
 

               E.H. Williamson D.D. S., M.S              
4250 Washington Road   - Evans, Georgia 30809    

Office: 706-860-5074         Fax: 706-860-5088         
Emergency # (Jari): 706-832-0829                 

  Patient Health Information Release 
 

I HEREBY AUTHORIZE RECORDS & INFORMATION OF:  

Name of Patient: _________________________________________________________________________________             
Date of Birth: _____________________________________________________________________________________      
Address: _________________________________________________________________________________________       
City:______________________________________ State: ____________________ Zip Code: __________________ 

TO RELEASE TO:   Dr. E. H. Williamson D.D.S., M.S        
              4250 Washington Road          
                         Evans, Georgia 30809 

INTENDED USE: ___________________________________________________________________________________ 

DURATION: I understand that this authorization is effective immediately and shall be valid for two years.    
RIGHT TO REVOKE: I understand that I may revoke this authorization in writing at any time.              
RE-USE: I understand that no other use will be made of this information without prior authorization from me unless 
use is specifically required/permitted by law.  

RECORDS TO BE RELEASED: 

______ Office visit information            
______ Office visit notes             
______ Billing Records/Information                       
______ Verification of visit  

______   Other (specify)_____________________________________________________________________________ 

REVOCATION/EXPERATION:  This authorization can be revoked in writing at any time unless the Health Care 
Provider has already acted upon your request.  Submit your written request to the Health Care Provider.  Without 
expressed written revocation, this authorization expires two years after the date it was signed by the 
patient/representative, or upon following specific date, event or condition:  

Patient Signature: ____________________________________________________________ Date: _______________ 

Parent/Guardian Signature: ___________________________________________________ Date: _______________ 

  

Administration only 

 

Staff Signature: ________________________________________________________________ Title: _________________________
                           
                           

  

 



 
E. H. Williamson, D.D.S., M.S., P.C.                       Patient Consent Form to Begin TMJ Therapy                            williamsonortho.net                                                                      
4250 Washington Road 
Evans, Georgia 30809                                                                                                                                                        
706-860-5074 
     
Patient Name: ______________________________________________________ Date of Birth: _____________________                          
Today’s date: _________________________________________ 

This information is meant to familiarize you with temporomandibular joint disorder (jaw joint) and as consent by you for 
treatment of your disorder by Dr. Williamson.  

Temporomandibular joint disorder may be comprised of two basic problems.  The first has to do with the cartilage disc 
in the jaw joint and ligaments which are attached to the lower jaw.  This condition is usually referred to as internal derangement 
of the jaw joint.  Internal derangement includes the cartilage disc displacements, stretched or torn ligaments, perforated disc or 
tissues and adhesions of the cartilage to the socket or the jaw bone. The second problem is related to the muscle of the head, 
jaw and neck or shoulders called myofascial pain (pain from sore muscles)This pain is usually due to continued contraction of the 
muscles as they attempt to keep the lower jaw from excessive movement which causes pain to the jaw joint.  Myofascial pain 
may also result from a patient reacting to emotionally stressful circumstances that they are under and my feel like headaches. In 
certain cases myofascial pain can occur without internal derangements being present, being the result of stress only. The 
diagnosis of the internal derangement is usually made from the physical diagnosis of the patient i.e. listening with a stethoscope 
and crepitus (grinding in the joint) or clicking are excellent indicators of the internal derangements.  Some individuals may have 
internal derangements and have no discomfort.  The long term result of internal derangement is usually further damage to the 
cartilage, ligaments or bone of the joint.  There are numerous types of X-rays which may show degeneration of the bony tissues.  
We will be taking a limited number to assess the state of your joint.  _______ Initial 

