actual
treatment time is usually close to the estimated
treatment time, but treatment may be lengthened if,

for example, unanticipated growth occurs, if there are
habits affecting the dentofacial structures, if pesiedontal
aor other dental prablems occur, or if patient 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 can expect an
adjustment period and some discomfort due to the
intreduction of orthodontic appliances. Non-prescription
pain medication can be used during this adjustment
period.

Rolapse

Completed arthodontic treatment does not guarantes
perfectly straight teeth for the rest of vour life. Retainers
will be required 1o keep your teeth in their new positions
as a result of your orthodontic treatment, You must wear
your retainers as instructed or teeth may shift, in addi-
tion to other adverse effects. Regular retainer wear is
often necessary for several years following orthodontic
treatment. However, changes after that time ¢an ocour
due ta natural causes, including habits such as tongue
thrusting, mouth breathing, and growth and maturation
that continue throughout life. Later in life, most peaple
will see their teeth shift. Minor frregularities, particularly
in the lower front teeth, may have to be accepted. Same
changes may require additional orthodentic treatment
or, in some cases, surgery. Some situations may require
non-removable retainers or other dental appliances
made by your family dentist.

Extractions

Some cases will require the removal of deciduous (bahy)
teeth or permanent teeth. There are additional risks
associated with the removat of teeth which you should
discuss with your family dentist or oral surgeon prior to
the procedure.

Orthognathic Surgery

Some patients have signiflcant skeletal disharmonies
which require orthedontic treatment in ¢onjunction with
orthognathic (dentofacial) surgery. There are additional
risks associated with this surgery which yau should
discuss with your oral and/ar maxillefacial surgeon prior
to beginning orthedontic treatment, Please be aware

Patient or Parent/Guardian Initials

that arthedontic treatment prior to orthognathic surgery
often only aligns the teeth within the individual dental
arches. Therefore, patiants discontinuing orthodontic
treatment without completing the planned surgical
procedures may have a malocclusion that is worse than
when they began treatment!

Decalcification and Dental Caries
Excellent oral hygiene is essential during orthodontic
treatment as are regular visits to your family den-

tist. Inadequate or improper hygiene could result in
cavities, discolared teeth, pericdontal disease and/

or decalcification. These same problems can occur
without orthodontic treatment, but the risk is greater to
an individual wearing braces or other appliances. These
prablems may be aggravated if the patient has not had
the benefit of lugridated water or Its substitute, or If the
patient consumes sweetened beverages or foods.

Root Resorption

The roots of some patients’ testh become shorter {re-
sorption) during orthodontic treatment. It is not known
exactly what causes root resorption, nor is it possible to
predict which patients will experience it. However, many
patients have retained teeth throughout life with severe-
ly shortened roots. If resorption is detected during or-
thodontie treatment, your arthodontist may recommend
a pause in treatment or the removal of the appliances
priar to the completion of orthodontic treatment,

Nerve Damage

Atooth that has been traumatized by an accident or
deep decay may have experienced damage to the nerve
of the tooth. Alsg, the nerve of a tooth may die for no
apparent reason, and this is known as “spontaneous
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 lost.

Periodontal Discase

Periodontal {gum and bone) disease can develop or
warsen during orthodontic treatment due to many
factors, but most often due to the lack of adequate

oral hygiene. You must have your general dentist, o

if indicated, a perlodontist monitor your periocontal
health during orthodontic treatment every three to six
months. If periodontal problems cannot be controlied,
arthodontic treatment may have to be discontinued prior
to completion,

Injury From Orthodontic Appllances
Activities or foods which could damage, loosen or
dislodge orthodontic appliances need to be avoided.
Loosened or damaged arthodontic appliances can be
inhaled of swaliowed o could cause other damage to
the patient. You should inform your arthodontist of any
unusual symptems or of any leose or broken appliances
as s00n as they are noticed, Damage to the enamel of a
tooth or to a restoration (crown, bonding, vaneer, etc.)
is possible when ortho~dontic applances are removed.
This probtem may be more likely when esthetic (clear or
footh colored) appliances have been selected. if dam-
age 10 a tooth or restoration ocecurs, restoration of the
involved tooth/teeth by your dentist may e necessary.

Headgear

Qrthodontic headgear can cause injury to the patient.
[njurles can include damage to the face or eyes. In the
event of injury or especially an eye injury, however minaor,
immediate medical help should be sought. Refrain from
wearing headgear in situations where there may be a
chance that it could be dislodged or pulled off. Sports
activities and games should be avoided when wearing
orthadontic headgear.

