
 Specialist in Orthodontics:                              Orthodontics for Youth and Adult 

                                                                         Facial Orthopedics 

                                                                         Temporo-Mandibular Disorders (TMD) 

                                                                         Surgical Orthodontics 

 

 

PATIENT ________________________________________    DATE ________________________________                                       

 

TEMPOROMANDIBULAR JOINT AND FACIAL-QUESTIONNAIRE 
Please check all categories below -- feel free to ask for assistance if you do not understand any question.   

YES    NO   Questionnaire #1                                         

                Does your jaw make noise so that it bothers 

  you or others?  

           Does your jaw get stuck as you try to open?   

           Does it hurt when you chew or open wide to   

                take a big bite? 

           Do you have earaches or pain in  front of the ears? 

           Do you have pain in the face, cheeks, jaws,  

 throat or temples? 

           Is it difficult for you to open your mouth as far  

 as you want to? 

           Do you suffer from frequent headaches?   

           Does your jaw "feel tired" after a big meal or 

dental visit?  

           Are you aware of an uncomfortable or bad  bite?  

YES    NO   Questionnaire #2                                         

                Are you aware that you grind your teeth at night?  

                (or during the day?) 

           Do you have a habit of clamping or clenching   

                 ("setting") your teeth? (day? night?) 

           Do you have any jaw symptoms or headache   

                upon waking in the A.M.? 

           Must you chew excessively on one side? 

           Have you had a blow to the jaw (trauma)? 

           Are you a habitual gum-chewer or pipesmoker? 

YES    NO   Questionnaire #4         

 ___   ___   Do you suffer from arthritis or pain in other joints? 

 ___  ___   Do you suffer from nervous stomach or ulcers? 

 ___  ___   Do you suffer from constipation?  Colitis? 

 ___  ___   Do you suffer from back or neck pain (whiplash)? 

 ___  ___   Do you suffer from skin problems or allergies? 

___  ___    Have you ever been treated for jaw muscle or jaw joint disorders? 

 

____________________________________________________                            ____________________________ 

   Signature         Date 

 

 

____________________________________________________       ____________________________ 

   Witness         Date 

Duane Grummons, D.D.S., M.S.D. 
DIPLOMATE - AMERICAN BOARD OF ORTHODONTICS 

 

ph. (509) 232-7223         

 fax (509) 328-5949 

YES    NO  Questionnaire #3                                           

                Does the pain or discomfort disturb your  sleep? 

                Does the pain or discomfort interfere with   

                 your daily routine or other activities? 

               Do you take medications or pills for pain or   

                discomfort? (Pain relievers, muscle relaxants,  

                antidepression pills) 

               Does the pain or discomfort affect your  appetite? 

               Do you feel the pain or discomfort extremely  

 frustrating or depressing? 

9425 N. Nevada, #100 

Spokane, WA 99218 



 
 

Grummons Orthodontics 
The Brace Place 

9425 N. Nevada, Ste. 100 

Spokane, WA  99218 

509.232.7223 
 

Notice of Privacy Practices 
 

This notice describes how health information about you may be used and disclosed and how you can get access to 
this information.  Please review 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 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 4.14.2003 and will remain in 

effect until we replace it. 

 

We reserve the right to change our privacy and the terms of this notice at anytime, provided such changes are permitted by 

applicable law.  We reserve the right to make changes in our privacy practice and the new terms of our notice effective for all 

health information that we maintain, including health 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 a new notice available. 

 

You may request a copy of our notice at any time.  For more information about our privacy practices, or for additional copies of 

this notice, please contact us using the information listed at the end of this notice. 

 
Uses and Disclosure of Health Information 
We use and disclose health information about you for treatment, payment, and healthcare operations.  For example: 

Treatment: We may use or disclose your health information to obtain payment for services we provide 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 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 practioner 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 healthcare operations, you may 

give us written authorization to use your health information or to disclose it to anyone for any purpose.  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 your health 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 of 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 

location, your general condition, or death.  If 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 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 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 possible victim of other crimes.  We may disclose your health 

information to the extent necessary to avert a serious threat to your health and safety or the health and safety of others. 

