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INFORMED
CONSENT

for the Orthodontic Patient

Risks and Limitations of Orthodontic Treatment

Successful orthodontic treatment is a partnership between enough to indicate that you should not have treatment; how-
the orthodontist and the patient. The doctor and staff are ever, all patients should seriously consider the option of no
dedicated to achieving the best possible result for each orthodontic treatment at ali by accepting their present oral
patient. As a general rule, informed and cooperative patients condition. Alternatives to orthodontic treatment vary with
can achieve positive orthodontic results. While recognizing the individual's specific problem, and prosthetic solutions
the benefits of a beautiful healthy smile, you should also be or limited orthodontic treatment may be considerations.
aware that, as with all healing arts, orthodontic treatment You are encouraged to discuss alternatives with the doctor
has limitations and potential risks. These are seldom serious prior to beginning treatment.

Orthodontics and Dentofacial Orthopedics is the dental specialty that includes the diagnosis,
prevention, interception and correction of malocclusion, as well as neuromuscular and skeletal
abnormalities of the developing or mature orofacial structures.

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

Orthodontic treatment usually proceeds as planned,
and we intend to do everything possible to achieve

the best results for every patient. However, we cannot
guarantee that you will be completely satisfied with your
results, nor can alt complications or consequences be
anticipated. The success of treatment depends on your
cooperation in keeping appo ntments, maintaining good
oral hygiene, avoiding loose or broken appliances, and
following the orthodontist's instructions carefully.

Length of Treatment

The length of treatment depends on @ number of issues,
including the severity of the problem, the patient's
growth and the level of patient cooperation, The actual
treatment time is usually close to the estimated
treatment time, but treatment may be lengthened if.

for example, unanticipated growth cecurs, if there are
habits affecting the dentofacial structures. if periodontal
or other dental problems occur. or if patient cooperation
is hot adequate. Therefore, cnanges in the original treat-
ment plan may become necessary. If treatment time is
extended beyond the original estimate, additional fees
may be assessed.

Discomfort

The mouth is very sensitive o you can expect an
adjustment period and some discomfort due to the
introduction of orthodontic appliances. Nen-prescription
pain medication can be used during this adjustment
period.

Relapse

Completed orthodontic treatment dees not guarantee
perfectly straight teeth for the rest of your life. Retainers
will be required to keep your teeth in their new positions
as a result of your orthodontic treatment. You must wear
your retainers as instructed or teeth may shift, in addi-
tion to other adverse effects. Regular retainer wear is
often necessary for several years following orthodontic
treatment. However, changes after that time can oceur
due to natural causes, including habits such as tongue
thrusting, mouth breathing, énd growth and maturation
that continue throughout life. Later in life, most people
will see their teeth shift. Minor irregularities. particularly
in the lower front teeth, may 1ave to be accepted. Some
changes may require additional orthodontic treatment
or, in some cases, surgery. Some situations may require
non-removable retainers or other dental appliances
made by your family dentist.

Extractions

Some cases will require the removal of deciduous {baby)
teeth or permanent teeth, Thare are additional risks
associated with the removal of teeth which you should
discuss with your family dentist o1 oral surgeon prior to
the procedure.

Orthognathic Surgery

Some patients have significant skeletal disharmaonies
which require orthedontic treatment in conjunction with
orthognathic {dentofacial) surgery. There are additional
risks associated with this surgery which you should
discuss with your oral and/or maxiliofacial surgeon prior
Lo beginning orthodontic treatment. Please be aware

that orthodontic treatment prior to orthognathic surgery
nften only aligns the teeth within the individual dental
arches. Therefore, patients discontinuing orthodontic
treatment without completing the planned surgical
procedures may have a malocclusion that is worse than
when they began treatment!

Decaleification and Dental Caries
Excellent oral hygiene is essential during orthodontic
{reatment as are regular visits to your family den-

tist. Inagequate or improper hygiene could result in
cavities, discolored teeth, periodontal disease and/

or decalcification. These same probiems can occur
without orthodontic treatment, but the risk is greater to
an individual wearing braces or other appliances. These
problems may be aggravated if the patient has not had
the benefit of fluoridated water or its substitute, or if the
patient consumes sweetened beverages or foods.

