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 ALL medications & medical/dental conditions:

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:

Do you have dental insurance: yes/ no

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

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 aver, 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 treatment vary with
can achieve positive orthodontic results. While recognizing the individual’s specific problem, and prosthetic solutions
the benefits of a beautiful heaithy 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 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 years of graduate
training in orthodontics at an accredited program after graduation from dental school.

AAC American
Association of
W  Orthodontists,

© 2020 American Assocition of Orthodontists, asoinfo.org



INFORMED CONSENT for the Orthodontic Patient

Resulits of Treatment

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

the best results for every patient. However, we cannot
guarantee that you wili be completely satisfied with your
resuits, nor ¢an all complications or consequences be
anticipated. The success of treatment depends on your
cooperation in keeping appointments, maintaining good
oral hygiene, avoiding loose or broken applfances, and
following the orthodontist’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 periodontal
aor other dentat prablems occur, or if patient cooperation
is not adequats. 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 so you can expect an
adjustment period and some discomfort due to the
introduction of orthadontic appilances. Non-prescription
pain medication can be used during this adjustment
period.

Relapse

Completed arthodontic treatment does not guarantee
perfectly straight teeth for the rest of your life. Retainers
will be required to keep your teeth in their new positions
as a result af 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 can occur
due to natural causes, including habils such as tongue
thrusting, mouth breathing, and growth and maturation
that continue throughout life. Later in life, most people
wil see their teeth shift. Minor {rregularities, particularly
in the lower front teeth, may have to be accepted. Same
changes may require additional orthodontic treatment
or, in some cases, surgery. Some situations may require
non-removabie retainers or other dental appliances
made by your family dentist.

Extractions

Some cases will requira the remaval of deciduous (baby)
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 significant skeletal disharmonies
which require orthodontic treatment in canjunction with
orthognathic (dentofacial) surgery. There are additional
risks associated with this surgery which you should
discuss with your oral and/or maxillofacial surgeon prior
to beginning orthodontic treatment. Please be aware

Patlent or Parent/Guardian Initials

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

Decalcification and Dental Carles
Excellent oral hygiene is essential during orthodontic
traatment as are regular visits te your family den-

tist. Inadequate or improper hygiene could result in
cavities, discolored teeth, periodontal disease and/

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

Root Resorption

The raots of some patients’ teeth become shorter (re-
sorption) during orthodontic treatmant. Itis 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-
thodontic treatment, your orthodontist may recommend
a pause in treatment or the removal of the appliances
prior to the complation of orthodoatic treatment,

Nerve Damage

A tooth 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 toath may die for no
apparent reason, and this Is known as "spontaneous
pulpal necrosis.” Orthodontic tooth movement may, in
s0ma cases, aggravate these conditions and cause root
canal treatment to be necessary. In severe cases, the
tooth or teeth, may be lost

Periodontal Discase

Periadontal (gum and bone) disease can develop or
worsen during orthodontic treatment due to many
factors, but most often due to the lack of adequate

oral hygiene. You must have your gangral dentist, or

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

Injury From Orthodontic Appllances
Activities or foods which could damage, loosen or
dislodge orthadontic appliances need to be avoided.
Loosened or damaged orthodontic appliances can be
inhaled or swallowed or could cause other damage to
the patient. You should inform your orthodontist of any
unysual symptoms or of any icose ar broken appliances
as so0n as they are noticed. Damage to the enamel of a
tooth of to a restoration (crown, bonding, veneer, etc.)
is possible when ortho~dontic appfiances are removed.
This problem may be more likely when esthaetic (clear or
tooth colored) appliances have been selected. if dam-
age 1o a tooth or restoration occurs, restoration of the
involved tooth/teeth by your dentist may be necessary.

Headgear

Orthodantic headgear can cause injury to the patient
Injuries can include damage to the face or eyes. In the
event of injury or especially an eye injury, however minor,
immediate medical help should be sought. Refrain from
wearing headgear in situations where there may be a
chance that it could be dislodged or putied 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, haadachas or ear
problems, Many factors can affect the health of the jaw
Joints, including past trauma (blows to the head or facs),
arthritis, hareditary tendency to jaw joint problems,
excessive tooth grinding or clenching, poorly balanced
bite, and many medical conditions. Jaw joint problems
may occur with or without orthodontic treatment. Any
Jaw joint symptoms, Including pain, jaw popping or diffi-
ctulty opening or clasing, should be promptly reported to
the orthodontist. Treatment by other medical or dental
specialists may be necessary.

impacted, Ankylosed, Unerupted Teeth
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
reason and generally cannot 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 replacement,

Occlusal Adjustment

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

Non-ideal 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 treatment, such as esthetic
bonding, crowns or bridges ar perladontal therapy, 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
change alignment. Your deatist and/or orthodontist
should monitor them in order to datermine whan and if
the third molars need to be removed.