The treatment for internal derangements entails the use of Jaw repositioning devices called a splint, orthotic or a Herbst 
appliance.  It may be removable or fixed in the mouth.  The purpose of the devise is to position the lower jaw either on the 
cartilage or in a position where healing or regeneration of the tissues will have a maximum chance of occurring.  This is called 
progressive remodeling and may results in a change in the way jaws and teeth meet and function.  Research indicates 90% of the 
patients will respond favorable to no surgical treatment.  It will require about four to six months of treatment with such a device 
for proper healing to occur. Some patients may take longer depending on the degree of injury they have received.  Ten percent 
of the patients will not improve and may require surgery on the joint similar to surgery on a “football” knee.  These patients will 
still require treatment with some type of splint.  Generally, we will know within a few weeks if surgery is going to be needed 
based upon the improvement of the patient with the mouth piece.  If the patient does not improve, we will suggest an MRI 
which is a special X-ray.  Cartilage cannot be seen on a regular X-ray since it is not a calcified tissue. This procedure is done by an 
oral surgeon or radiologist.  You (the patient) will have the opportunity to make the decision concerning an MRI and possible 
surgery based upon your discomfort.  If you are comfortable with the appliance in your mouth but your pain or limited function 
returns when you remove it, you have the opportunity of deciding if you wish to wear the device indefinitely as needed or have 
the imaging done along with possible surgery.  We are usually able to make all of these decisions within a six month period of 
treatment. _______ Initial 

I will be seeing you for treatments on a two to four week basis.  At these visits, we may be adjusting your appliance.  
These are generally not painful procedures. If we are successful in alleviating your discomfort and the jaw is in a stable 
relationship we will assess your bite to determine if treatment with braces will be required.  Some patients will need 
orthodontics (braces) to balance the bite in order to minimize forces in the joint which could cause relapse. A few people will 
require surgery on the jaw which is different from the joint surgery.  Some may also require special fillings in the teeth after the 
braces.  If these fillings are needed you will be referred to a restorative dentist for treatment if you do not have one.  You must 
realize that internal derangements could recur at any time in the future, even after treatment.  The joints will always be 
susceptible to further injury since they are weakened. The condition is similar to a “football” keep and you must take care in not 
chewing hard or sticky substances.  You must also understand the emotional stress can cause the muscles to tighten and result 
in biofeedback to learn relaxation methods.  A physical therapist could be required for special muscle exercises. You will be 
instructed in and asked to follow a nutritious diet so that maximum healing potential will be available. ________ Initial 



 
E. H. Williamson, D.D.S., M.S., P.C.                       Patient Consent Form to Begin TMJ Therapy                            williamsonortho.net                                                                      
4250 Washington Road 
Evans, Georgia 30809                                                                                                                                                        
706-860-5074 
     
Patient Name: __________________________________________________ Date of Birth: ______________________________ 

Today’s Date:__________________________________________ 

My fee is divided into phases depending upon what is required.  The first phase is for treatment of the jaw joint.  We do 
accept direct assignment from the insurance company.  It is your responsibility to make sure the insurance pays in a timely 
manner.  My fee will be paid by you directly to this office as stated in our contract whether the insurance company pays or not.  
It does not cover broken or lost appliances.  The fee does not include surgery if it is required or charges made by other 
professional offices.  Phase two will be for orthodontics (braces) if they are required or other treatment by me for your bite 
condition.  The fee is based upon what will be needed and will be determined following phase one treatment.  It will be 
discussed with you prior to further treatment.  ________ Initial 

Success versus failure statistics based upon research accumulated by Dr. Williamson; in a published paper in which 300 
patients were assessed three to five years after treatment show 90% non-surgical success rate.  Ten percent of the patients will 
either no improve or will relapse when the jaw repositioned is removed.  These 10% are offered continued wear of the appliance 
or imaging and possible surgery.  Twenty percent of the successful patients will have some joint noises with movement, but will 
no longer have pain or limited function of the jaw. _________ Initial 

I have read and understand the information concerning jaw joint disorder and its treatment by Dr. Williamson.  
Therefore, I consent to an evaluation/treatment by Dr. Williamson for my jaw joint problems.  

  I understand that Dr. Williamson’s office is an out of network provider for ALL major medical insurance companies 
except Tricare. This is NOT covered under dental insurance due to it is not a tooth issue but a Jaw joint issue.  

I ACKNOWLED THAT I HAVE BEEN GIVEN THE OPPORTUNITY TO ASK QUESTIONS AND I AUTHORIZE DR. WILLIAMSON TO 
PROVIDE MY HEALTH CARE INFORMATION TO MY OTHER HEALTH CARE PROVIDERS.  I HEREBY AGREE NOT TO HOLD DR. 
WILLIAMSON LIABLE FOR ANY COMPROMISED TREATMENT.  