Temporomandibular (Jaw)

Joint Dysfunction

Problems may occur in the jaw joints, i.e., temporoman-
dibular joints {TMJ), causing pain, headaches or ear
problems., Many factors can affect the health of the jaw
joints, including past trauma (blows to the head or face),
arthritis, hereditary tendency to Jaw Joint problems,
excessive tooth grinding or clenching, poorly balanced
bite, and many medical conditions. Jaw joint problems
may oceur with or without orthodontic treatment. Any
Jaw joint symptoms, Including pain, jaw popping or diffi-
culty epening or clasing, should be promptly reported to
the arthodontist. Treatment by other medical or dental
specialists may be necessary.

Impacted, Ankylosed, Unerupted Teoth
Teeth may become impacted {trapped below the bone or
gums), ankylosed {fused to the bone) or just fail to erupt.
Oftentimes, these conditions occur for no apparent
reasen and generally cannpt be anticipated. Treatment
of these conditions depends on the particular clrcum-
stance and the overall importance of the involved tooth,
and may require extraction, surgical exposure, surgical
transplantation or prosthetic repiacemant,

Occlusal Adjustment

You can expect minimal imperfections in the way your
teeth meet following the end of treatment, An occlusal
aquilibration procedure may be necessary, whichis a
grinding method used to fine-tune the occlusion. It may
also be necessary to remove a small amount of enamel
in between the teeth, thereby “flattening” surfaces in
order to reduce the possibility of a relapse.

Non-ldeal Resuits

Due to the wide variation in the size and shape of the
teeth, missing teeth, etc., achievement of an ideal result
{for example, complete closure of a space) may not be
possible. Restorative dental treatrnent, such as esthetic
bonding, crowns or bridges ar periodantal tharapy, may
be indicated. You are encouraged to ask your orthodon-
tist and family dentist about adjunctive care.

Third Molars

As third molars (wisdom teeth) develop, your teeth may
thange alignment. Your dentist and/or orthodontist
should menitor them in order to determine when and if
the third molars need to be removed.

Allergies

Occasionally, patients can be allergic to some of the
component materials of their orthodentic appliances,
This may require a change in treatment plan or discon-
tinuance of treatment prior to completion. Although very
uncemmen, medical management of dental material
allergies may be necessary.

centinued on next page



Transmisslon of Discase

Although our erthodontic office is following the State
and Federal regulations an¢ recommended universal
personal protection and disinfection protacols to prevent
transmission of communicable disease, it is possible
that that they will not always be successful in blocking
the transmission of & highly infectious virus. It is not
possible to render arthodontic treatment with social
distancing between the patient, orthodontist, assisting
staff and semetimas, other patients. Knowing that you
could be exposed to communicable diseases anywhere,
by presenting yourself or your child for orthodentic
treatment, you assume and accept the risk that you may
inadvertently be exposed to a communicable disease in
the arthodontic office,

QGeneral Health Problems

General health probiems such as bone, biocd or
endocrine disorders, and many prescription and
non-prescription drugs {includinrg bisphosphonates)
can affect your orthodontic treatment. bt is imperative
that you inform your orthedontist of any changes in your
general health status.

Use of Tobacco Products

Smoking or chewing tobacco has been shown ta increase
the risk of gum disease and interferes with healing after
oral surgery. Tobagca users are akso more prone to aral
tancer, gum recession, and delayed tooth movement
during orthodontic treatment. If you use tobacce, you
must carefutly consider the possibility of a compromised
arthodontic result.

Temporary Anchorage Devices

Your treatment may include the use of a temporary an-
chorage device(s} (i.e. metal screw or plate attached to
the boene,) There are specific risks associated with them,

It is possible that the screw(s) could become loose
which would reguire its/their removal and possibly
relocation or replacement with a larger screw. The screw
and related material may be accicentally swailowed, If
the device cannot be stabilized for an adequate length
of time, an alternate treatment plan may be necessaty.

It is possible that the tissve around the device could
become Inftamed or infected, or the soft tissue could
grow over the device, which could also require its
removal, surgical excision of the tissue and/or the use
of antibiotics or antimicrobial rinses.

Itis possible that the screws could break (i.e. upor
insertion or removal.} I this eccurs, the broken plece
may be left in your mouth or may be surgicalty removed.
This may require referral to another dental speciafist.

