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

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

OUR LEGAL DUTY

We are required by applicable federal and state law to maintain the privacy of your health information. We are also
required to give you this Notice about our privacy practices, our legal duties, and your rights concerning your health
information. We must follow the privacy practices that are described in this Notice while it is in effect. This Notice
takes effect / / , and will remain in effect until we replace it.

We reserve the right to change our privacy practices and the terms of this Notice at 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 health information we creat-
ed or received before we made the changes. Before we make a significant change in our privacy practices, we will
change this Notice and make thé new Notice available upon request.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for addition-
al 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 méy use or disclose your health information to a physician or other healthcare provider pro-
viding treatment to you.

Payment: We may use and disclose your health information to obtain payment for services we provide to you.

Healthcare Operations: We may use and disclose your heaith information in connection with our healthcare oper-
ations. 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, certification, licensing or credentialing activities.

Your Authorization: In addition to our use of your health information for treatment, payment or heaithcare opera-
tions, you may give us written authorization to use your health information or to disclose it to anyone for any pur-
pose. If you give us an authorization, you may revoke it in writing at any time. Your revocation will not affect any use
or disclosures permitted by your authorization while it was in effect. Unless you give us a written authorization, we
cannot use or disclose your heal‘th information for any reason except those described in this Notice,

To Your Family and Friends: We must disclose your health information to you, as described in the Patient
Rights section of this Notice. We may disclose your health information to a family member, friend or other person
to the extent necessary to help with your healthcare or with payment for your healthcare, but only if you agree that
we may do so.

Persons Involved In Care: We may use or disclose health information to notify, or assist in the notification of
(including identifying or locating) a family member, your personal representative or another person responsible for
your-care, of your lotation, your general condition, or death. f you are present, then prior to use or disclosure of your
health information, we will provide you with an opportunity to object 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
professional judgment disclosing only health information that is directly relevant to the person’s invalvement in your
healthcare. We will also use our professional judgment and our experience with common practice to make reason-
able inferences of your best interest in allowing a person to pick up filled prescriptions, medical supplies, x-rays, or
other similar 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 Neglect: We may disclose your health information to appropriate authorities if we reasonably believe that
you are a possible victim of abuse, neglect, or domestic violence or the possibie victim of other crimes. We may dis-
close your health information to,the extent necessary to avert a serious threat to your health or safety or the health
or safety of others. '




[image: image2.png]" National Security: We may disclose to military authorities the health information of Armed Forces personnel under
certain circumstances. We may disclose to authorized federal officials health information required for lawful intelli-
gence, counterintelligence, and other national security activities. We may disclose to correctional institution or law
enforcement official having lawful custody of protected health information of inmate or patient under certain circum-

stances.

Appointment Reminders: We may use or disclose your health information to provide you with appointment
reminders (such as voicemail messages, postcards, or letters).

PATIENT RIGHTS

Access: You have the right to look at or get copies of yaur health information, with limited exceptions. You may
request that we provide copies in a format other than photocopies. We will use the format you request unless we
cannot practicably do so. (You must make a request in writing to obtain access to your heaith information. You may
obtain a form to request access by using the contact 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 Notice. If you request copies, we will charge you $0. for each page, .
$ per hour for staff time to locate and copy your heailth information, and postage if you want the copies mailed
to you. If you request an alternative format, we will charge a cost-based fee for providing your health information in
that format. If you prefer, we will prepare a suymmary or an explanation of your health information for a fee. Contact
us using the information listed at the end of this Notice fop/a full explanation of our fee structure.)

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

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

Alternative Communication: You have the right to request that we communicate with you about your health infor-
mation by alternative means or to alternative locations. (You must make your request in writing.) Your request must
specify the alternative means or location, and provide satisfactory explanation how payments will be handled under
the alternative means or location you request.

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

Electronic Notice: If you receive this Notice on our Web site or by electronic mail (e-mail), you are entitled to
receive this Notice in written form.

QUESTIONS AND COMPLAINTS 1
If you want more information about our privacy practices or have questions or concerns, please contact us.