Root Resorption

The roots of some patients’ leeth become shorter (re-
sorption) during orthadontic treatment. It is not knowa
exactly what causes root resorption nor is it possible to
predict which patients will experience it. However, many
patients have retained teeth throughout life with severe-
ly shortened roots. If resorption is detected during or-
thodontic treatment, your orthodontist may recommend
@ pause in treatment or the removal of the appliances
prior to the completion of orthodontic treatment.

Nerve Damage

A tooth that has been traumatized by an accident or
deep decay may have experienced damage to the nerve
of the tooth. Also, the nerve of a tocth may die for no
apparent reason, and this is known as “spontaneous
pulpal necrosis.” Orthodontic tooth movement may, in
some cases, aggravate these conditions and cause root
canal treatment to be necessary. In severe cases, the
1ooth or teeth, may be lost,

Periodontal Disease

Periodontal (gum and bone) disease can develop or
worsen during orthodontic treatment due to many
factors, but most often due to the iack of adequate

oral hygiene. You must have your general dentist, or

if indicated, a periodontist monitor vour periodontal
health during orthodontic treatment every three to six
months. If pericdontal problems cannot be controlled,
orthodontic treatment may have to be discontinued prior
to completion.

injury From Orthodontic Appliances
Activities or foods which could damage, loosen or
dislodge orthodontic appliznces need to be avoided.
Locsened or damaged orthodontic appliances can be
inhaled or swallowed or could cause other damage to
the patient. You should inferm your orthodontist of any
unusual symptoms or of any loose or broken appliances
35 s00n as they are noticed. Damage to the enamel of 3
tooth orto a restoration (crown, bor:ding, veneer, etc.)
is possible when ortho~dontic appliances are removed.
This problem may be more likely when esthetic (clear or
tooth colored) appliances have been selected. if dam-
age 10 a tooth or restoration occurs, restoration of the
involved tooth/teeth by your dentist may be necessary.

Headgear

Orthodontic headgear can cause injury to the patient.
injuries can include damage 1o the face or eyes. In the
event of injury or especially an eye injury, however minor,
immediate medical help should be sought. Refrain from
wearing headgear in situations where there may be a
chance that it could be dislodged or pulled off. Sports
activities and games should be avoided wren wearing
orthodontic headgear.

Temporomandibular {(Jaw)

Joint Dysfunction

Problems may occur in the jaw joints, i.e., temporoman-
dibufar joints {TMJ), causing pain, headaches or ear
problems. Many tactors can affect the health of the jaw
joints, including past trauma (blows to the head or face),
arthritis, hereditary tendency to jaw joint problems,
excessive tooth grinding or clenching, poorly balanced
bite, and many medical conditions. Jaw joint problems
may occur with or without orthodontic treatment. Any
jaw joint symptoms, including pain, jaw popping or diffi-
culty opening or closing, should be promptly reported to
the orthodontist, Treatment by other medical or dental
specialists may be necessary.

Impacted, Ankylosed, Unerupted Teath
Teeth may become impacted (trapped below the bone or
gums), ankylosed (fused to the bone) or just fail to erupt.
Oftentimes, these conditions occur for no apparent
reason and generally cannot be anticipated. Treatment
of these conditions depends on the particular circum-
stance and the overall importance of the ir volved tooth,
and may require extraction, surgical exposure, surgical
transpiantation or prosthetic replacement,

Occlusal Adjustment

You can expect minimal imperfections in the way your
teeth reet following the end of treatment. An occlusal
equilibration procedure may be necessary, which is a
grinding method used to fine-tune the occlusion. It may
also be necessary to remove a small amount of enamel
in between the teeth, thereby “flattening” surfaces in
order to reduce the possibility of a relapse.