When inserting the device{s), it is pessible to dameage
the root of a toath, a nerve, or te perforate the maxiflary
sinus, Usually these problems are nat significant; however,
additional dertat or medical treatmant may be necessary,

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

If any of the compilcations mentioned above do occur,
a referral may be necessary to your famlly dentist

or another dental or medical speclatist for further
treatment. Fees for these services are not included
in the cost for orthodontlc treatment.

Patient

Date

ACKNOWLEDGEMENT

I 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 resufts
may differ from the anticipated resuits.

| 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 treatment proposed
and authotize the orthodontist(s) indicat-
ed below 1o provide the treatment. | also
authorize the orthodontist{s) to provide my
health 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 other dental or medical pro-
fessionals is not included in the fee for
my orthodontic treatment.

CONSENT TO UNDERGO
ORTHODONTIC TREATMENT

| hergby consent to the making of
diagnostic records, 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 doctor{s) for the above individual.
| fully understand all of the risks associ-
ated with the treatment.

AUTHORIZATION FOR RELEASE

OF PATIENT INFORMATION

i 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. I understand that once released,
the above doctor(s) and staff has{have)
no responsibility for any further release by
the individual 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.

Signature of Patient/Parent/Guardian  Date

Signature of Ort odontist/dﬁ(p Name Date

Witness Date

I have the legal authority to slgn this on behalf of

Name of Patient

Name of Parent /Guardian

Relationship to Patient

CONSENT TO USE OF RECORDS

| hereby give my permission for the use of
orthodontic 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 journals.

Signature Date

Witness Date




Privacy & Photographic Consent
Privacy Consent (HIPAA)

Your protected health information (i.e., individually identifiable information such as names, dates, phone/fax
numbers, email addresses, home addresses, social security numbers, and demographic data) may be used in
connection with your treatment, payment of your account or health care operation (i.e., performance reviews,
certification accreditation and licensure).

You have the right to review our office’s privacy notice prior to signing this Consent (see back page), if you
would like a copy of the Consent please notify the front desk.

You have the right to request restrictions on the use of your protected health information. However, we are
not required to, and may not honor your request. 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 been taken in reliance on the Consent.

Signature (Responsible Party) Date:

Photographic Consent

(self)

| hereby give permission to Boley Braces to use my name, photographic likeness, in media for marketing,
advertising, trade, and any other lawful purpose.

Signature Date:

(minor)

| hereby give permission to Boley Braces to use my child’s name, photographic likeness, in media for
marketing, advertising, trade, and any other lawful purpose.

Parent/Guardian Signature Date:

o ldecline to have photos used

Signature Date:




INSURANCE INFORMATION

Patient Name:

Date of Visit:

Patient’s DOB:

Policy Holder’s Name:

Date of Birth:

Policy Holder’s Address:

State: Zip:

City:

Relationship to Patient:

Phone Number: Cell/Home

Social Security #:

Subscriber ID #:

Employer:

Dental Ins. Co.:

For SECONDARY Insurance Only:

Group #:

Ins. Co. Phone:

Date of Birth:

Policy Holder’s Name:

Policy Holder’s Address:

City:

State: Zip:

Relationship to Patient:

Phone Number: Cell/Home

Subscriber ID #:

Social Security #:

Employer:

Group #:

Dental Ins. Co.:

Ins. Co. Phone:

*******************************************FOR OFFICE USE OMY******************%’r**************************

Ins Co: Phone #: Spk w/:

ID#: Grp#: %: Lifetime Max:
SUB/SP/DEP CH/ Age Limit: __ Deductible: Waiting Period: __ Amt used:

AM AQ ASA/M Q SA Mail Claims to:

Can we FAX CLAIMS? Fax #:

SECONDARY Insurance: Standard Nondup

Ins Co: Phone #: Spk w/:

ID#: Grp#: %: Lifetime Max:
SUB/SP/DEP CH/ Age Limit: ___ Deductible: Waiting Period: _~ Amtused: ___

AM AQ ASA/M Q SA Mail Claims to:

Can we FAX CLAIMS? Fax #:

NPI #: 1962623819
Tax ID #: 465630289
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HEADER INFORMATION

1. Typa of Transactlon {(Mark all applicebie boxes)
D Statement of Actupl Sarvices D Raquast for Predetarminatlon/ Preautherization