 



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 intelligence, 

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 circumstances. 

 

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 your 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 practicable do so.  (You 

must make a request in writing to obtain access to your health 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 $.91 for each page 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 the format.  If you prefer, we will 

prepare a summary or an explanation of your health information for a fee.  Contact us using the information listed at the end of 

this Notice 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 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
th
, 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. 

 
Alternative Communication: You have the right to request that we communicate with you about your health information 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 Ste or by electronic mail (e-mail), you are entitled to receive this Notice 

in written form. 

 

QUESTIONS AND COMPLAINTS 
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 violated 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 have us communicate with you by alternative means or at alternative locations, you may complain to us using the 

contact information listed at the end of this Notice.  You may also 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. 

 

Contact Officer: Kim Green or Nichole Webster 

Telephone: 509-232-7223  Fax: 509-325-5949 

Email: office@thebraceplace.org 

Address: The Brace Place Dr. Duane Grummons 9425 N. Nevada, Ste. 100, Spokane, WA  99218 

This Form is educational only, does constitute legal advice, and covers only federal, not state, law (August 14, 2002) 

 

 

 

 

 

 

 

 

 

 



GRUMMONS ORTHODONTICS 

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF 

PRIVACY PRACTICES 

 

Patient Name: ______________________________________ 

 

I, ____________________________, have received a copy of this office’s Notice of Privacy Practices. 

       (Please Print Name) 

  

  

___________________________________________________________________ 
 (Signature)         (Date) 

 

 

  

For Official 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 

 

  Other (please specify) 

 

 

 

How may we contact you regarding appointments and patient information? 

Email: ____________________________________   Daytime Phone: (_____)___________________ 

Cell/Text Message: (____)____________________   Evening Phone: (_____)___________________ 

           (please specify: Wk, Hm, Mom Cell, Etc.) 





Duane Grummons, D.D.S., M.S.D. 
DIPLOMATE - AMERICAN BOARD OF ORTHODONTICS 

 

Orthodontics for Youth and Adults 

509 .23BRACE  

Duane Grummons, DDS, MSD 

Diplomate, American Board of Orthodontics 

Education 

 B.S.        Biology/Chemistry, University of Wisconsin 

 D.D.S.    Marquette University School of Dentistry 

 M.S.D.    Fairleigh Dickinson Dept. of Orthodontics - Specialist 

 A.B.O.    American Board Certified Orthodontist 

Memberships 

 American and Pacific Associations of Orthodontics 

 College of Diplomates, American Board of Orthodontics 

 Foundation for Orthodontic Research (FOR) and Education - Chairman 

 Regional and community organizations/directorships/boards 

Publications 

 World Journal of Orthodontics; Journal of Clinical 

 Orthodontics; Foundation for Orthodontic 

 Research/Education Proceedings; CRANIO Journal;    

            many chapters and an orthodontic textbook. 

Presentations/Lectures 

 World-wide before American, European, and South 

 American orthodontic societies in past 25 years.  He has 

            also appeared before many dental, surgical and medical conferences. 

 Radio and TV appearances (ABC, NBC, FOX Affiliates). 

 Assoc. Professor Orthodontic Departments: Loma Linda, UCLA and others. 

Innovations 

 Frontal Asymmetry Analysis; Space-gaining appliances and inventions; 

 TMD segmental appliances; Grummons Facemask orthopedic design. 
 

Full-time Orthodontic Specialty practice: 

 9425 N. Nevada, Suite100 

 Spokane, WA  99218-1283 

 509.23BRACE  (509.232.7223) 

 dgrummons@thebraceplace.org    grummons@aol.com 
             

9425 N. Nevada, Suite 100   Spokane, WA 99218 

ph. (509) 232-7223        fax (509) 328-5949 
www.thebraceplace.org 



What People Say About Our Office 
 

“It’s so nice to see such a professional business here in little Spokane.  “It’s so nice to see such a professional business here in little Spokane.  “It’s so nice to see such a professional business here in little Spokane.  “It’s so nice to see such a professional business here in little Spokane.      