Non-ideal Resulits

Due to the wige variation in the size and shape of the
teeth, missing teeth, etc., achievement of an ideal result
{for example, complete closure of a space) may not be
possible. Restorative dental treatment, such as esthetic
bonding. crowns or bridges or pericdontal therapy, may
be indicated. You are encouraged to ask ycur orthedon-
tist and family dentist about adjunctive care.

Third Molars

As thire molars (wisdom teeth) develop, your teeth may
change alignment. Your dentist and/er orthodontist
should monitor them in order to determine when and if
the third molars need to be removed.

Allergies

Occasionally, patients can be allergic to some of the
component materials of their orthodontic appliances.
This may require a change in treatment plan or discon-
tinuance of treatment prior to completion. Although very
unceninon, medical management of dental material
allergies may be necessary.

continued on next page
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Transmission of Disease

Although our orthodontic offce is following the State
and Federal regulations and recommended universal
personal protection and disinfection protocols to prevent
transmission of communicatde disease, itis possible
that that they will not always be successful in blocking
the transmission of a highly infectious virus. it is not
possible to render orthodontic treatment with social
distancing between the patient, orthodontist, assisting
staff and sometimes, other patients. Knowing that you
could be exposed to communicable diseases anywhere,
by presenting yourself or your child for orthodontic
treatment, you assume and accept the risk that you may
inadvertently be exposed to a communicable disease in
the orthodontic office.

General Health Problems

General health problems such as bone, blood or
endocrine disorders, and many prescription and
non-prescription drugs (including bisphosphonates)
can affect your orthodontic treatment. It is imperative
that you inform your orthodontist of any changes in your
general health status.

Use of Tobacco Products

Smoking or chewing tobacco has been shown to increase
the risk of gum disease and interferes with healing after
oral surgery. Tobacco users are also more prone to oral
cancer, gum recession, and delayed tooth movement
during orthodontic treatment, If you use tobacco, you
must carefully consider the possibility of a compromised
orthodontic result.

Temporary Anchorage Devices

Your treatment may include the use of a temporary an-
chorage device(s) (i.e. metal screw or plate attached to
the bone.) There are specific risks associated with them.

1tis possible that the screw(s) could become loose
which would require its/their removal and possibly
relocation or replacement with & larger screw. The screw
and related material may be accidentally swallowed. If
the device cannot be stabilized for an adequate length
of time, an alternate treatment plan may be necessary.

1t is possible that the tissue around the device could
hecome inflamed or infected, or the soft tissue could
grow over the device, which could also require its
removal, surgical excision of the tissue and/or the use
of antibiotics or antimicrobial rinses.

1t is possible that the screws could break (i.e. upon
insertion or removal.) If this nccurs, the broken piece
may be left in your mouth or may be surgically removed.
This may require referral to another dental specialist.

When inserting the device(s), it is possible to damage

the root of 3 tooth, a nerve, ur 10 perforate the maxillary
sinus. Usually these problems are not significant; however.
additional dental or medical iresiment may be necessary.

Local anesthetic may be used when these devices
are inserted or removed, which also has risks. Please
advise the doctor placing the device if you have had
any difficulties with dental anesthetics in the past.

1f any of the complications mentioned above do oceur,
a referral may be necessary to your family dentist

or another dental or medical specialist for further
treatment. Fees for these services are not included
in the cost for orthodontic treatment.

Patient or Parent/Guardian Iritiais

Patient

Date _

ACKNOWLEDGEMENT

| hereby acknowledge that | have read and
fully understand the treatment consider-
ations and risks presented in this form.

| also understand that there may be other
problems that occur less frequently than
those presented, and that actual results
may differ from the anticipated results.

| also acknowledge that | have discussed
this form with the undersigned orthodon-
tist(s) and have been given the opportunity
to ask any questions. | have been asked
to make a choice about my treatment. |
hereby consent to the treatment proposed
and authorize the orthodontist(s) indicat-
ed below to provide the treatment. | also
authorize the orthodontist(s) to provide my
health care information to my other health
care providers. | understand that my treat-
ment fee covers only treatment provided
by the orthodontist(s), and that treatment
provided by other dental or medical pro-
fessionals is not included in the fee for
my orthodontic treatment,

