Patient Questionnaire

During your treatment we will have many oppertunities to get to
know you, not only as a patient, but also as a friend. The info
that you give us here will help us build this relaticnship. Feel
free to answer only the guestions that you are comfortable
answering. Naturally, this info will only be shared with the
members of this pifice.

1. What name do you prefer we 4. What do you like to doin youi

call you? ,jpcre time?
&/
N

. Names and ages of any 7. What kind of sports do you ¢
brothers/ sisters. play® \.
3. Do you have any friends or 8. Do you have any pets? Qﬁ
relatives in our practice?

4. Where do you go to schoal
and what grade are you in?

9, Tell us something special about

yourself. ﬂ

-

5. What are your favorite 10.What do you think about

subjects? @ wearing braces?

D




Pati ; "

Date  f f

Name DatecfBirth ____f [  Age
Address City/State Zip Code
Home Phone Scheal

Name of Brothers and Sisters

Hobbies & Interests Sporting Acbvities -

Names of friends & { or relatives wha were former patients

If patient is a minor, give parent’s name or guardian’s name

Whom may we thank for referring you to our office?

Fatient’s Dentist Patient’s Physician

Father Date of Birth

Mailing address How Long?

Social security # Email address |

Home Phone Work Phone Cell Phone

Employer Occupation # Yrs Employed

Are Parents: [ Married [ Widowed [0 Separated [ Divorced

Mother Date of Birth

Mailing address | How Long?

Social security # Email address

Home Phone Woark Phone Cell Phone _

Employer Occupation # Yrs Employed
Insurance Information

(It is the patient's responsibility to know their Drthodentic Insurance benefits)

Do you have Orthedontic Insurance? JYES CINO Ifyes, complete the following:

Insureds Name Insured’s ID #
Insurance Company Group # Local #
Insurance Company Address
Insurance Company Fhone # Insured's Employer
Do you have dual coverage? ] YES [JNO If yes, complete the following:
Insured’s Name Insured's ID #
Insurance Company Group # Local #
Insurance Company Address
Insurance Company Phone # Insured’s Employer
Emergency Information

Mame of nearest relative not living with you

Complete Address __Phone #

I understand that, where appropriate, credit bureau reports may be obtained and will be kept confidential.

Signature Date




Medical History
Please answer all questions {check YES or NO and fill in the blanks where required)

1. Have tonsils and/for adenoids been removed ? If yes, at what age? = JYES NO
2. Have you been under the care of a physician during the past Z years? OYES [JNO

Other than routine checks. Reason? = =
3. Are you taking medications now? If yes, list: O YES JNO
4, The following disease are of interest to the Orthodontist. Please check only appropriate disease:

[ Allergies, list [ HIV Positve (AIDS) (] Bone Disorders [C] Rheumatic Fever

[ Sore Throat (frequent) [} Rickets 7} Blood Disease [ Ear Infections (frequent)

) Heart Cisaase | Hepatitis ] Epilepsy ] Prolonged Bleeding

J laundice O Tuberculosis [} Anemia [} Endocrine Problems

[ Diabetes [ Emotional Disorders [ Asthma

1 Osteoporosis [ Faget’s disease [Z} Fainting or Dzziness
5. Do you have any special problems not listed above? OYES CNo

Explain:

Oral Habils

The following are some habits commonly found which may influence tooth positions. List information as pertains o you:
1. Thumb sucking untl age Finger Sucking until age

Nail Biting Mouth Breathing

Grinding of Teeth _ Other habts
2. Have you ever had any speech therapy? 1 OYES ONO
3. List any musical instruments played __ How Long?___

Dental History

1. Dateoflastdentalexam |/ [ By whom? Is work completed? (I YES [JNO
2. Has patient had any serious trouble associated with any previous dental reatment? YES [ONO