 

Patient Signature: ______________________________________________ Today’s Date: ________________________________  

 

Parent/Guardian Signature: _______________________________________Today’s Date: _______________________________   



E. H. Williamson, D.D.S., M.S., P.C.                            
4250 Washington Road   
Evans, Georgia 30809                                          Information about Insurance Coverage for TMJ Therapy                                                                                                                                                                              
706-860-5074 
williamsonortho.net                                                       
 
 

Patient Name: ________________________________________________ Date of Birth: _________________________________    

Today’s Date: _________________________________ 

 

1. If your insurance covers Temporomandibular Joint Dysfunction therapy, it is covered in most major medical portion NOT 
the dental portion 

2. Major medical pays after the fact only and will not consider any pre-treatment estimates 
3. Since we do not charge to file insurance forms, we will keep the paper work to a minimum (the average fee in other 

office varies from $25.00 to $45.00) to process insurance forms.   
4. Therefore, we will begin filing your insurance when your first appliance is placed and continue to file after three office 

adjustment visits.  
5. You will be responsible for your account balance that the insurance does not cover.  We will get and approximate the 

figure by phone on the day of your exam, we do recommend that you call and verify your coverage prior to your 
appointment.  

6. We do NOT participate with any insurance other than Tricare.  Our fees are NOT based on your insurance companies 
prevailing charges.  

7. It is your responsibility to make sure all claims are filed and when the EOB’s are received you will need to inform our 
office, as we do NOT participate.  Your insurance company may or may not contact us regarding your claims.  

8. If your insurance company request records to be duplicated, there will be a fee due in advance. You will be notified.  

 

I understand that I, not my insurance company, am responsible for the entire account.  I shall pay all monies to Dr. Williamson 
and I will be reimbursed by the insurance company to the extent for the policy.  I acknowledge that my insurance will have no 
bearing on the total fee or Monthly Installments.  I also acknowledge that it is my full responsibility to pay 50% of the balance 
owed to cover Collection Fees, if sent to a Collection Agency, plus court cost and any interest incurred if litigated.   

  

 

Patient Signature: _________________________________________________________ Date: _________________________    

 

Parent/Guardian Signature: _________________________________________________ Date: _________________________ 



E. H. Williamson, D.D.S., M.S., P.C.                             Insurance Information Sheet                                      williamsonortho.net                                                                      
4250 Washington Road 
Evans, Georgia 30809                                                                                                                                                        
706-860-5074 
 

Patient Name: __________________________________________Date of Birth: ___________________________   
Today’s date: __________________________________   

Insurance Holder/Subscriber Name: __________________________Date of Birth:__________________________  
Relationship to Patient: ______________________Card holder/Subscriber  SS#:________-_________-__________                                                                
Subscribers Employer: _______________________ Group #_______________  ID #_________________________                                   
Insurance Phone #(______)_______-______    Effective Date: Month:_______ Day:__________Year:___________     

Other Insurance: Yes: __ No: __if yes, Card holder/Subscriber Name: _____________________________________   
Date of Birth: ___________ Relationship to Patient: __________ Cardholder/ Subscriber SS# _____-_____-______ 
Insurance Company name: ___________________________Group #:____________________________________ 
ID #:____________________________ Effective Date: Month: ________ Day: ________ Year: _________ 
           

Please read & Sign                                                                                                                                                                                                
All professional services rendered are charged to the patient, necessary forms will be completed to help expedite insurance 
carrier payments/workman’s compensation/personal injury settlements.  However the patient is responsible for all fees.  We 
accept insurance assignments as long as the patient realizes it is their responsibly for fees to be paid in full whether insurance 
pays or not.  It is customary to pay for services when rendered unless other arrangements have been made in advance with 
our office.  Please not that if an account becomes overdue and is sent to collections, then the responsible party will incur all 
collection fees, attorney fees and court cost. 