Signature of Patient/Parent/Guardian  Date

Signature of Orthodontist/Group Name Date

Witness Date

CONSENT TO UNDERGO
ORTHODONTIC TREATMENT

| hereby consent to the making of
diagnostic records, including x-rays,
before, during and following orthodontic
treatment, and to the above doctor(s)
and, where appropriate, staff providing
orthodontic treatment prescribed by the
above doctor(s) for the above individual.
| fully understand all of the risks associ-
ated with the treatment.

AUTHORIZATION FOR RELEASE

OF PATIENT INFORMATION

| hereby authorize the above doctor(s) to
provide other health care providers with
information regarding the above individu-
al's orthodontic care as deemed appro-
priate. | understand that cnce released,
the above doctor(s) and staff has(have)
no responsibility for any further release by
the individual receiving this information.

s . i At ot i

TRANSFERRING PATIENT

Orthodontic treatments vary widely.
Trensfer will likely increase treatment fees,
may involve changes in payment policies,
and may change your treatment and/or
appliances. When you transfer to a new
orthodontist, your treatment time is often
extended by the process of transfer.

CONSENT TO USE OF RECORDS

| hereby give my permission for the use of
orthodontic records, including photographs,
made in the process of examinations,
treatment, and retention for purposes of
professional consultations, research,
education, or publication in professional
journals.

Signature Date

Witness Date

| have the legal autherity to sign this on behalf of

Name of Patient

Relationship to Patient

Notes

DOCTOR’S COPY
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Patient Clear Aligner

Supplemental Informed Consent and Compliance Agreement

Our specialized orthodontic team is dedicated to providing exceptional patient care. To ensure your clear aligner
treatment progresses on schedule, it is imperative you understand the procedures involved ir your treatment.

-

WEAR TIME: Aligrers must be worn ~2C hours a day,
excent to eal, drnk, brush, and floss. Less wear time
may result in prolonged treatment. non-tracking,
suboptimal resulis, and instability of dental alignment
and occlusion,

ATTACHMENTS: Small tootth-colored attachments and/
or buttons will be bonced to many or even all of your
teeth—inclucding your front teeth--to help move them
properly. Attachments are usually placed on the first
visit and more may be added cr removed as needed
later in treatment. Attachments are an essential part
of successful aligner treatment for most patients. They
are discreet but rot invisivle. Refusing attachment
placement or certain teetn when recornmended WILL
compromise final results. If treatmeant extends beycend
the estimeated treatment time due to the patient
declining the recommended aitachments, additional
fees will be incurred.

INTERPROXIMAL REDUCTION (IPR}): Reproximation/
Recontouring/Eramel  Slenderizing is removal  of
tentns of millimeters (1 mm to .5 mm) of enamel at
dental contact peints with a fine hand file, disk, or bur.
It is sometimes reguired to resolhve crowvding, facilitate
tooth movemeont or to achicve other desired changes
in your oite. It is rot harmful ¢ teeth and tsually done
quickly ang painiessly. Declining this treatment when
recommended will lead to compromised results.

. ELASTICS: You may be prescrined elastics or “rubber

bands" to wear from the upper tecth to the lower teeth
to improve your rite. For optimal results, they must be
worn whenever your aligners are in your mouth (~20
hours per gayi as instructed.

ALIGNER CARE: Always store your aligners in their
case when rot being worn to avoid loss. Repeated
loss of multiple gligners may incur 2 replacement fee
of $ /aligner. Always keep the three provious
aligners.

SPEECH: Most patients find that speech is normalized
after the first week of aligner wear. However, there is an
acclimation period where you must wea- the aligners
constantly despite a slight speech impediment in order
for your tongue to be retrained for proper articuletion.