If yes, explain;
3. Did any teeth have to be removed by the dentists? O YES [ONO
4, Do any of your teeth hurt? Ifyes: [Jupper right [Jupper left [ lower right (] lower left
5. Have you ever had treatment for a periodontal disease (gum disease)? QOYes Qo
6. Have you ever fallen and bumped your chin, or recieved a blow to your jaws? JYES TINO
7. Have there been any injuries to the testh? OYes [Ono
8. Have you ever had any surgery in the head or neck area? OYeS [OnO
9. Have there been any injuries to the head or face? YES [QNO
10. Has orthodontic treatment been suggested in the past? O YES [JNO
11, Has an orthodontists been consulted previously? OYES [JNO
12, Has any other family member had any previous orthodontic treatment? O YES JNO
13. Does patient have any reservations about orthodentic treatment of wearing braces or headgear? OYES ONO

14, What are you or your dentist more concemed about? (purpose of visit): _




PATIENT TEMPOROMANDIBULAR JOINT HISTORY
Mattingly & Howell Orthodontics, PSC

Patient: Chris Mattingly, DMD
Chris Howell, DMD
Date: Child/ddnlt Orthdontics

Please answer the following questions, as they are very important to completing vour health history,

Do you suffer from any of the following symptoms? COMMENTS
Y. BEREEREE .. . oo pscipevnin s it Ta LR SR S T M AR YES NO
2,  DITEIIBER. . . v comvuvwnsminiioes s i Hasm TG 50 e S YES NO
3. Lightheadness.........ccoicunueipiiiins i T N AR YES NO
4. TECRBChRS. ;v oo caiinamine s s s S T e e YES NO
5. Are you easily fatigued or tired at the end of the day.............. YES NO
6. Forgetfulness or difficulty in learning new material............... YES NO
7. Ringing, buzzing or other sounds in the ears........................YES NO
8. A feeling of fullness in the ears or SINUSES....cvveecvviiienreienn, YES NO
9. Numbness or tingling of the fingertips......coovviviiiiiiiiininns YES NO
10. Backaches (upper or lower). ..........ocoviiiieciiinniinesane YES NO
I 1. Difficulty in opening or closing your mouth......cco.ooovvinninnn. YES NO
12. Clench or grind your teeth..........rvieviecianriimiinsinnnad YES NO
13. Tired jaw mUSCIES. ......vvvecesiereieeriicisiann i sinsieraran senions YES NO
14. Soreness, tightness or pain in muscles around jaw & face........ YES NO
15, Dots il DOrt 0 cheW... ..pvs cascvsssrmsersins siissubis s s s s Tia il YES NO
16. Clicking/popping or grating sounds in jaw muscles............... YES NO
17. Jaws *locked™ closed........coocvrivaniianis R YES NO
18, Jovs Mlocked™ WitE OPERA. .oqsirins iniianmss i i idaatgs YES NO
19. Pain in the eye or visual problems............cooocviiiiiiiiaann .. YES NO

20. Frequently encounter stressful situations at home/work...........YES NO
If you have any of the above symptoms:

Have vou ever been treated for them. ..ot de YES NO
Has the treatment been successful..........coooviiiiinninnees JYES NO
Are you currently taking any medication for these symptoms....YES NO
If ves, which medications are yvou currently taking:

o g

{ Please continue on reverse side)




List your most severe symptoms (aches, pains, frequency, etc.) and the location and duration of each:

SYMPTOMS HOW OFTEN HOW LONG HOW SEVERE
1.
2.
3
4.
3.

NARRATIVE: Please explain in your own words the history of the problem

Please name other people in the health field that you have seen for the complaint:

Yes No  Name Result

Family Doctor

Neurologist

Ear Doctor

Eve Doctor
Dentist

Physical Therapist

Psychologist

Other

Patient’s Signature:

Date:




MATTINGLY & HOWELL ORTHODONTICS, PSC

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES

**You May Refuse to Sign This Acknowledgement**

1 have received & copy of this office’s notice of Privacy Proctices.
Please Print Name
Signatune
Date
For Ofliee Use Only

We atternpled o ohiain wrinen acknowledgement of receipt of pur Notice of Privacy Practices, but acknowledgement could not
be ohtained because:

Q  Individual refused to sign

O Communications barriers prohibited ohtaining the acknowledge ment

O An emergency situation prevented us from obtaining scknowledgemen:
o

Other (Please Specify)




MATTINGLY & HOWELL ORTHODONTICS, PSC
NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED M\:i]
HOW YOU CAN GET ACCESS TO THIS INFORMATION,

PLEASE REVIEW IT CAREFULLY.
THE PRIVACY OF YOUR HEALTH INIFORMATION IS IMPORTANT TO US.

