
E.H. WILLIAMSON D.D.S., M.S. 
4250 Washington Road – Evans, Georgia 30809 

Box 569 

- 

706-860-5074 
Facial Orthopedics                                                                                                                                                            Orthodontics for Adults and Children 

 
Dear Parent, 

 

We are pleased to receive you and your child as a new patient in our office. We hope that this letter will enable 

you to become familiar with the services and procedures of this office, and thus establish a better understanding 

between us. 

 

The office procedure is as follows: 

 

FIRST APPOINTMENT-VISUAL EXAMINATION 

 

The initial appointment in this office is for a preliminary clinical examination. At this time we will 

determine if there is a need for orthodontic service and give you, the parent, a general idea of the 

orthodontic problem and explain the procedure for records and consultation. There will be no charge for 

this appointment. 

 

If treatment is indicated, it will be necessary to obtain diagnostic records to enable the doctor to 

determine specifically what problems are involved and what will be necessary for correction.  This will 

include:  

a. A cephalometric lateral, frontal, submental and panorex x-ray. 

b. A special set of upper and lower models (casts) of the teeth. 

c. Photographs of the face and a series of photographs of all the teeth. 

 

In addition, a complete set of full-mouth x-rays may be required and will be requested from your dentist 

if needed.  On occasion, there are certain problems that require additional diagnostic information.  You 

will be informed if these procedures are necessary. 

 

 

You will receive your professional treatment by appointment except for emergency situations.  Some 

appointments may be during school hours, and the student shall make arrangements with his or her teacher to 

make up work prior to the appointment.  This enables the doctor to plan his treatment for you so that services 

may be rendered in the most effective sequence.  This office will provide school absence forms prior to or 

subsequent to all appointments, if requested. 

 

When circumstances prevent your keeping a scheduled appointment, please advise the office twenty-four hours 

in advance so that another patient may be given your time.  

 

We look forward to our association with you, and welcome your questions at any time. 

 

Please sign your name to indicate that you have read this paper. ________________________________     

 

 

        Sincerely, 

 
        Eugene H. Williamson 

        D.D.S., M.S. 



 

E.H. WILLIAMSON D.D.S., M.S., P.C. 
4250 Washington road – Evans, Georgia- 30809 

Orthodontics of Adults and Children 

- 

706-860-5074 

 

PATIENT CONSENT FORM TO BEGIN ORTHODONTIC TREATMENT 

 

As a rule, excellent orthodontic results can be achieved with informed and cooperative patients, 

regardless of age.  Thus, the following information is routinely furnished to everyone considering 

treatment in our office.  While recognizing the benefits of a pleasing smile and healthy teeth, you 

should also be aware that orthodontic treatment, like any treatment of the body, may have some slight 

risks or limitations.  These problems are usually very rare and should not cause any real concern in 

your decision to have orthodontic treatment.  Perfection is our goal.  However, in dealing with human 

beings and problems of growth and development, patient cooperation, etc., achieving perfection is not 

always possible.  Periodically a functionally and esthetically compromised result must be accepted. 

 

Throughout life tooth position is constantly changing.  This is true with all individuals regardless of 

whether they have had orthodontic treatment or not.  Post orthodontic patients are subject to the same 

changes that occur in non-orthodontic patients.  In the late teens or early twenties you may notice slight 

irregularities developing in your front teeth.  This is particularly true if the teeth were extremely 

crowded prior to treatment. Teeth still have a tendency to want to return to their original positions after 

orthodontic treatment is completed.  This is called relapse.  Very severe problems and rotated teeth 

have a greater tendency to relapse and we strive to maintain at least 90% of the correction.  After band 

removal, a Tooth Positioner or Retainer is placed to help minimize physiologic adaptation.  Full 

cooperation in wearing these appliances is vital.  We will make our corrections to the highest standards 

and in many cases overcorrect, in order to counteract the rebound tendencies.  When retention is 

discontinued, some irregularities are still possible, especially in your lower front teeth, as they assume 

their proper physiologic position in the bone.   