We are very impressed.”We are very impressed.”We are very impressed.”We are very impressed.”    
 

Mrs. Sherri Mathews 

Rockford, WA 

 
“I had my daughter’s braces done elsewhere and was not very pleased with the       “I had my daughter’s braces done elsewhere and was not very pleased with the       “I had my daughter’s braces done elsewhere and was not very pleased with the       “I had my daughter’s braces done elsewhere and was not very pleased with the       

results.  My son however, has had excellent results here.  My wife and I are very results.  My son however, has had excellent results here.  My wife and I are very results.  My son however, has had excellent results here.  My wife and I are very results.  My son however, has had excellent results here.  My wife and I are very 

pleased and thank Dr. Grummons and his staff for their excellent work.”pleased and thank Dr. Grummons and his staff for their excellent work.”pleased and thank Dr. Grummons and his staff for their excellent work.”pleased and thank Dr. Grummons and his staff for their excellent work.”    
 

Susan and Robert Holt 

Loon Lake, WA 

 

“Our family feels the level of care our children receive from Dr. Grummons is worth  “Our family feels the level of care our children receive from Dr. Grummons is worth  “Our family feels the level of care our children receive from Dr. Grummons is worth  “Our family feels the level of care our children receive from Dr. Grummons is worth  

driving to from the Valley.  Our children look forward to coming in for their driving to from the Valley.  Our children look forward to coming in for their driving to from the Valley.  Our children look forward to coming in for their driving to from the Valley.  Our children look forward to coming in for their     

appointments.”appointments.”appointments.”appointments.”    
 

Dr. Jay and Nikki Enzler 

Spokane Valley, WA 

 
“The expander invention by Dr. Grummons really works!  I like the pretty smile and “no “The expander invention by Dr. Grummons really works!  I like the pretty smile and “no “The expander invention by Dr. Grummons really works!  I like the pretty smile and “no “The expander invention by Dr. Grummons really works!  I like the pretty smile and “no 

headgear” way.  It made space so fast and I really wasn’t even sore.  Thanks!”headgear” way.  It made space so fast and I really wasn’t even sore.  Thanks!”headgear” way.  It made space so fast and I really wasn’t even sore.  Thanks!”headgear” way.  It made space so fast and I really wasn’t even sore.  Thanks!”    
 

Kate Boston 

Spokane 

 

“My two children have been here for several months and I have been “My two children have been here for several months and I have been “My two children have been here for several months and I have been “My two children have been here for several months and I have been     

extremely pleased with the results of Dr. Grummons professional work.  The extremely pleased with the results of Dr. Grummons professional work.  The extremely pleased with the results of Dr. Grummons professional work.  The extremely pleased with the results of Dr. Grummons professional work.  The     

staff are excellent with my kids, and we appreciate the personal touch.  My staff are excellent with my kids, and we appreciate the personal touch.  My staff are excellent with my kids, and we appreciate the personal touch.  My staff are excellent with my kids, and we appreciate the personal touch.  My     

questions are always answered thoroughly about their individual treatment.  questions are always answered thoroughly about their individual treatment.  questions are always answered thoroughly about their individual treatment.  questions are always answered thoroughly about their individual treatment.      

You have earned my trust fully.”You have earned my trust fully.”You have earned my trust fully.”You have earned my trust fully.”    
 

Janet Peppin 

Chewelah, WA 

 

Dentist and Physicians consistently send their families and patients here.Dentist and Physicians consistently send their families and patients here.Dentist and Physicians consistently send their families and patients here.Dentist and Physicians consistently send their families and patients here.    

 

Come See the Reasons Why 

509.23BRACE  Dr. Grummons Brace Place 
 



 

 

 
Federal Truth in Lending Act Disclosure Statement for Professional Services 

 

Patient’s Payment Agreement 
 

  Patient:                             <<PatientFullName>> 

  Guarantor:                        <<BillingPartyFullName>> 

  Account Number:             <<PatientID>> 
                                                       
Orthodontic Fee: <<TreatmentFee>> 
Less estimate of insurance: <<ExpectedInsuranceBenefit>>                                       
Less discount (if applies): <<TreatmentDiscount>>  
Less Initial Fee (down payment): <<InitialChargeAmount>> 
Amount Financed: <<FinancedAmount>> 
Monthly Payment: <<RegularChargeAmount>> 
Number of Installments <<NumberOfRegularPayments>> 
Date of Down Payment 
Payments due:         

************************************************************************ 
Guarantor promises to pay Dr. Duane Grummons, DDS, MSD, Inc., the total orthodontic fee listed above, in consideration for services 

provided and to be provided.  