OUR LEGAL DUTY

We are required by applicable federal and state law (o maintain the privacy of your health information. We are also required o
give you this Notice shout our privacy practices, our legal duties, and your rights conceming your health informarion. We must
follow the privacy practices thal are described in this Notice while i is in effect, This Motice takes effect 471/03, and will remain
in effect until we replace ir.

We reserve the right to change our privacy prectices and the terms of this Motice a1 any time, provided such changes are
permitted by applicable law. We reserve the right to make the changes in our privacy practices and the new terms of our Notice
effective for all health information that we maintain, including bealth information we created or received before we made the
changes, Before we make a significant change in our privacy practices, we will change this Notice and make the new Notice
availible upon request,

You may request a copy of our Netics at any time. For more information abeut our privacy praciices, or for additional copies of
this Notice, please contact us using the information listed at the end of this Notice,

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health information about you for treatment, payment, and healthcare operations. For example:

Treatment: We may use of disclose your health information o a physician of other healtheare provider providing tremment to
you.,

Payment: We may use and disclose your health information 1o obtain payment for services we provide 1o you,

Healthcure Operations: We may use and disclose your health information in connection with our healthcare operations,
Healthcare operations include quality assessment and improvement activities, reviewing the competence or qualifications of
healthcare professionals, evaluating practitioner and provider performance. conducting training programs, accreditation,
eenification, licensing or credenthiling activities,

Your Authorization: In sddition to our use of your health information for treatment, payment of healthcare operations, you may
give us written authorization to use your health information or to disclose it to anyone for any purpose. I you give us an
authorization, you may revoke it in writing al any time. Your revocation will not affect any use or disclosures permitied by your
authorization while it was in effect. Unless vou give us a writien authorization, we cannot use or disclose your health
information for any reason except those described in this MNotice.

To Your Family and Friends: We must disclose your health infermation to you, as described in the Patient Rights section of
this Notice, We may disclose your health information to s family member, friend or other pergon 1o the exient necessary to help
with your healthgare or with payment for your healthcare, but andy if you ggree that we may do so,

Persons Invalved In Care: We may use or disclose health information to notify, or assist in (he notification of {including
identifying or Ioeating) a family memhber, your personal representative or another person responsible for your care, of your
jecation, your general condition, or death, I you are present, then priog 10 use or disclosure of your health information, we will
provide you with an eponunity 1o ohject to such uses or disclosures. In the event of your incapacity or emergency
circumstances, we will disclose health information based on a determination using our profiessional judgment disclosing only
health information that is directly relevan 1o the person’s involvement in Your healthcare, We will also use our professional
judgment and our experience with common practice to make reasonable inferences of your best interest in allowing i persan 1
pick up filled prescriptions, medical supplies, x-rays, or other similas forms of health information.

Marketing Health-Related Services: We will not use your health information for marketing communications without your
written authorization,

Required by Law: We may use or disclose your health information when we are required to do so by law,
Abuse or Negleet: We may disclose your health information 1o approprisie authorities if we reasonably belicve tha you are a

passible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health
information to the exlent necessary to avert a serious threat to your health or safety or the health or safety of others.




hllllﬁll'll.' Security: We may disclose to military authorities the health information of Armed Forces personnel under certain
circumstances. We may disclose to authorized federal officials bealth information required for lawful ineliigence,
counterinielligence, and other nitional security activities. 'We may disclose 10 comectional institution or taw enforcement official
having lawful custody of protected health information of inmate or patient under certain circumstances

Appointment Reminders: We may use or disclose your health information fo provide you with appointment seminders {(such as
woicemail messages, posicards, or lerers),

-

PATIENTS RIGHTS

Access: You have the right to look a1 or get copies of your health information, with limited exceptions. You may request that we
provide copies in a format other than photocopies, We will use the format yol request urless we cannot practicably do so. (Yiou
must make a request in wriling w oblain access to your health information. You may obtain a form 1o request access by using the
contract information listed at the end of this Notice. We will charge you a reasonable cost-based fee for expenses such as copies
and staff time. You may also request access by sending us a letter to the address at the end of this Motice. I you request copies,
we will charge you 51,00 for each page, and postage If vou want the coples mailed to you. If you request an altemative formal,
we will charge & cost-based fee for providing your health information in that format. If you prefer, we will prepare a summary or
an explanation of your health information for & fee. Contact us using the information listed at the end of this Noties for a full
explanation of our fee structure.)