If you are concerned that we may have viclated your privacy rights, or you disagree with a decision we made about
access to your health information or in response to a request you made to amend or restrict the use or disclosure of
your health information or to have us communicate with you by alternative means or at alternative locations, you
may compiain to us using the contact information listed at the end of this Notice. You also may submit a written
complaint to the U.S. Department of Health and Human Services. We will provide you with the address to file your
complaint with the U.S. Department of Health and Human Services upon request.

We support your right to the privacy of your health information. We will not retaliate in any way if you-choose to file
a complaint with us or with the U.S. Department of Health and Human Services.





Contact officer:  Eric Campbell, DDS, MDS, PA

Creedmoor Phone: (919) 529-0400

Raleigh Phone:  (919) 870-8298 


Fax:  (855) 299-9442

Address:  




Campbell Orthodontics



306 North Main Street / PO Box 425

9317 Leesville Road, Suite 105



Creedmoor, NC 27522



Raleigh, NC 27613

( 2002 American Dental Association


All Rights Reserved
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NOTICE OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowedgement*

I, , have received a copy of this

office's Notice of Privacy Practices.

Please Print Name

Signature

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

0

Other (Please Specify)

© 2002 American Dental Association

All Rights Reserved

Reproduction and use of this form by dentists and their staft is permitted. Any other use, duplication or distribution of this farm by any other party requires the prior
written approval of the American Dental Association. i

This Form is educational only, does not constitute legal advice, and covers only federal, not state, law (August 14, 2002).
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Eric S. Campbell, DDS, MDS, PA
Potential Risks and Limitations of Orthodontic Treatment

ORTHODONTIC INFORMED CONSENT FOR: ____________________________
While a pleasing smile, more balanced face, and healthier bite are widely appreciated, orthodontic treatment is an elective procedure.  And like any other treatment of the body, it has inherent risks and limitations.  Please read the following information carefully, and ask us any questions you have so that you fully understand these risks.  The benefits of orthodontic treatment far outweigh the risks in the vast majority of cases.  Lastly, this list represents items commonly discussed in orthodontic informed consent; there may be other risks not commonly discussed as standard care.

1. Cooperation: Patient cooperation is the most important factor in completing treatment on time.  Insufficient wearing of elastics, removable appliances, or headgear; broken appliances, missed appointments, and poor oral hygiene prevent the desirable results we all anticipate.  Lack of cooperation is the most common cause of excessive treatment time, increased fees, and disappointing results.

2. Decalcification and Cavities: Good oral hygiene is a must during orthodontic treatment.  Tooth discoloration and decay can occur if patients eat foods containing excessive sugar and/or if they do not brush their teeth properly.  Inadequate cleaning can also cause gum disease, and loose brackets and bands.  Although gum problems can occur when not wearing braces, the risk is greater during orthodontic treatment.  It is imperative that you report loose bands (metal rings around back teeth) immediately because a loose band lets bacteria in and can result in cavities.

3. Periodontal Problems: Proper brushing and flossing can usually prevent swollen, inflamed and bleeding gums.  Periodontal disease is most often caused by the accumulation of plaque and debris around the teeth and gums.  However, unknown causes can also lead to progressive loss of supporting bone and gums.  This most frequently occurs in patients with a tendency toward gum disease with or without braces.  If periodontal problems become uncontrollable, orthodontic treatment may have to be discontinued prior to completion.  Additionally, if a patient’s gum tissue becomes swollen, or hypertrophied, it may be necessary to perform a laser gingivectomy in our office or refer to another dental specialist.

4. Root Resorption: Some patients are prone to tooth roots shortening during orthodontic treatment.  Under healthy conditions, shortened roots are no problem.  However, combined with significant gum or supporting bone problems, the longevity of the involved teeth may be threatened.

