
COVID-19 Screening 

I, _____________________________________ (the patient),consent to receive essential 
care from ______________________________________during the COVID-19 outbreak. 

I understand that the symptoms listed below are representative of COVID-19: 

● Fever
● Dry Cough
● Shortness of Breath
● Temperature
● Persistent pain or pressure in the chest
● Blush lips or face

I confirm that I do not display or currently have any of the symptoms that are 
representative of COVID19, which are outlined above: ________(Initial)  

I understand that all travelers arriving from a country or region with widespread 
ongoing transmission, as outlined by the CDC, should stay home for 14 days to 
practice social distancing and monitor their health after their arrival.  

I confirm that I have not traveled to any of the countries or regions with widespread 
ongoing transmission (Level 3 Travel Health Notice) in the past 14 days. 
________(Initial)  

I confirm, to the best of my knowledge, that I have not had close contact with an 
individual diagnosed with COVID-19 in the past 14 days. ________(Initial)  

Patient Name:__________________________________ 

Patient/Guardian Signature:_____________________________________________ 
Date:_____________________  

For Practice Use: 

Doctor Signature:___________________________________________ 
Date:____________________ 



Dr. 

2524 E Webster Place, #201

Milwaukee, Wisconsin 53211

Meggie Graham

AIRWAY-FOCUSED GENERAL DENTIST

Dr. Graham has extensive training in 
the fields of sleep dentistry and airway 
health. She learned her functional 
frenuloplasty surgical technique under 
the hands on training of Drs. Soroush 
Zaghi, Otorlaryngology (ENT) and 
Chelsea Pinto, DDS (Pedodontist), at 
The Breathe Institute in Los Angeles, 
California. 

Dr. Graham is particularly interested in 
the impact of restrictive tethered oral 
tissues (such as tongue-tie),  oral 
myofascial development, airway, and 
overall systemic health.
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FUNCTIONAL FRENULOPLASTY

& MYOFUNCTIONAL THERAPY

Our treatment goals are to provide a complete 
and effective release of tethered oral tissues with a 
functional frenuloplasty approach  for children 
and adults. We use an interdisciplinary protocol 
that integrates myofunctional therapy (and 
sometimes physical therapy) before, during, and 
after surgery.

For our infant patients we complete frenectomies if 
necessary on restrictive tethered oral tissues, using 
the Light Scalpel CO. This specific laser provides 
excellent hemostasis and healing, better 
visualization during surgery for complete release, 
and is less traumatic than scissors, scalpel, or diode 
laser.

Our tongue-tie release procedure is based on 
precision, maximal release, and maximal function. 
Therefore, we only release the appropriate extent 
of tissues; not  too much and not too little. Our 
techniques offer a more predictable healing 
sequence and lessens the possibility of a partial 
tissue reattachment and scarring. The tongue is 
one of the most critical organs in the human body, 
with the ability to regulate and shape orofacial 
structure and musculature. Our functional 
frenuloplasty approach honors the changes that 
occur during a tongue-tie release and prepares 
the body for acceptance and optimal healing 
post-treatment. 

We are committed to promoting optimal 
outcomes after surgery. 



IMMEDIATELY AFTER SURGERY

Bleeding: It is normal to experience some 
bloody oozing during the first 1-2 days after 
surgery. If steady bleeding occurs, place gauze or 
a tea bag under the tongue to hold pressure and 
call our office. If heavy bleeding persists, please 
go to your local emergency department and 
contact Dr. Graham.

Pain Medications: We recommend using 
Tylenol (acetaminophen) and/or Advil 
(ibuprofen) as needed for pain. If you are already 
taking chronic pain medications please discuss 
with Dr. Graham.
Some patients and families have reported relief 
with the use of Arnica and Camilia. 

Sutures: Sometimes we close the wound with 
sutures. We use absorbable sutures that will fall 
off on their own within a week after surgery. After 
the sutures come out, we then encourage you to 
gently brush the surgical site with a soft 
toothbrush. 

Eating: You can eat whatever you feel 
comfortable eating, but avoid any foods with 
hard/sharp edges (chips, thin crackers, etc) to 
avoid puncture wounds. Avoid citrus including 
citrus juices that may cause tissues to burn and 
also avoid seeded foods like berries (even in 
smoothies) as seeds can get stuck in the wound.

Oral Hygiene: We recommend rinsing with Perio 
Science mouth rinse (available at our office) and/
or salt water several times a day to keep the wound 
clean and reduce risk of infection. Do not use any 
products that contain alcohol as it can delay 
healing.

Myofunctional Therapy Exercises: It is 
EXTREMELY important to perform the 
stretches and exercises as prescribed by your 
therapist to obtain the most optimal results. We 
especially encourage: waggle, flat tongue (aka 
puppy tongue), skinny tongue (aka pointy 
tongue or snake), light clicks, and caves (aka 
suction). 

POST-OPERATIVE INSTRUCTIONS

After the surgery, patients can expect some 
mild swelling, pain, and/or discomfort as a 
normal process of wound healing. Generally, 
this is fairly mild and can be controlled with 
over-the-counter pain medications.  Possible 
(but very rare) complications of 
frenuloplasty may include anesthesia 
complications, bleeding, pain, numbness, 
failure of procedure, voice and swallowing 
changes, infection, injury to adjacent 
structures, and scarring. 