["] ePaD/Titie XIX

2. Predetermination/Presuthorization Numbar

POLICYHOLOER/SUBSCRIBER INFORMATION (For Insurance Compeny Namad in #3)

12, Palleyholder/Subscriber Name (Last, First, Middle Iniflel, Suffix), Address, City, Siate, Zip Code

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3, Company/Plan Name, Address, Glty, State, Zip Code

13. Date of Blrk (MMWDDCS YY) 14, Gender

Cw e

16, Pelicyholger/Subacrioar 1D {SSN or 1D}

OTHER COVERAQGE

18, Plan/Group Nymber 17. Employat Nama

4, Other Dental or Madioal Caverags? || No (Skip 5-11) [ ¥es tcomotate 5-11)

5, Name of Pollcyhelder/Subscritser in #4 (Last, Firat, Middle Inltlai, Suftix)

PATIENT INFORMATION

18. Ralatlonship to Palicyholder/Subscrber in #12 Above 18, Student Status

7. Gender

L

&, Date of Birth (MM/DD/CCYY) . Policyholdar/Subscriber iD {SSN or ID#}

[[}set [ Jspouss [} pepandantchid [ oter CJrs {Oers

20. Mama (Last, First, Middle inltlal, Suffix), Address, City, State, Zip Code

10, Patient’ s Ralationship to Person Narmad in #5

D Self D Spause D Deperdar D Othar

9. Plan/Qroup Number

11. Other Insurance Company/Dantal Benetit Plan Mame, Address, City, State. Zip Code

21, Date af Birth {MM/DD/CCYY) 22, Gander 23. Patient iD/Acoount # (Assignad by Dentiat}

Lw Cir

RECORD OF SERVICES PROVIDED

I B e 0 oosrp st.re
i ; :
H i
3 i
‘ !
5 i
8 1
7 ,
8 !
g 1
10 ] :
MISSING TEETH INFORMATION Parmanant Frimary 32, Cthar |
1 2 8 4 5 6 7 8% 10 11 12 13 14 15 18 B C o EJF @ H 1 U Faals) ;
34. {Place an X' on each mieskg ot} (e % 58 27 75 a5 |24 23 22 21 20 18 18 17 S R O PIo N M L K JootoslFel
38, Remarks
AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION

38, | have baen Informed of tha treatment plan and asscclated fees. | agree to be responsibie for all
charges for deral services and matertais not pald by my dental beneflt pian. unless prohibited by law, or
the treating derdlst or dental practice has a contractual agreemeant with my plan prohibiting eil or a portion of
such charges. To the axtent permitted by law, | consent 10 your usa and diaciosure of my protactad health
Infarmatian ta carry out payment activities In cennection with this cieim.

X
Patlent/Guardian signature Date

ag)

41. Date Appliance Placed {MM/ODDICCYY)

38, Place of Treatment

[ Provider's Oftice | Hospital ] ecF [ | otner
40. is Tragiment for Orthedontles?

["|Ne (skp41-42)  []ves (Gomplets 41-42)

42, Months of Treatrent
Remalaing

39. Number af Enclosures fDU to
Radiograph(a)  Oral ! 8

42, Agplacarment of Prosthesis? | 44. Date Prior Placemant (MM/DDICCYY)

37, | hereby authorize end direct payment of the dantel benefits otherwise payabla io me, dirsctly to the below asmad
danlist or dantal sniity.

zimm signature

Cate

D Ne D Yas (Complate £4}
45. Tragsment Aasulting from
D Occupational Ilnass /injury D Other accldent

D Auto acckient

48. Date of Accident (MM/DD/CCYY) —[ 47, Autg Accident State

BILLING DENTIST OA DENTAL ENTITY (Leave Dlani If dentist or cantal entity s not submitting
<laim an benhalf of tha patlent or Inaured/subscriber)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION
53, 1 hereby cerllfy that the procedures as Indicated by date ara In progress (lor proceduras that require multiple

48, Nama, Addrass, City, Staie, Zip Code

wisle) or hava been complated.

) —
Signad {Treating Dentist) Date

54, NP1 §5. Licanse Number
6A, Proviger
56, Address, City, State, Zip Code gpe clalty boda
40. NPI 50. License Number 51. 88N or TIN
52. Phone 52A. Addilional 57. Phane
urmber ) - Provider ID Numger { )
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[ 68. Additional
- Providet D
J400 (Game as ADA Dental Claim Form - J401, J402, 1403, J404.
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