 

Decalcification (permanent markings), decay, or gum disease can occur if you do not brush and floss 

properly.  Excellent oral hygiene and plaque removal in a must.  Also sweets and between meal snacks 

should be eliminated.  Gum recession is also a possibility, especially if the tissues originally were of 

the thin variety, or if there is improper tooth brushing or oral hygiene. 

 

On rare occasions the nerve of a tooth may become non-vital.  A tooth that has been traumatized from 

a deep filling or a minor blow can die over a long period of time, or internal resorption may occur.  

This can happen whether a patient is having orthodontics or not.  An undetected non-vital tooth may 

flare up during your treatment, requiring root canal therapy to maintain it.  

 

In some cases, the root ends of the teeth become shortened.  This change in shape is somewhat 

dependent on the root form and the hardness of the bone and is called root resorption.  It is more 

common in adults, in patients who have had previous orthodontic treatment, or when teeth are moved 

great distances.  Under healthy circumstances the shortened roots are no great disadvantage.  However, 

in the event of periodontal disease in later life, the root resorption could reduce the longevity of a 

tooth.  It should be noted that not all root resorption arises from orthodontic treatment.  Trauma, 

impaction, endocrine disorders, etc. can also cause root resorption. 



There is also some chance that problems could occur in you Temporomandibular Joints. Although this 

is uncommon, it is a possibility.  Stress appears to play a role both in frequency and severity of such 

problems.  Tooth alignment or bite correction can improve tooth-related causes of joint problem, but 

not in all cases.  However, any previous symptoms may stay the same or even get worse, since the 

damage already has been done.  This is more likely if the problem has been of long duration, even 

though you may not have been aware of it.  In such cases, it probably is coincidental that the joint 

problems “begin” during orthodontics.  It would have started whether you were in treatment or not. 

 

Occasionally a person who has grown normally and in average proportion may not continue to do so, 

or original growth problems may become exaggerated.  If growth becomes disproportionate or if your 

lower jaw repositions itself in an unfavorable manner, our original treatment objectives may have to be 

altered or compromised. Skeletal growth disharmony is a biological process, beyond the orthodontist’s 

control.  Also a combination orthodontic-surgical approach may be required to properly solve the 

problem.  From experience, we have found that the vast majority of surgical cases will be successful 

over the long term and a combination approach may be necessitated by the nature of your problem. 

 

Your total treatment time can be extended beyond out estimate by lack of or improper facial growth.  

Treatment time can also be extended by inadequate cooperation in the wearing of headgears, chincups, 

and elastics.  In addition, broken appliances and missed appointments delay treatment time. These 

important factors will affect the quality as well. Lack of cooperation may necessitate premature 

appliance removal, short of out desired end result.  The patient must assume all responsibility if any of 

these occur. 

 

Extra-oral Appliance instructions must be followed very carefully.  A Facebow or Headgear that is 

pulled outward while the elastic force is attached, can snap back and damage the face or eyes.  Be sure 

to release the elastic force before removing the appliance from your teeth. 

 

So please let us make every effort to do it right.  This takes cooperation from everyone- myself, my 

staff, your family, but most of all, YOU. We thank you in advance for your cooperation in these 

matters. 

 

 

 

 

I HAVE READ AND UNDERSTAND THE ABOVE AND CONSENT TO TREATMENT BY      

DR. WILLIAMSON AND/OR MEMBERS OF THE STAFF.   I ACKNOWLEDGE THAT I HAVE 

BEEN GIVEN THE OPPORTUNITY TO ASK QUESTIONS AND I AUTHORIZE THE 

ORTHODONTIST TO PROVIDE MY HEALTH CARE INFORMATION TO MY OTHER 

HEALTH CARE PROVIDERS. I HEREBY AGREE NOT TO HOLD THE ORTHODONTIST 

LIABLE FOR ANY COMPROMISED TREATMENT. 

 

 

 

 

______________________________      _____________________________          ______________ 

                    PARENT                         OR                    PATIENT                                        DATE 



E.H. WILLIAMSON, D.D.S., M.S., P.C.

4250 WASHINGTON RD BOX 569

EVANS, GA 30809

SEX:

/ / / /

BILLING ADDRESS -

NAME OF NEAREST RELATIVE OR CLOSE FRIEND WITHIN THE AREA:

WHAT DO YOU FEEL IS WRONG WITH PATIENT'S TEETH OR JAWS?