5. TMJ Problems: Patients with bad bites have a high potential for TMJ (jaw joint) problems, which may become evident during or after orthodontic treatment.  TMJ problems may include jaw pain, ear pain, headaches, neckaches, etc.  Orthodontic treatment may help remove the dental causes of TMJ problems, but has no effect on non-dental causes.  An equilibration of the biting surfaces of the teeth, long-term use of an occlusal splint, or TMJ surgery may be necessary after orthodontic treatment.  Remember, the majority of people with TMJ problems have never had orthodontic treatment.  We cannot assure a patient that orthodontic treatment will help their temporomandibular dysfunction.

6. Discomfort:  The mouth is very sensitive so you can expect an adjustment period and some discomfort due to the introduction of orthodontic appliances.  Non-prescription pain medication suffices for orthodontics-mediated pain.

7. Root Canals: A tooth previously injured by trauma or a large filling can die over a period of time with or without orthodontic treatment, and may result in the tooth darkening.  This condition, seldom due to orthodontics alone, may require root canal treatment.  It is common for orthodontic treatment to a previously traumatized tooth to “speed up” the need for root canal treatment to that tooth.  This is usually a sign that the tooth would have eventually needed root canal treatment, regardless of orthodontics.

8. Relapse (return of the original problem): Shifting or settling of teeth following treatment and retention often occurs in varying degrees.  Some undesirable changes may include rotations, crowding of the lower front teeth, spaces at extraction sites, and spaces between upper front teeth.  The eruption of wisdom teeth, previously rotated teeth, mouth breathing, and uncontrolled muscle habits are the most frequent causes.  The best way to minimize undesirable changes is to wear retainers every night or a few evenings each week for an indefinite period.  Retainers must also be periodically “tightened”, as they are prone to fatiguing over time.

9. Additional Treatment:  Unforeseen circumstances (such as abnormal growth or gum disease) may cause us to recommend a form of additional treatment not previously discussed.  If this occurs, we will carefully explain the reasons for a change in the treatment plan and any extra fees before proceeding.

10. Spaces:  It may be necessary to finish your treatment with spaces between some teeth because of a “tooth size discrepancy.”  In this event, you will be advised of the condition and given options.  Usually, a tooth size discrepancy is resolved by “slenderizing” of the opposing arch’s teeth or “bonding”, crowns, or veneers to fill in the gap at the end of orthodontic treatment.  This is at an additional fee of whoever does this work.

11. Digit/Tongue Habits: Continued finger or thumb sucking and persistent tongue thrust may extend treatment time.  Uncontrolled muscle habits may also cause undesirable tooth shifting following treatment.  If significant, retreatment involving an additional fee may be necessary.

12. Undesirable Jaw Growth: Occasionally, insufficient or excessive jaw growth can limit the desired results.  On rare occasions, we may need to recommend a treatment plan change to include extractions or jaw surgery.  If substantial undesirable growth changes occur after active treatment, retreatment at an additional fee may be needed.

13. Impacted Teeth: Various problems may be encountered during attempts to move an impacted tooth, and may lead to periodontal problems or the loss of the tooth.  Occasionally, the tooth becomes trapped under another tooth and the extraction of one of the teeth becomes necessary.  Rarely, the impacted tooth fails to move even when there is room and it must be extracted, which may require a bridge or implant replacement by another dentist.

14. Oral Surgery: Sometimes, tooth removal or oral surgery is necessary in conjunction with orthodontic treatment, especially to correct severe jaw imbalances.  Oral surgery and general anesthesia present rare life-threatening risks and potential disabilities.  Discuss these risks with your oral surgeon and family dentist before deciding to proceed with surgery.  If your plan involves jaw (orthognathic) surgery, please be aware that orthodontic treatment prior to the surgery often only aligns the teeth within each individual arch or jaw bone.  Therefore, patients discontinuing orthodontic treatment without completing the planned surgical procedures may have a malocclusion (bad bite) that is worse than when they began treatment.

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

16. Headgear: If a headgear is pulled out with the elastic force still attached, the metal part may snap back and injure the face, eyes, etc.  Safety devices have been developed to prevent this, but injury may still be caused by careless or improper use.

17. Ceramic Brackets: Ceramic brackets may cause excessive wearing of tooth enamel.  Also, ceramic brackets are more brittle than steel and may break.  These fractured brackets may be swallowed or inhaled, and since they do not appear on x-rays, are difficult for a physician to locate.