CHEWIES: Use chewies/aligner seaters daily to keep
treatmenrt on track.

8.

10,

.

12

13.

CAVITY/STAINING RISK: Eating and drinking with
aligners in can lezd to enamel decalcification and
cavities. Remove aligners to eat and drink anything
otnher than flat water, brush or rinse witnh water before
re-inserting. Failing to do sc will cause cavities and
staining of the aligrers, attachments, and testh.

APPOINTMENTS: Keep your scheduled appointments.
This is the orly way we can ensure your tragtment is
progressing as planned. Always wear your currenrt
aligner to your appointment.

ALIGNER BATCHES: Aligners will be made and given
tc you in batches. After tne first tatch cf aligners.
additional “refinement” aligners {possibly including
fixed braces cor setiling elastics) may be necessary to
detail your smile and bite. batcnes of aligners or
“refinements” are included in your treatment fee.
if you desire additional tooth movemenrt beyond what
can be achieved in ___aligner rounds, adcitional fees
may be incurred.

POSSIBLE NEED FOR TRADITIONAL BRACES: Sorne
tooth movements are not cfficiently or predictably
achieved with clear aligrers. During treatment, you
may be offered a short course of fixed appliance
therapy with elastics plus an occlusal adjustment to
perfect tooth positions and bite. At that time, it will be
your choice to proceed with a few months of braces or
lcave your tecth in the best position that the aligners
were able to achieve. If tne need te switch to traditional
braces is due o poor compliance with required aligner
wear time, there may be a fee incurred to cover the cost
of materials and szaff time.

GINGIVAL RECESSION and GRAFTING: Cingival
recession and the reed for a gingival graft by a
periodontist is a risk of all orthocontic treatment, out
may oe elevated with aligner wear, in adults with thin
gum tissuecs. Please notify our office if you start to
notice developing or worsening gum recession.

RETENTION: At the end of orthodontic treatment,
retainers rmust be worn as prescribed vy your
orthodontist to maintain your beautiful new smile.
Retention is for life lor as long as you want to keed your
teeth in alignment,

| have read and understand the procedures necessary for the
success of my clear aligner orthodontic treatment. If | do not agree

to or comply with any of the above items, | understand my treatment
results may be compromised:

Date:
Patient Name:

Patient Signature:

2 2024 Amencan Zszocistion of Crthadennsie, sao'nfo.org



AMERICAN ASSOCIATION OF ORTHODONTISTS HIPAA FORM
AAOR i
R Orthodontists,

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

UNDERSTANDING YOUR HEALTH INFORMATION

Each time you visit our office, we make a record of your visit in order to manage the care you receive. We
understand that the medical information that is recorded about you and your health is personal. The
confidentiality and privacy of your health information is also protected under both state and federal law.
This Notice of Privacy Practices describes how this office may use and disclose your information and the
rights that you have regarding your health information.

How we will use or disclose vour health information for treatment:

We will use your health information for treatment. For example, information obtained by the orthodontist or
other members of your healthcare team will be recorded in your record and used to determine the course of
treatment that should work best for you. Members of your healthcare team will then record the actions they
took and their observations, so the physician will know how you are responding to treatment. We will also
provide your physician, or a subsequent healthcare provider, with copies of various reports that should
assist him or her in treating you.

Pavment:

We will use your health information for payment. For example, a bill may be sent to you or your health
plan. The information on or accompanying the bill may include information that identifies you, as well as
your diagnosis, procedures, and supplies used.

Health care operations:

We will use your health information for our regular health care operations. For example, we may use
information in your health record to assess the care and outcome in your case and others like it. This
information will then be used in a continued effort to improve the quality and effectiveness of the services
we provide.

Business associates:

We may enter into contracts with persons or entities known as business associates that provide services to
or perform functions on our behalf. Examples include our accountants, consultants and attorneys. We may
disclose your health information to our business associates so they can perform the job we have asked them
to do, once they have agreed in writing to safeguard your information.