Certification of information: I certify the information entered upon this form is true, accurate and complete. 
Initial_____________    

 Authorization for release of medical information; I authorize Dr. Williamson to release information/reports to Healthcare 
providers that have referred me to Dr. Williamson for Treatment/Testing who may benefit from this information as they care 
for me in the future.  Initial___________ 

 

Responsible Party Signature:________________________________ Date: ________________________________    

 

Responsible Party Name: _______________________________________Date of Birth: ____________________   
If different from patient:  Address: ___________________________City: ________ State: ___ Zip code: ________ 
Phone #:(________)______-______Employer: _______________________Work # (______) _______-__________  
SS#:________-________-_________ 

 



E. H. Williamson, D.D.S., M.S., P.C.                               Patient History & Information                                 williamsonortho.net                                                       
4250 Washington Road 
Evans, Georgia 30809                                                                                                                                                        
706-860-5074 

Patient’s Last Name: _______________________________ First: ______________________________ Sex: _____ Age: _____     
Today’s Date: ________________ Date of Birth: ________________                            
Address: ____________________________________________ City: ___________ State: ____________ Zip code: ___________ 
Home # (_____) _______-_______ Work # (_____) _______-_______ Cellular #: (_____) _______-_______                                           
Referred to this office by whom? ___________________________________________________                                                           
Name of Parent/Guardian or Spouse: ________________________________________________                                                                  
Family Dentist: ________________________________________________________________  Office #: (_____ )______________   
Address: ________________________________________City:_________________ State: ______________ Zip code:__________ 
Last dental visit: Year:_________ Month:_________ Treatment: _____________________________________________________  
Family Doctor: _________________________________________________________________Office #:(_____ )_______-_______ 
Address: ________________________________________City: _________________ State: ______________ Zip code:_________ 
Last Physical: Year: __________ Month: __________ Treatment: ____________________________________________________  
Allergies to Medication/ Drugs?   Yes____ No____ If yes, List: _______________________________________________________ 
_________________________________________________________________________________________________________ 
Are you presently under a physician’s care? If yes, List: _____________________________________________________________ 
_________________________________________________________________________________________________________
Do you currently receiving any medication/drugs? If yes, List: _______________________________________________________ 
_________________________________________________________________________________________________________ 
Have you ever broken any bones?  Yes_____ No____ if yes, List: _____________________________________________________ 
Have you ever had any surgeries: Yes____ No___ if yes, List: ________________________________________________________ 
_________________________________________________________________________________________________________ 
Have you been diagnosed having AIDS (HIV)? Yes____ No____ if yes, When? ___________________________________________ 
Have you been diagnosed having Hepatitis (HBV)? Yes____ No____ if yes, When? _______________________________________ 
Do you have frequent (underline) breathing problems, sinus congestions, colds, sores throat, fever blisters, ear infections?             
Yes____ No____ if yes, List: ___________________________________________________________________________________ 
Have you ever been hospitalized or diagnosed with any syndrome? Yes____ No___ if yes, List:_____________________________  
_________________________________________________________________________________________________________     
    Check any of the following diseases for which you have been treated for:                                             
Measles                  Thyroid                Heart Trouble              Cerebral Palsy             Chicken Pox              Mumps  Polio                    
Scarlet Fever        Whooping Cough           Arthritis          Fainting Problems   Pneumonia       Diabetes              
High Fever     Asthma     Diphtheria         Epilepsy         Tuberculosis  Bone Disorders        
Prolonged Bleeding       Emotional Problems   Endocrine Problems         Nutritional Problems  Other?        
If other, List: _______________________________________________________________________________________________ 
Have you have chronic problems?    Kidney    Heart  Liver   Blood                                                            
Describe any other medical problems: __________________________________________________________________________                                                         
Have you ever been diagnosed with sleep apnea? Yes: ___No:___ if yes, When? _______ Mild           Moderate            Severe                                                 
Do you have the results? Yes: ___ No: ___ Do you wear a CPAP? Yes____ No____ Nasal          Full Mask          

Any family members have orthodontic treatment? Yes: ___ No___ if yes, Where? _____________________Who?_____________    
Have you ever had orthodontic treatment: Yes:___ No:___ if yes, Where: ______________________________________________ 
Do you where retainers?  Yes: ______ No:_____ if yes, when? _______________________________________________________       
Are you aware that some appointments will infringe upon work or school times?  Yes: ______ No: ______                                                                                                                      
                                        

