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 LETTER OF INFORMATION AND CONSENT AGREEMENT 
 

Orthodontic treatment is not an exact science. Like any treatment of the body, much of its success depends on the understanding and 
cooperation of patients. While recognizing the benefits of a pleasing smile and healthy functional teeth, you should also be aware 
that orthodontic treatment, like any treatment of the body, has some hazards, inconveniences, and limitations. These drawbacks 
seldom outweigh the long-range benefits, but should be considered in making the decision to wear orthodontic appliances. 
 
The following information is routinely supplied to anyone considering orthodontic treatment in our office. Please read through this form 
carefully and ask the orthodontist/staff to explain anything you do not understand. Clarify what is expected of you as a patient, or 
as a parent of a young patient, to achieve excellent results. 
 
Perfection is always our goal. The Orthodontist will use his / her knowledge, training, skill and experience (three extra years of 
orthodontic specialty training are required by the American Dental Association before one can be called an orthodontist) to achieve 
perfect function that is also aesthetically pleasing. Much depends on the patient's growth patterns, genetics, oral health, and 
cooperation.  
 
Throughout life, tooth positions are constantly changing. This is true with all individuals regardless of whether they have worn 
braces or not. After orthodontic treatment, patients are subject to the same subtle changes that occur in non-orthodontic patients. In 
the late teens and early twenties, orthodontic patients may notice slight irregularities developing in their front teeth. This is particular 
true if their teeth were extremely crowded prior to treatment. 
Prolonged wearing of retainers may be the only way to prevent this if it becomes undesirable. 
 
Orthodontic appliances do not cause cavities. They may trap particles and increase the likelihood of a patient developing cavities 
or decalcification marks. Decalcification (permanent marking on the teeth), tooth decay, or gum disease can occur if patients do not 
brush and floss their teeth properly and thoroughly. Patients are able to prevent these problems with a combination of a proper 
diet, good tooth brushing habits, and regular checkups with the dentist. Sugar and between-meal snacks should be eliminated. 
Occasionally, periodontal (gum) problems present before orthodontic treatment may be worsened by wearing braces and may require 
treatment by another specialist. 
 
Cold sores, canker sores, and irritations or injury to the mouth are possible while wearing braces. Loose or broken wires and bands 
can also scratch or irritate your cheeks, gums, or lips. Your orthodontist will give you soft wax to cover problem areas like this. Also 
allergic reactions to dental materials or medications are rare, but do occur occasionally. 
 
Teeth must sometimes be extracted as part of the orthodontic procedure. Your orthodontist will recommend removal only if it improves 
your prospects for successful treatment. There may be a need for fillings, crowns, bridges, gum treatment or other dental procedures 
before, during orthodontic treatment. On rare occasions the nerve of a tooth may become abscessed. A tooth that has been 
irritated by a deep filling or even a minor blow may require treatment by another dentist. In some instances, the root ends are 
shortened during treatment. This process is called root resorption. Under healthy circumstances, the shortened roots are no 
disadvantage. There are rare circumstances that may lead to loss of teeth due to root resorption. There is no way to foresee whether 
this will happen, and nothing can be done to prevent this from occurring.  
 
There is also a very small chance that pain may occur in the lower jaw joints, i.e. temporomandibular. Tooth alignment or bite 
correction can usually improve tooth-related causes of jaw discomfort, but additional treatment by another dentist may be required. 
 
Occasionally, a person who has growth normally and in average proportion may not continue to do so. If growth becomes 
disproportioned, the jaw position can be affected and original treatment objectives may have to be compromised. Skeletal growth 
disharmony is a biological process beyond the Orthodontist's control. This disharmony may necessitate surgical correction in 
conjunction with orthodontics treatment. 
 
Orthodontic treatment can only be successful if all parties are willing, and able to cooperate by wearing headgear, elastics, and 
retainers as instructed. Otherwise the length of treatment may be extended or the results may be compromised. We appreciate 
your confidence in selecting our office. We want you to be fully informed, so ask questions anytime. During the period of orthodontic 
treatment, we may make models, x-rays, and photographs which may be used for professional reference and display, orthodontic 
journals, books, meetings, and patient educations. 
 
