Patient ______________ Date ____
Transmission of Disease
Although our orthodontic office is following the State
and Federal regulations and recommended universal
personal protection and disinfection protocols to prevent
transmission of communicable disease, it is possible
that that they will not always be successful in blocking
the transmission of a highly infectious �irus. It is not
possible to render orthodontic treatment with social
distancing between the patient, orthodontist, assisting
staff and sometimes, other patients. Knowing that you
could be exposed to communicable diseases anywhere,
by presenting yourself or your child for orthodontic
treatment, you assume and accept the risk that you may
inadvertently be exposed to a communicable disease in
the orthodontic office.

General Health Problems

General 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 your orthodontist of any changes in your
general health status.

Use of Tobacco Products
Smoking or chewing tobacco has been shown to increase
the risk of gum disease and interferes with healing after
oral surgery. Tobacco users are also mere prone to oral
cancer, gum recession, and delayed tooth movement
during orthodontic treatment. If you use tobacco, you
must carefully consider the possibility of a compromised
orthodontic result.

ACKNOWLEDGEMENT

I hereby acknowledge that I have read and
fully understand the treatment consider
ations and risks presented in this form.
I 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.
I also acknowledge that I have discussed
this form with the undersigned orthodon
tist(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 orthodontist(s) indicat
ed below to provide the treatment. I also
authorize the orthodontist(s) to provide my
health care information to my other health
care providers. I 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.

Signature of Patient/Parent/Guardian

Date

TRANSFERRING PATIENT

Orthodontic t reatments 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.
CONSENT TO USE OF RECORDS

I hereby give my permission for the use of
orthodontic records, including photographs,
made in the process of examinations,
treatment, and retention for purposes of
professional consultations, research,
education, or publication in professional
journals.

Signature

Date

Witness

Date

I have the legal authority to sign this on behalf of

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 bone.) There are specific risks associated with them.
It is possible that the screw(s) could become loose
which would require its/their removal and possibly
relocation or replacement with a larger screw. The screw
and related material may be accidentally swallowed. If
the device cannot be stabilized for an �equate length
of time, an alternate treatment plan may be necessary.
It is possible that the tissue around the device could
become inflamed 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.
ltis possible that the screws could break (i.e. upon
insertion or removal.) If this occurs, the broken piece
may be left in your mouth or may be surgically removed.
This may require referral to another dental specialist.
When inserting the device(s), it is possible to damage
the root of a tooth, a nerve, or to perforate the maxillary
sinus. Usually these problems are not significant; however,
additional dental or medical treatment 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 complications mentioned above do occur,
a referral may be necessary to your family dentist
or another dental or medical specialist for further
treatment. Fees for these services are not Included
In the cost for orthodontic treatment.

Patient or Paren1/Guardian Initials

Signature of Orthodontist/Group Name Date

Name of Patient

Relationship to Patient
Witness

Date

CONSENT TO UNDERGO
ORTHODONTIC TREATMENT

I hereby 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.
I 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.

Notes