        
      

      
      

    

 
  

  



E. H. Williamson, D.D.S., M.S., P.C.                             TMJ PATIENT QUESTIONNAIRE                                      williamsonortho.net                                                                      
4250 Washington Road 
Evans, Georgia 30809                                                                                                                                                        
706-860-5074 
 
 
Patient Name: __________________________________________________________ Date of Birth: _______________________ 
Today’s Date: _________________________________ 

 

In your own words, explain briefly why you are here:______________________________________________________________  
___________________________________________________________________________________________________________
___________________________________________________________________________________________________________ 
Do you have problems with your jaw?  Yes:______ No:__ _____ if yes, 
explain:____________________________________________ 
___________________________________________________________________________________________________________
When did this start? __________________________________________________________________________________________ 
Can you recall what you were doing? Yes:_____ No:____ if yes, explain: ________________________________________________ 
__________________________________________________________________________________________________________ 

Have you ever been diagnosed with TMD (AKA: TMJ)? Yes:_____ No:_____ if yes, by whom: ________________ When:__________ 
If yes, What was the treatment?    Bite splint    Medication       Orthodontics Occlusal Adjustment         
Counseling      Surgery   If surgery: When____________ Where____________ Results_______________________________  
Other:           If other: describe what _____________________________________________________________________________  
If having pain, what do you do now to relieve your pain:_____________________________________________________________  
Are you aware of anything that makes pain worse? Yes____ No____ if yes, describe:______________________________________  
___________________________________________________________________________________________________________  
Does your jaw make any noises?  Yes:_________ No:________  if yes, when: _____________________________________________                                             
Right side:  Clicking  Popping     Grinding        Other _________________________________________ 
Left side:    Clicking  Popping     Grinding        Other _________________________________________    

Headaches: Yes:_____ No:_____ Where?_____________________________ How often? __________________________________ 
Ear Pain: Yes:______ No:______ Which Ear? Left:_____ Right:_____ Both:_____ Which one is worse:__________ Same: _________ 
Ringing in Ears?  Yes:____ No:____ Which Ear?  Left:____ Right:____ Both:_____ Which one is worse: _________ Same: _________ 
Difficulty Opening?  Yes: ____ No:____ Difficulty Closing:  Yes:______ No:______ Clinching? Yes: _______ No:________       
Notice any Locking? Yes:_____ No:_____ When? ___________________________ Last time locked:__________________________ 
Dizzy/Lightheaded? Yes:_____ No:_____ How often? _____________________________  Difficulty swallowing: Yes_____ No_____                                                                             
Other Joint issues: Yes:_____ No:_____ if yes, List: _____________________________________________________________      
Any Motor Vehicle Accidents? Yes:_____ No:_____ (even finder binders) if yes, List:_______________________________________   
___________________________________________________________________________________________________________ 
Trauma? Yes:______ No:_____ if yes,   List ________________________________________________________________________  
___________________________________________________________________________________________________________ 
Do you chew gum? Yes: ________ No:_________ How often? ________________  How long? ____________            
Do you suffer from insomnia? Yes:_____ No:_____                          Do you smoke? Yes:____ No:____ How often:____________                                
Do you drink alcoholic drinks? Yes:_____ No_____ if yes, How often: __________                                                                                        
Do you feel you have a bad bite? Yes____ No____                                                                                                                                               
Do you have extensive dental crowns/bridges? Yes:____ No:____ if yes, list:_____________________________________________ 
Do you wear a dentures? Yes:_____ No:_____  

    
  

 

    
    



E. H. Williamson, D.D.S., M.S., P.C.                                    Privacy Notice                                                          williamsonortho.net                                                                      
4250 Washington Road  
Evans, Georgia 30809                                                                                                                                                        
706-860-5074 
 
Patient Name: _____________________________________________________ Date of Birth: ___________________________       
Today’s Date: __________________________________ 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YO UMAY BE USED AND DISCLOSED.  IT ALSO TELLS YOU HOW 
YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW THIS CAREFULLY.  