Allergles

Occasionally, patients can be allergic to some of the
component materials of their orthodontic appliances.
This may require a change in treatment plan or discon-
tinuance of treatment prior to complation. Atthough very
uncommon, medical management of desntal material
allergies may be necessary.

continued on next page



Transmission of Diseass

Althaugh our orthodontic office is following the State
and Federal regulations and recommended universal
personal protection and disinfection protacols to prevent
transmission of communicable disease, it is possible
that that they wili not always be successful in blocking
the transmission of a highly infectious virus. It is not
possibie to render orthodontic tregtment with social
distancing between the patlent, orthodontist, assisting
staff and sometimes, other patients. Knawing that you
could be exposed to communicable diseases anywhere,
by presenting yourself or your chitd for orthadentic
treatment, you assume and accept the risk that you may
inadvertently be exposed to a communicable disease in
the orthodontic office.

Genoral Hoalth Problems

Generat health problems such as bone, blood or
endocrine disorders, and many prescription and
non-prescription drugs (Including bisphosphonates)
can affect your orthodontic treatment, It is imperative
that you inform yout orthodontist of any changes in your
general health status.

Use of Tobacco Products

Smoking or chewing tobaceo has been shown ta increase
the risk of gum disease and interferes with healing after
oral surgery. Tobacca users are also more prone ta oral
cancer, gum recession, and delayed tooth movement
during orthodontic treatment. If you use tobacco, you
must carefully consider the possibifity of a compramised
arthodontic resuit.

Temporary Anchorage Devices

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

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

ftis possibie that the tissue 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 antiblotics or antimicrobial rinses.

Itis possible that the screws could break (l.e. upon
insertion or removal.) If this occurs, the broken plece
may be left in your mouth or may be surgically removed.
This may require refemal to another dental specafist.

When inserting the device{s), it is possible to damage
the root of a toath, a nerve, or to perforate the maxilary
sinus, Usually these problems are nat significant; however,
additional dentat 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 difficulties with dental anesthetics in the past.

If any of the compiications mentionod above do occus,
a referral may be necessary to your family dentist

or anather deatal or medical speciaiist for furtier
treatment. Fees for these services are net included
In the cost fer orthodontic ireatment.

Patient

Date

ACKNOWLEDGEMENT

| 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 resuits,

| also acknowledge that | have discussed
this form with the undersigned orthodon-
tist(s) and have been given the opportunity
to ask any questions. | have been asked
to make a choice about my treatment. |
hereby consent to the treatment proposed
and authorize the orthodontist(s) indicat-
ed below to provide the treatment. | aiso
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

| hereby authorize the above doctor(s) to
provide other heaith 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)
na responsibility for any further release by
the individua! 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

Witness Date

F have the legal suthority to algn this on behalf of

Name of Patient

Name of Parent)(iuardlan

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 consuitations, 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 | decline to have photos used

Signature Date:




HEADER INFORMATION

1. Type of Transaction (Mark afl appiicable baxes)
[ staement of Actun Services [[] mecuest tor Pradetarmination/ Praauttiorization
[] eper/mus xix

2. Predetarminstion/Presuthorization Number

POLICYHOLDER/SUBSCRIBER INFORMATION (For insurance Company Named in #3)

12, Pollcyholder/Subecriber Name (Laat, First, Middle nltial, Suflix), Address, Chty, State, Zip Code

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

3. Company/Plan Name, Address, City, State, Zip Code

13. Dete of Birth (MM/DD/CCY™) 14, Qender 16. Policyhokier/Subscriver 1D (SSN or IDF)
CIv (e
OTHER COVERAGE 18. Plan/Group Numbar 17. Employer Name