This fee includes orthodontic services rendered in our office.  It does not include services rendered by the family dentist, oral surgeon, etc.  

All costs incurred in the collection of overdue accounts will be borne by the patient or if the patient is a minor, by the parent or guardian.  

Collection costs are outlined below.  No other charges are made on accounts that are kept current. 

 
1. A signed Informed Consent Form must be on file, and the initial down payment made before any treatment procedures will be 

performed. 

2. Monthly payments are set up for the convenience of the patient, and are not co-related to treatment visits. 

3. If payment is not made as agreed, treatment will be ended, and treatment discontinued. 

4. There will be a $10 late fee added to all accounts when the scheduled payment is late. 

5. Payment arrangements will be made only with the custodial parent, (i.e. divorce situations), or the parent bringing the child into 

our office for treatment.  In no case will we be responsible for split billings, even if there is a court order.  That arrangement is 

between the two parties involved and in no way affects this office.  Under no circumstances will this office be responsible for 

submitting information to the absent parent. 

6. Patients with insurance should remember that professional services are rendered and charged to the patient, not the insurance 

company. We will be happy to assist you in filing your insurance claim provided full and accurate insurance information is 

provided. If insurance benefits are terminated for any reason, the billing party is responsible for all fees remaining. 

7. Additional charges become necessary for replacement or if repairs are needed for retainers, appliances, splints, facemasks, 

more than 3 multiple broken bands, brackets or wires, returned checks, accounts research, more than 3 missed appointments, 

etc.  If additional treatment is required or treatment time is extended, then an additional fee becomes necessary. 

8. Fees occur when a patient has additional images such as iCat scans, dental scans, MRI, physical therapy, model set-ups, & 

replacement teeth prediction and growth forecast whether in this office or elsewhere. 

9. Invisalign and Invisalign Teen ™ lab fees are due in full at the time treatment is started.  If an aligner case is cancelled after 

acceptance of the Treatment Plan by doctor, lab fees are NON-REFUNDABLE. Other treatment related fees may also apply. 

 

The account needs to be fulfilled and paid in full by the time active treatment is completed.  I accept and hereby agree to pay the 

above stated “Fee for Service” and understand and agree to pay the late fees if the account payment is delayed.  I give consent for my 

child/myself for the treating Orthodontist to do whatever procedures are necessary to achieve the objectives and benefits from this 

orthodontic/orthopedic treatment.  Thank you. 

 

 
Responsible Party__________________________________________Date___________________ 

 
 

Witness____________________________________________________Date__________________ 

Duane Grummons, D.D.S., M.S.D. 
DIPLOMATE - AMERICAN BOARD OF ORTHODONTICS 

Orthodontics ~ Youth and Adults 
 

9425 N. Nevada                                                ph. 509.232.7223 
Suite 100                                                           fax 509.328.5949 
Spokane, WA 99218                  email: office@thebraceplace.org 

Procedure: 

TC:  

Class: 

Months: 

OTS: 

 



INFORMED
CONSENT

for the Orthodontic Patient
Risks and Limitations of Orthodontic Treatment

Successful orthodontic treatment is a partnership between the
orthodontist and the patient. The doctor and staff are dedicated
to achieving the best possible result for each patient. As a general
rule, informed and cooperative patients can achieve positive
orthodontic 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 potential 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 to orthodontic treatment vary
with the individual's specific problem, and prosthetic solutions
or limited orthodontic treatment may be considerations. You are
encouraged to discuss alternatives with the doctor 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 dentalspecialist who has completed at least two additional years of graduate training
in orthodontics at an accredited program after graduation from dental school.

American Association of Orthodontists
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