
FUNCTIONAL ORTHODONTIC APPLIANCES
INFORMED CONSENT


[bookmark: _GoBack]I understand that the main objective of my orthodontic treatment is to align my front teeth (to reduce crowding and or spacing) for cosmetic reasons. My occlusion, or bite and the relationship of my back teeth will not be changed significantly. Significant changes in lip profile necessitate bone surgery, which I am not seeking. I am aware of these objectives and the limitations of short-term treatment.

The devices used to move the teeth into the desired position will include, but may not be limited to clear "Essix" type aligners and functional orthodontic retainers that are able to be placed and removed by me, the patient. In order to achieve the desired final position of the teeth it may be necessary to make space for the movement by enamel reproximation (slight reduction of enamel between the teeth), or bonding attachments and using elastics to direct the teeth.

The length of time and number of aligners/functional appliances needed to achieve my treatment goals will vary depending on the extent of movement desired and the way that my body responds to treatment. In order for the treatment to be successful I have been instructed to wear the orthodontic devices at all times except when performing oral hygiene (brushing, flossing, etc.) and eating, unless directed by my dentist to do otherwise.

I have been advised to not eat or drink anything with the exception of water while wearing my orthodontic devices as doing so can lead to increased risk of tooth and gum disease. Always remove my appliance during meals and snacks and to then floss and brush and promptly return the appliance to its place in my mouth. Failure to comply with these and other directions given by my dentist can lead to failure to achieve treatment goals and may cause tooth and gum disease.

I have been made aware that wearing the appliances may cause tooth sensitivity as my teeth move to their desired position. The appliance may potentially irritate the soft tissues including lips, cheeks, gums and tongue and may cause increased salivation during their normal function. Wearing the devices may also cause a temporary change in speech resulting in a lisp or tonal change that is usually adapted to and overcome after a week or two of using the appliance.

Many orthodontically treated teeth have a tendency to relapse (move back to their pretreatment positions.) The more involved the treatment, the more likely relapse may be experienced. After the final desired treatment position is achieved it will be necessary to wear retainers to prevent relapse. These retainers will need to be worn in the same manner as the functional appliances (at all times except eating and oral hygiene) for at least 3 to 6 months after treatment, and may need to be worn part time for a number of years depending on the extent of treatment. Other retainer devices which can be permanently bonded (only removed by a dentist) to hold the teeth in the desired position may also be used as determined by me and my dentist.

I agree that my orthodontic fees will be paid in full at the time the functional appliance is first delivered. I also agree that once treatment is initiated (tooth movement has begun) there will be no refund of any part of the fees, and that if my body responds unusually other orthodontic treatment (with additional fees) may be necessary to achieve my goals.

If I plan on moving to another state during orthodontic treatment it is advisable to complete treatment with Dr. _______________________.  Although this may be difficult, methods or orthodontic treatment vary between doctors, and it is infrequent that any two doctors will treat a case in exactly the same way. Changing doctors mid-treatment always prolongs treatment and adds expense to me, the patient.

Special Considerations:
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