AMERICAN ASSOCIATION OF ORTHODONTISTS HIPAA FORM
@ American
Association of
B Orthodontists

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

Notification:

We may use or disclose information to assist in notifying a family member, personal representative, or
another person responsible for your care, of your location, and general condition. If we are unable to reach
your family member or personal representative, then we may leave a message for them at the phone number
that they have provided to us, e.g., on an answering machine.

Communication with familv:

We may disclose to a family member, other relative, close personal friend or any other person you identify,
health information relevant to that person’s involvement in your care or payment related to your care.

Appointment reminders / health benefits:

We may contact you to provide appointment reminders or information about treatment alternatives or other
health benefits that may be of interest to you.

Food and Drug Administration (FDA):

We may disclose to the FDA health information relative to adverse events with respect to food,
supplements, product and product defects, or post marketing surveillance information to enable product
recalls, repairs or replacement.

Workers’ compensation:

We may disclose health information to the extent authorized by and to the extent necessary, to comply with
laws relating to workers ‘compensation or other similar programs established by law.

Public health activities:

As required by law, we may disclose your health information to public health, or legal authorities, charged
with preventing or controlling disease, injury or disability.

Health oversight activities:

We may disclose your health information to health oversight agencies for purposes of legally authorized
health oversight activities, such as audits and investigations necessary for oversight of the health care
system and government benefit programs.
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THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.

The following uses and disclosures will be made only with vour authorization:

(i) with limited exceptions, uses and disclosures of your Dental information for marketing purposes,
including subsidized treatment communications: (ii) disclosures that constitute a sale of
your health information; and (iii) other uses and disclosures not described in this notice. You
may revoke your authorization at any time in writing, except to the extent that we have taken
action in reliance on the use or disclosure indicated in the authorization.

Your health information rights

Although your health record is the physical property of this office, you have following rights with respect to
your health information. You may request that we not use or disclose your health information for a
particular reason related to treatment, payment, our general healthcare operations, and/or to a particular
family member, other relatives or close personal friend. We ask that such requests be made in writing on a
form provided by us. Although we will consider your request, please be aware that we are under no
obligation to accept it or to abide by it, except as provided below.

7 If you have paid for services out-of-pocket in full, you may request that we not disclose information
related solely to those services to your health plan. We ask that such requests be made in writing on a form
provided by us. We are required to abide by such a request, except where we are required by law to make a
disclosure. We are not required to inform other providers of such a request, so you should notify any other
providers regarding such a request.

1 You have the right to receive confidential communications from us by alternative means or at an
alternative location. Such a request must be made in writing, and submitted to the Privacy Officer. We will
attempt to accommodate all reasonable requests.

~ You may request to inspect and/or obtain copies of health information about you, which will be provided
to you in the time frames established by law. If we maintain your health information electronically in a
designated record set, you may obtain an electronic copy of the information

71 If you believe that any health information in your record is incorrect, or if you believe that important
information is missing, you may request that we correct the existing information or add the missing
information. Such requests must be made in writing, and must provide a reason to support the amendment.

! You may request that we provide you with a written accounting of all disclosures made by us during the
time period for which you request (not to exceed six years), as required by law. We ask that such requests
be made in writing on a form provided by us. Please note that accounting does not include all disclosures,
e.g., disclosures to carry out treatment, payment, or healthcare operations and disclosures made to you or
your legal representative or pursuant to an authorization.

1 You have the right to be notified following a breach of your unsecured protected health information.

T You have the right to obtain a paper copy of our Notice of Privacy Practices upon request
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CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION
Section A: PATIENT GIVING CONSENT

Name:

Address:

Telephone: E-mail:

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 read 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.

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 our office. 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 , have received a copy of this office’s Notice of
Privacy Practices and had full opportunity to read and consnder the contents of this Consent form and your
Notice of Privacy Practices. 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 out treatment, payment activities, and health
care 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:

YOU ARE ENTITLED TO A COPY OF THIS HIPPA AND CONSENT FORM AFTER YOU SIGN
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