Disclosure Accounting: You have the right to receive a list of instances in which we or our husiness associates disclosed your
health information for purposes, other than eatment, payment, healtheare operations and certain other activities, for the las 6
years, but not before April 14, 2003, If you request this accounting more than once in a §2-month perind, we may charge you a
reasonable, cost-based fee for responding 1o these additional requests.

Restriction: You have the right to request that we place additional restrictions on our use or disclosure of your healih
information, ‘We are not required to agree (o these additional restrictions, but if we do, we will abide by our agreement (except in

fin emergency .

Alternative Communication: You have the right to request that we communicate with you aboul your health informarzon by
alternativie means of 1o alternative locations, (You must make your regiest in writing.) Your request must specify the aliemative
means or loeation, and provide satisfactery explanation how payments will be handled under the allemative means or location

¥OU Peuest.

Amendment: You have the right to request that we amend your health information. {Your reguest must be in writing, and it
must explain why the information should be amended.) We may deny your request under cenain circumstances.

Electronic Notice: If you receive this Motice on our Wb site or by ¢lectronic mail (e-meail), you are entitled to receive this
Motice in written form.

QUESTIONS AND COMPLAINTS
If you want more information about our privacy practices or have questions of concermns, please contact us.

If wou are concerned that we may have violated your privacy rights, or you dispgree with a decision we made about access 1o
your health information or in response to a reguest you made to amend or restrict the use or disclosure of your health information
or to have us communicate with you by altemative means or at allemative locations, you may complain to us using the contact
information listed at the end of this Notice. Yoo also may submit & written complaint to the U.5. Depastment of Health and
Human Services, We will provide vou with the address to file your complaint with the U.S. Department of Health and Human
Services upon request

W support your right to the privacy of your health information. We will not retaliate in any way if you cheose Lo file a
complaint with us or with the 1.5, Department of Health and Human Services.

Contact Officer: Stephante Riggs
Telephone: (502 149-6300 Fax: (502) 349-1769
E-Mail: stephanic @ bardstown.com

Address; 208 North 2™ Street
Bardstown, KY 40004




Mattingly & Howell
Orthodontics, PSC

A reasen fo smile!

INFORMED
CONSENT

for the Orthodontic Patient

Risks and Limitations of Orthodontic Treatment

Successful nnhndnnty_:_;,re!atmam is & parinership between the orihodontist and the patient. The doctor and staff are
dedicated to achisving the best possible result for the patient. | As a general rule, informed and cooperative patients
can achieve positive orthodontiz results. While recognizing the benefits of a beautiful healthy smile, you should also be
aware that, as with all healing arts, orthodontic treatment has limitations and polential risks. These are seldom serious
enough to indicate that you should not have treatment; however, all patients should seriously consider the option of no
orthodontic treatment at all by accepting their present oral condition, Alternatives o orthodentic reatment vary with
the individual's specific problem, and prosthetic solutions or limited orthodontic ireatment may be considerations. You
are encouraged lo discuss alternatives with the doctor prior to baginning treaiment,

Orthodontics and Dentofacial Orthopadics is the dental specialty thal includes the diagnosis, prevention, inlerception
and correction of malocclusion, as well as neurormuscular 2nd skeletal abnormalities of the developing or malture
arafacial structures.

An orthodontist is a dental specialist who has completed at least two additional years of graduata training in
orthodontics at an accredited program after graduation from dental school,

Mattingly & Howell Orthodontics, PSEC
2317 Stony Brock Drive
Louisville, KY 40220
(502} B8B-3473

American Assaciation of Orthodontists
208 N, Second Street

Bardstown, KY 40004
{502} 345-5300




Third Molars

As third molars (wisdom leeth) develop, your
teeth may change alignment. Your dantigt andror
orihodontist shoukd monitor them in ordar to
detarming when and i the third molars need to
be removed,

Allergles

Qccaslonally, patients can be allergic o soma af
the component matarials of thalr anhodantic
appliances. This may raquire a change in
treatment plan or discentinuance of irealment
prior to completicn. Although very uncamman,
medical managemaen! of denlal matarial allergies
may be necessary.