I have read and understand the letter of information and with this knowledge, consent to treatment for {Patient First Name} {Patient 
Last Name}. 
 
Signature: ______________________________ Relationship to patient: _______________________________ 
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CONSENT FOR USE AND DISCLOSURE OF HEALTH 

INFORMATION 
 

SECTION A: PATIENT GIVING CONSENT 
 

Patient Name: First Name:       Last Name:       
Responsible Party/Billing Party: 
Address:              

First Name:     Last Name:    

Telephone:        E-Mail:                                                                 
Patient #:      Social Security:      
__________________________________________________________________________ 
SECTION B: TO THE PATIENT - PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY  
Purpose of Consent:  By signing this form, you will consent to our use and disclosure of your 
protected health information to carry out treatment, payment activities, and healthcare operations. 
Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign 
this Consent. Our Notice provides a description of our treatment, payment activities, and healthcare operations, of the uses and 
disclosures we may make of your protected health information, and of other important matters about your protected health information. 
A copy of our Notice accompanies this Consent. We encourage you to it carefully and completely before signing this Consent. 
We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy 
practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply to any of your 
protected health information that we maintain. 
You may obtain a copy of our Notice of Privacy, including any revisions of our Notice, at any time by contacting: 
 Office Manager: Shelly Quates  Phone: 407-672-0030 or E-Mail: winterpk@orthodon.com  
Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation 
submitted to the Contact listed above. Please understand that revocation of this Consent will not affect any action we took in reliance 
on this Consent before we received your revocation, and that we may decline to treat you or to continue treating you if you revoke this 
Consent. 
 

SIGNATURE 
I, {Billing Party First Name} {Billing Party Last Name}, have had full opportunity to read and consider the contents of 
this Consent form and your Notice of Privacy. I understand that, by signing this Consent form, I am giving my consent to 
your use and disclosure of my protected health information to carry our treatment, payment activities and healthcare 
operations. 
 
Signature:_______________________________  Date:       
 
If this Consent is signed by a personal representative on behalf of the patient, complete the following: 
Personal Representative's  
Name:_____________________________ Relationship to Patient: __________________ 
 

REVOCATION OF CONSENT 
I revoke my Consent for your use and disclosure of my protected health information for treatment, payment activities, 
and healthcare operations. I understand that revocation of my Consent will not affect any action you took in reliance on 
my Consent before you received this written Notice of Revocation. I also understand that you may decline to treat or to 
continue to treat me after I revoked my Consent. 
Signature:____________________________________  Date:      
 
 
 
  



 

Altamonte Springs, Florida 
990 N. State Road 434  
Ste 1188  
Altamonte Springs, FL 32714 
Ph: (407) 682-0883 

Daytona Beach, Florida 
1454 W. Int'l Speedway Blvd. 

Daytona Beach, FL 32114 
Ph: (386) 947-2063 

Orange City, Florida 
200 Treemonte Dr. 

Orange City, FL 32763 
Ph: (386) 775-8707  

Winter Park, Florida 
7534 University Blvd. 

Winter Park, FL 32792 
Ph: (407) 672-0030  

Eustis, Florida 
2900 David Walker Dr. 

Eustis, FL 32726 
Ph: (352) 589-5558c 

 
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY 

PRACTICES 
 

 
** You May Refuse to Sign This Acknowledgement * 

 
 

I,     , have received a copy of this office's Notice of Privacy Practices. 
 
 
Patient Name:        
 
X_____________________________________________________________ 
Signature Of Responsible Party 
 
Date:      
  
 
 

For Office Use Only 
 
We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but 
acknowledgement could not be obtained because: 
 
  
 ___ Individual refused to sign  
 
 ___ Communications barriers prohibited obtaining the acknowledgement 
 
 ___ An emergency situation prevented us from obtaining acknowledgement 
 
 ___ Other (Please Specify)  
 
 _____________________________________________________________ 
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