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Acknowledgement 
 
I hereby acknowledge that I have read and fully understand the treatment considerations and risks presented in 
this form.  I also understand that there are problems that can occur and that actual results may differ from the 
anticipated results.  I also acknowledge that I have discussed this form with Carmen M. Woodland, RDH, OMT 
at Integrative Myofunctional Therapy and have been given the opportunity to ask any questions.  I have been 
asked to make a choice about my treatment.  I hereby consent to the treatment proposed and I authorize Carmen 
M. Woodland, RDH, OMT at Integrative Myofunctional Therapy to provide the treatment.  I also authorize 
Carmen M. Woodland, RDH, OMT at Integrative Myofunctional Therapy to provide my healthcare information 
to my other health care providers.  I understand that my treatment fee covers only treatment provided by 
Carmen M. Woodland, RDH, OMT at Integrative Myofunctional Therapy and that treatment provided by other 
dental or medical professionals is not included in the fee for my myofunctional therapy treatment. 
 
Consent to undergo Myofunctional Therapy treatment 
 
I hereby consent to the making of diagnostic records, including x-rays, before, during and after my 
myofunctional therapy treatment, and to Carmen M. Woodland, RDH, OMT at Integrative Myofunctional 
Therapy, and to wherever appropriate, staff providing myofunctional treatment.  I fully understand all the risks 
and guarantees associated with the treatment. 
 
_________________________________________       ________________________________________ 
Signature of Patient/Parent/Guardian      Date 
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Authorization for release of patient information 
 
I hereby authorize Carmen M. Woodland, RDH, OMT at Integrative Myofunctional Therapy to provide other 
health care providers with information regarding the above individual’s myofunctional therapy treatment as 
deemed appropriate.  I understand that once released, Carmen M. Woodland, RDH, OMT at Integrative 
Myofunctional Therapy, and where appropriate, staff has (have) no responsibility for any further release by the 
individual receiving this information. 
 
Consent to use of records 
 
I hereby give my permission for the use of myofunctional treatment 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 
 
 
I have the legal authority to sign this on behalf of: 
 
_________________________________________________________	
Name of Patient 
 
 
_________________________________________________________	
Relationship to Patient 
 
 