General Health Problems

Goanaral haalth problems such as bone, blsod ar
endocrine disordars, and many prescription and
nen-prescription drugs (Ingluding
bisphosphonates) can affact your orthodentic
traatment. It Is imperative that you inform your
orthodantist of any changes in your general
hoalth stalus.

Use of Tobaceo Products

Smeking or chewing tobacco has bean shown (o
Increase the risk of gum disease and intardferes
with healing after efal surgery. Tobaseo users
are also more prone to oral cancer, gum
recession, and delaysd taoth movement during
orthodontic treatment. [f you use tobacco, you
must carefully eonsider the possiblity of a
campromised orthodontic result.

Temporary Anchorage Devices

Your treatmant may Include the use of a
temporary anchorage davice(s) (l.e. melal serew
or plate attached to the bone.) Thera ate specific
rigks associated with them.

i Is possible that the screw(s) could bacome
loose which would reguiea itsAhelr removal and
possibly relscation or replacement with a larger
screw, The scraw and ralated material may be
accidenially swallowed. If the deviee cannat be
stabilized for an adequate lenglh of lime, an
allarnate trealmant plan may be necessany.

I\ is possitle (gl the Lissws araund the device
could bacoma, Inflarmed or infecied, or the soff
tigsue could g r the davice, which could
also raquire s removal, surgical excision of the
tissue andior tha use of antiblctics or
antimlcroblal rinses.

It is possible that the scrows could break {i.e.
upon insartion or ramgval) If this eccurs. tha
broken plece may ba laft in your mouth or may
be surglzally rémoved, This may requine raferral
1o another dontal spacialist.

When Insaring the device(s). It i possibie ie
damage the roat of a togth, & nerve, or to
perorate ihe maxillary sinus. Usually these
problems are not significant; hawever, sddifional
dental or medical treatmant may be necessary,

Local anesinetic may be used when thess
devices are insertad or remioved, which also has
risks. Piease advise the docldr plagsing the
device if you have had any gifizulties with dental
anasthaiizs in the past.

It any of the complications mentioned above
do pceur, a referral may be necessary te your
famity dontlst ar amsther dantal or medical
spocialist for further treatment. Fees for
these services are not Inciuded In the cost
for arthedontle treatment,

Patient or Parent/Guardian Initials

K

I

ACHNOWLEDGEMENT

| hereby acknowdedge thal | nave tead and fuly
understand the traatment consigerations and
risks preseniad In this form, | #iso undersiand
that thare may ba other problams that occur less
fraquantly than those presented, and hat aclual
resulis may differ from the antlcipated rasuts, |
aizo acknowladge thal | have discussed this
farm with the undersigned enhodenlist{s} and
have been given the opporunity to ask any
guesiions, | have haen asked io maka a choice
about my treatment, | heseby consant Lo the
{reatment proposed and authorize the arthodon-
tist(s) indicated balaw to provide the treatment, |
also authorize the srhodanlisi(s) to provide my
healih care lafermation to my Sther haalth care
providers. | understand that my treatmen! fee
covers only trealment provided by the
arthedoniistis), and that treatmant provided oy
other dental or medical prafessionals is not
incluged in the fee lor my erhodentic treatment,

Patient Namelt

Data:

K

e

Signature of PatientParentGuardian

Signature of Wiiness

D

CONSENT TO UNDERGO
ORTHODONTIC TREATMENT

| hereby congant to the making of cagnoshc
records, including x-rays, befere, during and
fellowing arhedaontic freatmant, ard lo the above
doclor(s) and, whese appropriate, stalf providing
achodentlc tréaiment prascribed by 1he above
dectors) for the above indhidual, | fully
undarsiand ail of the nsks assocaled wilk (he
treatmanl,

AUTHORIZATION FOR RELEASE OF
PATIENT INFORMATION

| herely authorize the above doclons) to provids
other heaith care providers with information
ragarding tha above Indlvidual's arthadontic care
&5 depmed appiopriale. | endersiand thet once
felgased, the above doctars] and staff hag
{rava) no rasponsibilty for any further relgass oy
the individual receiviag this infarmalion,

COMSENT TO USE OF RECORDS

| hereby give my parmission for the use of
anhedontic records, ncluding photegraphs,
made in the process of examinaliong, ireaimen
and ratestion for purposes of professienal
consultations, research, educahon, or pubs-
calion in professional j[oumals.