18. Allergies: Allergies to orthodontic materials may occur during orthodontic treatment.  Known allergies can be avoided, but if they are unknown to you, it is impossible to predict any reaction.  People who have other allergies are more prone to have allergies to orthodontic materials such as latex or nickel.

19. General Health Problems/Medications:  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 change in your general health status or medications.

20. Unusual Occurrences: Unusual occurrences such as swallowing an appliance, bracket, band, or the end of an archwire; dislodging a restoration, or formation of an abscess or a cyst may occur.  These occurrences are extremely rare.

21. Treatment Time: The time required to complete treatment may exceed the original time estimate.  Most often, treatment is delayed due to poor cooperation, poor oral hygiene, missed appointments, or unusual growth patterns.  Occasionally it is in the best interest of the patient to discontinue treatment and place retainers even though treatment has not achieved the desired results.

22. Tobacco Use:  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 gum recession, oral cancer, and delayed tooth movement during orthodontic treatment.  If you use tobacco, you must carefully consider the possibility of a compromised orthodontic result

23. Necessary Dental Work: All necessary dentistry must be completed prior to starting orthodontic treatment.  An exception is usually new crowns; we advocate restoring a tooth to the “foundation” stage, eradicating all decay, before orthodontics and waiting until after the orthodontics for a new crown, or replacement crown.  Also, the patient must maintain regular dental checkups at least every six months during treatment.  Adults must visit their dentist for scaling and cleaning every three to six months during treatment, according to their needs, per their dentist!

24. Temporary Anchorage Devices (TADs):  Your treatment may require a temporary anchorage device, a metal screw placed in bone by your orthodontist.  There are specific risks associated with them.  It is possible that the screw(s) could become loose which would require its/their removal and possibly relocation or replacement with a larger screw.  The screw and/or related material may be accidentally swallowed.  If the device cannot be stabilized for an adequate length of time, an alternate treatment plan may be required.  It is possible that the tissue around the device could become 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.  It is possible that the screws could break.  If this occurs, the broken piece may be left in the mouth or may be surgically removed.  This may require referral to another dental specialist.  When inserting the device, it is possible to damage the root of a tooth, a nerve, or to perforate the maxillary sinus.  Additional medical or dental treatment may be necessary.  Local anesthetic may be used when these devices are inserted or removed, which also has risks.  Please advise the doctor if you have experienced problems with local anesthetics in the past.
It is our intent to inform you of the potential problems that exist during orthodontic treatment.  Most of these conditions occur rarely, and other even more rare risks may also exist.  Quality treatment depends on a close professional working relationship:  Patients and/or parents should feel free to inquire about any aspect of treatment.  Video imaging, when used, is not a guarantee of treatment results.  It is used as a tool to explain treatment options.

I have read and understand the above, and all questions have been answered to my satisfaction.  I authorize the necessary orthodontic treatment for (patient).  












______________

Patient/Parent/Guardian 







Date

                                                                                                                                    ______________

________________________________________________


Date





Orthodontist

________________________________________________


______________

Witness









Date

I hereby give my permission for 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.

________________________________________________


_______________
Patient/Parent/Guardian







Date

________________________________________________


_______________
Witness
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I consent for photographs to be made of me or my child (or person for whom I am the legal guardian). I understand that such photos may be used in my orthodontic records and/or for marketing purposes on our website or on our business social media pages. By consenting to these photographs, I understand that I will not receive payment from any party and that refusal to consent to photographs will in no way affect my orthodontic care. I understand that I may withdraw my consent at any time. 

*Please note: We do not include names or identifying information with any photos we publish. However, please understand that you might inadvertently reveal your own identity by, for example, “liking” a photo on Facebook or commenting on a photo on our Facebook page through your personal Facebook account. Please review your social media accounts’ privacy settings as necessary. 

________________________________________________


_______________
Patient/Parent/Guardian







Date

________________________________________________


_______________
Witness
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