 Your protected health information (i.e., individually identifiable information, such as names, dates, phone/fax numbers, 
e-mail addresses, home addresses, social security numbers and demographic data) may be used or disclosed by us in one or more 
of the following respects.  

• To other health care providers (i.e., your general dentist, oral surgeon, ect.) in connection with our rendering orthodontic 
or TMJ therapy  treatments to you (i.e., to determine the results of cleanings, surgery, ect.) 

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

• 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 

• Internally, to all staff members who have any role in your treatment 
• To other patients and third parties who may see or overhear incidental disclosures about your treatment, scheduling, ect.  
• To your family members and close friends involved in your treatment; and/or 
• We may contact you to provide appointment reminders or information about treatment alternatives or other health-

related  benefits and services that may be of interest to you 

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.  

Under the new privacy rules, you have the right to:  

• Request restrictions on the use and disclosure of your protected health information 
• Request confidential communication of your protected health information 
• Inspected and obtain copies of your protected health information through asking as 
• Amend or modify your protected health information in certain circumstances 
• Receive and accounting of certain disclosures made by us of your protected health information  
• You may, without risk of retaliation, file a complaint as to any violation by us of your privacy rights with us (by submitting 

inquiries to our Privacy Contact person at our office) or the United States Secretary of Health and Human Services (which 
must be filed within 180 days of the violation) 

We have the following duties under the privacy rules:  

• By law, to maintain the privacy of the protected health information and to provide you with this notice setting forth our 
legal duties and privacy practices with respect to such information.  

• To abide by the terms of our Privacy Notice that is currently in effect 
• To advise you of our right to change the terms of this Privacy Notice and to make the new notice provisions effective for 

all protected health information maintained by us and that if we do so, we will provide you with a copy of the revised 
Privacy Notice.  

 



E. H. Williamson, D.D.S., M.S., P.C.                                    Privacy Notice                                                          williamsonortho.net                                                                      
4250 Washington Road  
Evans, Georgia 30809                                                                                                                                                        
706-860-5074 
 
Patient Name: _____________________________________________________ Date of Birth: ___________________________       
Today’s Date: __________________________________ 

 

Please note that we are not obligated to:  

• Honor any request by you to restrict the use or disclosure of your protected health information 
• Amend your protected health information if, for example, it is accurate and complete 
• Provide an atmosphere that is totally free of the possibility that your protected health information may be incidentally 

overheard by other patients and third parties 

 

This privacy notice is in effective as of the date of your signature.  If you have any questions about the information in this 
Notice, please ask our Privacy Contact Person or direct your questions to this person at our office address.  Thank you. 

 

Patient Acknowledgement 

I hereby acknowledge that I have received and reviewed a copy of this Privacy Notice 

 

 

Patient Signature: __________________________________________________ Today’s Date: ____________________________   

 

Parent/Guardian Signature: __________________________________________ Today’s Date: ____________________________ 

 



E. H. Williamson, D.D.S., M.S., P.C.                                    Privacy Consent                                                           williamsonortho.net                                                                      
4250 Washington Road   
Evans, Georgia 30809                                                                                                                                                        
706-860-5074 
 
Patient Name: _____________________________________________________ Date of Birth: ___________________________ 

Today’s Date: _______________________________________________ 

 

This form is optional under the new patient privacy regulation recently issued by the United States Department of Health and 
Human Services.  We have elected to use this form. Prior to commencing your Orthodontic Treatment and/or your TMJ Therapy 
Treatment, you should review, sign and date this form.  

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

You have the right to review our office’s privacy notice prior to signing this consent, a copy of which was given to you with this 
privacy consent.  

You have the right to request restriction 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 nay an 
action has been taken in reliance on this consent.  

This information submitted by you, the patient cannot be sold or sued for marketing or fundraising purposes without previous 
signed authorizations by you.  You will also be notified if there are any financial conflicts of interest with the orthodontist and 
any products or services utilized within the practice or as part of your treatment.  There will be no breach of your information 
to other parties without your consent.  

 

Patient Signature: _________________________________________________ Today’s Date: ___________________________    

Parent/Guardian Signature: _________________________________________ Today’s Date: ___________________________ 
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