Data:

Signature of Patient/Parent/Guardian

Signature of Witness

Qthar Noles,




F

Results of Treatment

Crthadontic treatment usuglly proceeds as
plannad, and we intand to do everyihing possible
lo achieve tha basi resulls for every patient.
However, wa cannot guaranies thal you will be
complately satisfied with your rasulls, nar can all
complications or conseguences be anticipated.
The success of treatment depands on your
cooperatian in keeping appointmanis,
malntaining good oral hygiene, avolding isose ar
broken agpliancas, and following the
orthodontist's instructions carefully,

Length of Treatment

The lengih of treatment depands on g aumbar of
igsues, including the severity of the problem, the
patient’s growth and the lavel of patiant
coopearalion. The actual reatment time is usually
closa to the estimated treaiment time, bl
traatmen! may ba langthened if, lor example,
unanticipated growth ocours, if there are habils
affacting the dantofasial structures, if pericdental
or ather dental proelams accur, or If patient
cooparation is not adequate. Therafore, changes
in the griginal featment plan may bacome
necessary, If treatment time is extended beyond
the original eslimate, additiona! fess may be
sssessed.

Discomfort

The mouth is very sansitive 5o you can expect
an adjustman! period and same discomfon due
1o the introduciion of orthodontic appllances.
Monprazeriplion pain medicatisn can be used
during [his adjustment peried,

Relapse

Completed onhodentic treatmant does naot
guerantea parfectly straight teath for the rest of
your life. Retainers will ba reguired 12 keep your
teeth in their new positions a5 & result of your
erthodontic treatment. You must waar your
rotalners as Instrucled or teath may shift, in
additien to other adverse effects. Regular
retalner waar is often necessary for several
years following orthadontic treatment. However,
changes aftar that time can occur due 1o natural
causes, Including habis such as tongue
thrusting, mouth breathing, and growth and
maturaticn that continua throughout ife. Later In
lif&, most paopla will sea their teath shift, Minor
iregularities, particularly in the lowar frant teath,
may hava 16 bé acceptad, Seme changes may
require additienal othodontic treaiment of, In
BOME Casas, surgery. Some siiuations may
require nen-ramavable retainers or other denial
eppliancas made by your family dantisi

Extractions

Some cases will require the remowval of
deciduous {baby) teath or parmanent lesih.
There are additional risks associated with the
removal of teath which yau should discuss with
your family dentist or oral surgecn prior to the
procedure.

Orthognathic Surgery

Some patients have significant skeletal
disharmonies which requine onhodontic
tregtment In conjunction with erihognathic
(dentolacial} surgary, There are addlilcnal rsks
associated with this surgery which you should

discuss wilh yout aral andior maxiliotpcial
sUngecn prics 1o begnning eribodontic reatment
Piease be aware thal orhodoniic reatmant priar
fo ethegnathic surgery often oply aligns the
teeth within the individual dantal arches
Tharelors, patlents discontinuing orthedentic
traatment without completing the planned
surgical procedures may have B malocclusion
Ihat s warse than whan they beégan treatment!

Decalcification and Dental Caries
Excallen oral hygiane is essentlal durtng
arthodontic treatment as are ragular visits to
vour family dantist. Inadequate or imgroper
hyglene could result n cavities, discolored teeth,
pericdontal dispase and/or decalcificalion.
Thase sameg probifems can pocur without
orihodontle treatmant, but the rlsk is greater 1o
individual wearing braces or elher apphances.
These prablerns may be aggravalad if the
patient has niot had the benefit of flunndated
walar or its sudstiule, or If the patient consumas
swaeienad beverages or foods,

Root Resorption

The roots of some patients’ teeth became
shorie! {resorption) during enhodontic treatmeant.
It Is not known exactly whal causes rool
resorpiion, ror is it possible 1o prédict which
patisnts will axparience t, Howaver, many
patients have relained teath throughout life with
sevaraly shoranad roots. If resarption is
datected during orthadaniic treatmant, yaur
arthogonisl may recommend 8 pause in
treatment or the rermoval of the appliances priar
to the complatian af orihodontic treatment

Merve Damage

A togth that has been rraumabized by an
ascident or desp decay may have sxparienced
damage io the nerve of the tacth. Ornodantic
feoth movemant may, in some cases, aggravate
this =andition. In some cases, oot canal
fraatmant may be nocessary, In savers cages.
tha tooth or leaih may be lost.

