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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 orthodontic headgear.

Temporomandibular (Jaw) Joint Dysfunction

Problems may occur in the jaw joints, i.e., temporomandibular 
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 occur with or without orthodontic 
treatment. Any jaw joint symptoms, including pain, jaw popping 
or difficulty opening or closing, should be promptly reported to 
the orthodontist. Treatment by other medical or dental 
specialists maybe 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 circumstance 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 imperfections 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 enamel in between the teeth, thereby 
“flattening” surfaces in order to reduce the possibility of a 
relapse.

Non-Ideal Results

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 or 
periodontal therapy, may be indicated. You are encouraged to 
ask your orthodontist and family dentist about adjunctive care.

Third Molars

As third molars (wisdom teeth) develop, your teeth may change 
alignment. Your dentist and/or orthodontist should monitor 
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 orthodontic appliances. This may require a 
change in treatment plan or discontinuance of treatment prior 
to completion. Although very uncommon, medical management 
of dental material allergies may be necessary.

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 more 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.

Temporary Anchorage Devices

Your treatment may include the use of a temporary anchorage 
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 adequate 
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. It 
is 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.

ACKNOWLEDGEMENT

I hereby acknowledge that I have read and fully understand the 
treatment considerations 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 orthodontist(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) indicated 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 treatment fee covers only treatment provided by the 
orthodontist(s), and that treatment provided by other dental or 
medical professionals is not included in the fee for my 
orthodontic treatment.

Signature of Patient/Parent/Guardian Date

Signature of Orthodontist/Group Name Date

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 associated 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 individual’s 

orthodontic care as deemed appropriate. 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.

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

Name of Patient

Relationship to Patient

Notes



NOTICE OF PRIVACY PRACTICES (HIPAA)

w w w . o r t h o c e n t e r s . o r g
info@orthocenters.org

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU  
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS  

TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

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 or 
disclosed by us in one or more of the following respects:

m	 To other 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 cleanings, surgery, etc.)

m	 To third party payors or spouses (i.e. insurance companies, employers with direct reimbursement, 
administrators of flexible spending accounts, etc.) in order to obtain payment of your account (i.e. to 
determine benefits, dates of payment, etc.).

m	 To certifying, licensing and accrediting bodies (i.e. the American Board of Orthodontics, state dental boards, 
etc.) in connection with obtaining certification, licensure or accreditation.

m	 Internally, to all staff members who have any role in your treatment.

m	 To other patients and third parties who may see or overhear incidental disclosures about your treatment, 
scheduling, etc.

m	 To your family and close friends involved in your treatment.

m	 To contact you in order to provide appointment reminders or information about treatment alternatives or 
other health related benefits and services that may be of interest to you. 

m	 To email your xrays, photos and treatment plan to your other doctors as needed. 

m	 To leave messages or email you regarding upcoming appointments.

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

m	 You may ask us to communicate with you in a confidential manner, ask to see or obtain photocopies of your 
health information and/or ask us to amend your health information if you feel that it is inaccurate or 
incomplete.

m	 I give permission for my/my child’s photo to be displayed in this office.

ACKNOWLEDGEMENT OF RECEIPT
I hereby acknowledge that I have received, read and reviewed a copy of this notice of Privacy Practices, the consent 
to treatment and office procedures. I authorize use of my signature on and release of information for insurance 
submissions.

Signature of Responsible Party							       Date

NAPERVILLE

(630) 848.6960
55 s. main st. 251
naperville   60540

PLAINFIELD/JOLIET 

(815) 436.8787
1526 il route 59

joliet, illinois 60431

CHICAGO/DOWNTOWN 

(312) 640.1760

chicago, illinois 60602
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