HAS THE PATIENT HAD PREVIOUS ORTHODONTIC CONSULTATION OF TREATMENT? 

IF YES, DATE: / / BY WHOM?

ARE YOU AWARE THAT APPOINTMENTS WILL INFRINGE UPON WORK OR SCHOOL TIMES?

HAS THIS OFFICE EVER RENDERED TREATMENT TO ANY MEMBER OF YOUR FAMILY?

NAME: / /

FAMILY DENTIST:

FAMILY DOCTOR:

ZIP:

PHONE: (          )

ADDRESS: CITY: STATE:

ZIP:

PHONE: (          )

ADDRESS: CITY: STATE:

YES NO

DATE:

PATIENT HISTORY AND INFORMATION

YES NO

YES NO

BUSINESS ADDRESS -

PHONE: (          )

ZIP:

PHONE: (          )

ADDRESS: CITY:

OCCUPATION:

REFERRED TO THIS OFFICE BY WHOM?

NAME OF PARENT/GUARDIAN OR SPOUSE:

STATE:

PERSON RESPONSIBLE FOR THIS ACCOUNT:

OCCUPATION:

SOCIAL SECURITY NUMBER:

ZIP:

PHONE: (          )

ADDRESS: CITY: STATE:

PHONE: (          ) CELL PHONE: (          )

CITY:ADDRESS:

STREET ADDRESS -

ZIP:STATE:

TODAY'S DATE:

FIRST:

AGE:PATIENT'S BIRTHDATE:

PATIENT'S LAST NAME:

PARENT OR PATIENT EMPLOYED BY:



PLEASE READ AND 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 RESPONSIBILITY 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 NOTE THAT IF AN 

ACCOUNT BECOMES OVERDUE AND SENT TO COLLECTIONS, THEN THE RESPONSIBLE PARTY WILL INCUR ALL 

COLLECTION FEES, ATTORNEY FEES AND COURT COSTS.

CERTIFICATION OF INFORMATION: I CERTIFY THE INFORMATION ENTERED UPON THIS FORM IS TRUE, 

ACCURATE AND COMPLETE.

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.

SIGNATURE DATE BENEFITS ASSIGNED TO PROVIDER

DENTAL HISTORY

DOES PATIENT HAVE ANY NOTICEABLE DIFFICULTY IN CHEWING/SWALLOWING FOOD?

DOES PATIENT CLENCH OR GRIND TEETH DURING DAY OF NIGHT?

DOES PATIENT HAVE PAIN OR CLICKING UPON OPENING OR CLOSING MOUTH?

DOES PATIENT NOTICE BLEEDING OF GUMS SPONTANEOUSLY WHILE BRUSHING?

HAS PATIENT HAD ANY SEVERE HEAD OR FACE INJURIES?

HAVE ANY TEETH BEEN INJURED/CHIPPED DUE TO ACCIDENTS? WHEN?

HAS PATIENT EVER HAD ANY ABSCESSED TEETH?

HAVE YOU BEEN INFORMED OF ANY MISSING PERMANENT TEETH?

HAVE YOU BEEN INFORMED OF ANY EXTRA TEETH?

HAVE THE TEETH BEEN TREATED WITH FLUORIDES?

DOES PATIENT MIND WEARING BRACES/ BANDS?

HAS ANY MEMBER OF THE FAMILY HAD ORTHODONTIC TREATMENT?

WHO?

WHO FIRST NOTICE NEED FOR ORTHODONTIC TREATMENT?

DENTIST PATIENT PARENT FRIEND RELATIVE

WHEN?

DOES PATIENT NOTICE BLEEDING OF GUMS SPONTANEOUSLY WHILE BRUSHING?

MEDICAL HISTORY

DATE OF LAST PHYSICAL EXAMINATION GIVEN BY?

IS PATIENT PRESENTLY UNDER PHYSICIAN’S CARE?

FOR WHAT?

HAS PATIENT EVER HAD ANY REACTION TO DRUGS/MEDICATION? 

WHAT? 