Pericdontal Disease

Pariodgntal (qum and bene) disaase can
develop or warsen duting orthodentic (reatment
due to many factors, but most often dum Lo The
lack of gdegquate gral hygiena. You must have
wour general dentist, of i indicated, a
periodontist manitor your periodantal heaith
during orhodontic traatmant every threa o Six
minnihe. [f periodontal problams cannot be
controfied, arthodantic Ireatment may have fo be
discontinuad prior (o complalion,

Injury Fram Orthodontic Appliances
Activitias or foods which could damage, Iposen
ordistodge orthadontic appiiancas nesd o be
avoided. Loasaned or demaged onhodontic
applianses can ba inhaled or swallowed or could
cause other damage 1o the palient. You shouid
infarm your anthadoniist of any unusual
symplams or of any loose of brokan appliances
85 5000 as thay are noticed, Damage fo the
enamei of a looth or to & restoratien {crown,
bonding, veneer, aic.} Is pogsibiawhen
orthodontic apgllances are removed, This
problem may be masa likaty whan esthelic (clear
o ipoth colered) agpliances have been selecied,
If dgmage 1o a leoth or restoralion oLcurs,
resiaration of the nvalved foothieath by your

dentisl may be necessary,

Headgears

DOrihodontic headgears can causs injufy [0 the
patient. Injuries ¢an include damape 1o-the face
orf eyes. In the evani of infury or especially an
aye injury, however minge, immadiale megical
help should be sought. Refrain fram weaaring
headgear In glivations where there may be @
chance thal [f eould ba disledged or putied oif
Spaorts acthitles and games should be avoided
when waanng erthodontic headgear

Temporomandibular [Jaw) Joint
Dysfunction

Problems may occur in tha jaw joinis, ia
tempogromandibular jaimts (TR, causing pain
headachas of aar problems. Many fasioss can
affect the health of the Jaw |dints, including oast
trauma (blows (o the haad or face), anhntis,
herediary tendency to jaw joint problems,
excessive ioath grinding or clenching, poorly
balanced bite, and many medical conditions
Jaw joint problams may secur with o withaut
prinodontic reatment. Any [aw [oint Symalems,
inciuding pain, jaw popping or difficulty spening
of clasing, should be promatly réported to the
arthodonfist. Treaiment by other medical or
dental speciallsls may be necassary

Impacted, Ankylosed, Unerupted Teeth
Testh may become impaciad (trapped balow the
Bone or gums), ankylosed {fused to the bongj or
just fail 1o erupt, Ofentimes, these conditions
gocur for no apgarant reason and ganarally
cannol be anticigated. Treatment of these
conditions depends on the particular cireum-
slance and the overall importance of 1ne
invoived fonth, ang may require extraction,
surgical exposure, surgical ransplantation or
prosthediz replacemant

Oeclusal Adjustment

You can expect minimal imperfections in the
way your teath maet following the @nd of
treatment, An occlusal squillbration procedurs
may be necassary, which iz g grinding methed
used by finedune the saclusion. Il may akso be
nacassary o remove a small amount of enamef
in batwean the feeth, thetely "lattening”
surfacas bn arder to reduce the possipdily of @
relapss.

Han-ideal Results

Due 46 the wide varialion In the size and shape
of the taath, missing teath, ete  achigvaman of
an ideal resuf {for axample, complets clasure of
a space) may nof be possibie. Raslorative danial
reatment, such as esthetlc bonding, crowns of
bridges of periadonial therapy. may be

indicaled. You are encouraged to ask your
afhadontist and family dentist aboul adjunctive
cane,

Patlent or Parent/Guardian Initials
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