4. Other Dental or Medioal Coverage?  [_|No (Sidp 5-11) [ Jves (omolete &-11)

8. Name of Pollcyholder/Butecriber in 44 (Laat, First, Middls intas, Sufti)

PATIENT INFORMATION

18. Relationehip to Policyholdar/Subecriber In #12 Above 19, Student Status

7. Gender

CIm [

6. Date of Birth (MM/DD/CCYY) 8. Policyhoider/Subscriber iD (SSN or ID¥)

Orrs [ers

[Qset [Jseouse [ pependentcric [_] oter

20. Name (Last, Fiat, Middle initial, Suffix}, Address, City, State, Zip Code

10. Patient’ s Relationship to Person Named In 85

[Jset [Jspouse [T]ooperdert [ ] otmer

9. Plan/Group Number

11. Other Insurance Company/Dental Benefit Plan Name, Addrass, City. State, ZIp Code

21, Date of Birth (MM/DD/CCYY) 22, Gander 23. Patient 1D /Account # (Assigned by Dentist)

Ciw Cr

¢harges for dental sarvices and materisls not paid by m-,rdlnu!homﬂl pimn, uniess prohibited by law, or
hon-&qununadmtnwmllenhuammd %Hmaﬁoﬂhoﬂ

RECORD OF SERVICES PROVIDED
25, Area| 26,
24. Procsdure Date 27. Tooth Number(s) 28. Tooth | 29. Procedure i
MMDDCCYY) | Sor | g, or Latter(s) Surtace Code 20. Description 31. Fos
1 ;
2 |
3 '
bl | :
] | :
(] { !
7 | :
8 J
¢ ;
10 ,
MISSING TEETH INFORMATION Pacmanant Primary 32. Other s
1 2 3 4 5 6 7 8|9 10 11 12 13 14 15 16/A 8 € D EJF @ H | Fea(s) :
34, (Place an 'X’ on each misaing toath)
32 31 30 29 20 27 28 28|24 23 22 2v 20 19 18 17| T § R @ P|o N WM L K ]3aTowm e '
38. Remarics
AUTHORIZATIONS ANCILLARY CLAIM/TREATMENT INFORMATION
32, | have been Informed of the treatmant plan and associnted fees. | agren to be responsible for afl 34, Place of Treatment . NumbnrofEndoamnfoomw)

s sl

[ Provider's Offics {_] Hospktal [ ] €cF [] oner

plan
such charges, Tbhmmmﬂmdlwlm. M1murm sndm{ucmummr,
Information o camy out payment activities in connaction this cigim.

X

Patient/Guardian signature

40. 18 Treaiment for Orthodontice? 1. Data Appiiance Piaced (MM/DDICCYY)
[INe (sip41-42)  []¥es (Campiate 41-42)

42. Manths of Treatmant {43. Aeplacement of Prosthasis?
Remalning

44, Date Prior Placsment (MM/DD/CCYY)

§7. | harsby euthorize snd direct payment of the dantal benefits ctherwiss paysble to me, directly to the beiow nemed
dentist or dantel entity.

[ no [ ves (compiate 44)
45. Trantment Resulting from
[ Occupations! Iansssiinjury (] other accdent

[] Awto accidsrt

Lm Dale

48 Dats of Aceident (MM/DD/CCYY) | 47. Auto Accidert Swmte

BILLING DENTIST OR DENTAL ENTITY (Leave biank If dentiat or dental antity Is not submitting
claimn on behalf of the patient or Insured/subecriber)

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

40. Nama, Address, City, Stals, Zip Code

I
mmﬂw mmumn Indicatsd by date are In progress (lor proceduras that require multiple
X
Signad (Traaling Dentist) Dste
54, NP §5. Licanss Number

56. Address, Cty, State, Zip Code

By B

48. NP| 50. Licensa Numbier 81.88Nor TIN

68. m@nﬂm

§7. Phone
Number { )

T - e
55505 Areroan Dol Tesaciailo s

JA00 (Sama as ADA Dental Claim Form — J401, J402, J403, J4D4



INSURANCE INFORMATION

Date of Visit:

City:

Employer:

City:

Patient Name: Patient’s DOB:
Policy Holder’s Name: Date of Birth:
Policy Holder’s Address:
State: Zip:
Relationship to Patient: Phone Number: Cell/Home
Social Security #: Subscriber ID #:
Group #:
Dental Ins. Co.: Ins. Co. Phone:
For SECONDARY Insurance Only:
Policy Holder’s Name: Date of Birth:
Policy Holder’s Address:
State: Zip:
Relationship to Patient: Phone Number: Cell/Home

Social Security #:

Subscriber ID #:

Employer:

Dental Ins. Co.:

Group #:

Ins. Co. Phone:

*******************************************FOR OFFICE USE ONLYA'********************************************

Ins Co: Phone #: Spkw/:
1ID#: 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 #: Spkw/:

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