YES NO

YES NO



IS PATIENT RECEIVING ANY DRUGS/MEDICATION PRESENTLY

WHAT? 

HAS PATIENT BEEN EXPOSED TO OR DIAGNOSED AS HAVING AIDS (HIV)?

HAS PATIENT BEEN EXPOSED TO OR DIAGNOSED AS HAVING HEPATITIS (HBV)?

HAS PATIENT EVER HAD MAJOR SURGERY, BEEN HOSPITALIZED, OR DIAGNOSED WITH ANY

 SYNDROME?   FOR WHAT CONDITION?

DOES PATIENT HAVE ANY ALLERGIES?

LIST:

HAS PATIENT EVER HAD ANY BROKEN BONES?

WHERE THERE ANY PROBLEMS IN HEALING?

EXPLAIN:

DOES PATIENT HAVE FREQUENT (UNDERLINE) BREATHING PROBLEMS, SINUS CONGESTION

COLD, SORE THROATS, OR EAR INFECTIONS?

HAVE PATIENT'S TONSILS AND/OR ADENOIDS BEEN REMOVED? AGE:

CHECK ANY OF THE FOLLOWING DISEASES FOR WHICH PATIENT HAS BEEN TREATED:

MEASLES THYROID HEART TROUBLE CEREBRAL PALSY

CHICKEN POX WHOOPING COUGH ARTHRITIS FAINTING PROBLEMS

MUMPS PNEUMONIA RHEUMATIC FEVER PROLONGED BLEEDING

SCARLET FEVER TONSILLITIS EPILEPSY EMOTIONAL PROBLEM

ANEMIA POLIO DIPHTHERIA ENDOCRINE PROBLEMS

HIGH FEVER ASTHMA TUBERCULOSIS NUTRITIONAL PROBLEMS

DIABETES BONE DISORDERS OTHER?

DOES PATIENT HAVE CHRONIC: KIDNEY HEART LIVER BLOOD

PROBLEMS?

WHERE THERE ANY UNUSUAL CIRCUMSTANCES WITH ANY OF THE CHILDHOOD DISEASES?

EXPLAIN:

ANY OTHER PERTINENT MEDICAL PROBLEMS?

DESCRIBE:



In order to assist you in determining your orthodontic insurance benefit, the following information
is necessary:

City State Zip

Social Security #:

Employed by:

City State Zip

Insurance Company: Policy/Group #:

Insurance Company Address:

City State Zip

Insurance Company Telephone:

City State Zip

Social Security #:

Employed by:

City State Zip

Insurance Company: Policy/Group #:

Insurance Company Address:

City State Zip

Insurance Company Telephone:

I hereby authorize release of any information relating to this claim.

Signature Date

Please notify our office of any changes in your insurance policy as soon as possible.

For Office Use Only:

CF: MOTX: CL: AC AS: Y N

Is patient covered under another dental plan? If so, please complete the following information:

Date of Birth:

Address:

Telephone:

Telephone:

ORTHODONTIC INSURANCE INFORMATION

Name of Insured:

Name of Patient: Date of Birth:

Name of Insured:

Address:

Date of Birth:

Telephone:

Telephone:

Address:

Address:



Privacy Notice 
 

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: 

 

 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.); 

 To third party payers 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 determain benefits, dates of payment, 

etc.); 

 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, etc. 

 To your family 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 
us; 

 Amend or modify your protected health information in certain circumstances; 

 Receive and accounting of certain disclosures made by us of your protected health 

information; and, 

 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 address) 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 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. 

 

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; or, 

 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 effective as of the date of your signature.  If you have any 

questions about the information in this Notice, please ask for our Privacy Contract 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       Date 



Privacy Consent 
 

 

This form is optional under the new patient privacy regulations 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, 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 addresses, 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 reviews, 

certification, accreditation 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 consent. 

 

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 this consent. 

 

This information submitted by you, the patient, cannot be sold or used for marketing or 

fundraising purposes without previous signed authorization 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 treatment. There will be no 

breach of your information to other parties without your consent. 

 

Thank you for your cooperation.  Please let us know if you have any questions. 

 

 

Patient’s Signature 
 

 

 

Print Name 
 

 

 

Date     





 

               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: _________________________
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