At any time, call our practice if you 
experience any of the following: 

Severe pain that does not improve
with medication
Severe bleeding
Severe swelling at the site of surgery 
Difficulty breathing
Fever higher than 101° F
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HIPAA NOTICE OF PRIVACY PRACTICES 

The Health Insurance Portability and Accountability Act (HIPAA) provides safeguards to protect your privacy. 
HIPAA provides certain rights and protections to you as the patient on who may see or be notified of your Protected 
Health Information (PHI). These restrictions do not include the normal interchange of information necessary to 
provide you with office services. We balance these rights with our goal of providing you with quality professional 
service and care. As such, we have adopted the following policies: 

1. Patient information will be kept confidential except as is necessary to provide services or to ensure that all
administrative matters related to your care are handled appropriately. This specifically includes the sharing of
information with other healthcare providers, laboratories, health insurance payers as is necessary and appropriate
for your care. Patient files may be stored in open file racks and will not contain any coding which identifies a patient's
condition or information that is not already a matter of public record. The normal course of providing care means
that such records may be left, at least temporarily, in administrative areas such as the front office, examination rooms
etc. Those records will not be available to persons other than office staff. You agree to the normal procedures utilized
within the office for the handling of charts, patient records, PHI, and other documents or information.

2. It is the policy of this office to remind patients of their appointments. We may do this by telephone, e- mail, U.S
mail, or by any means convenient for the practice and/or as requested by you. We may send you other
communications informing you of changes to office policy and new technology that you might find valuable or
informative.

3. The practice utilizes a number of vendors in the conduct of business. These vendors may have access to PHI but must
agree to abide by the confidentiality rules of HIPAA.

4. You understand and agree to inspections of the office and review of documents, which may include PHI by
government agencies or insurance payers in normal performance of their duties.

5. You agree to bring any concerns or complaints to the attention of the office manager or physician.

6. Your confidential information will not be used for marketing or advertising of products, goods or services.

7. We agree to provide patients with access to their records in accordance with state and federal laws.

8. We may modify any of these provisions to better serve the needs of the practice and the patient.

9. You have the right to request restrictions in the use of your protected health information and to request change in
certain policies used within the office concerning your PHI. However, we are not obligated to alter internal policies
to conform to your request.

I, ________________________________________ , do hereby consent and acknowledge my agreement to the terms 
set forth In the HIPAA INFORMATION FORM and any subsequent changes in office policy. 

Signed: ___________________________________________ Date: ____/____/_____ 

Additional information is available from the U.S. Department of Health and Human Services. www.hhs.gov
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MEDICAL INFORMATION RELEASE FORM (HIPAA RELEASE FORM) 

Name: ___________________________________  Date of Birth: _____/_____/_____ 

Release of Information 
I hereby authorize Untethered Tongue-Tie Center and affiliates employees, or agents to release 
any personal health information (e.g., information relating to the diagnosis, records, treatment, 
claims payment, and health care services) provided or to be provided to me to: 

 Parent/Spouse/Relative_______________________________________________________ 
Referring Provider ____________________________________________________  
Primary Care Doctor___________________________________________________  
Other Consultants_____________________________________________________ 

_____   I do not authorize Untethered Tongue Tie Center or affiliates to release any medical 
information *This Release of Information will remain in effect until terminated by me in writing.

Please call: Home  Work  Mobile          Number: ______________________ 

If unable to reach me: 
 You may leave a detailed message 

 Please leave a message asking me to return your call 

The best time to reach me is (day)_____________________ between (time) ___________ 

Signed: ___________________________________________ Date: ____/____/_____ 

Witness:___________________________________________ Date: ___/____/______ 



  Authorization to Release & Discuss Information -The HIPAA privacy law requires that we are only 
 authorized to communicate with patients themselves, guardians, insurance providers and primary care  
  physicians, unless we have authorization in writing by the patient to communicate with others on their  
  behalf. Please provide all names of providers you want us to be able to speak with. You may opt out by 
 checking the “Do Not Release Information” box below.  

HEALTHCARE PROVIDERS 

Patient Name:  ____________________________________________ D.O.B. __________________________

General Physician – Name/Location/Fax/Phone ____________________________________________________________ 

Pediatrician (for Infants) – Name/Location/Fax/Phone ____________________________________________________

Lactation Specialist/IBCLC (for Infants) – Name/Location/Fax/Phone 

________________________________________________________________________________________________________

Myofunctional Therapist – Name/Location/Fax/Phone____________________________________________________

Dentist – Name/Location/Fax/Phone_____________________________________________________________________ 

Orthodontist – Name/Location/Fax/Phone _______________________________________________________________

Chiropractor – Name/Location/Fax/Phone_______________________________________________________________

Speech Pathologist – Name/Location/Fax/Phone________________________________________________________

Craniosacral Therapist – Name/Location/Fax/Phone _____________________________________________________

Physical Therapist – Name/Location/Fax/Phone__________________________________________________________ 

____ Do Not Release Information to Anyone 

I understand that my express consent is required to release any health care information. With my signature 
below, I acknowledge and understand that this information will be kept in my medical record and the 
above parameters will remain in effect until revoked by me in writing. It is my responsibility to notify my 
healthcare provider(s) should I wish to change one or more contacts listed above. 

Patient or Guardian Signature: ______________________________________________ Date: _____________________ 



[ ] 
[ ] 

 YES- Use my name. 
 NO- I prefer to remain anonymous. 

By signing this form below I confirm that this consent form has been explained to me in terms that I 
understand. I acknowledge that I have completely read and fully understand the above release and 
agree to be bound thereby. I understand that there will be no financial or other remuneration for the 
recording, either for initial or subsequent transmission or playback. I hereby release any and all claims 
against any person or organization utilizing this material for educational purposes 

Name of Authorizing Individual:  ________________________________ 

Relationship to Patient:  ________________________________ 

Signature: ______________________________________________  Date:______________________________ 

Witness: _______________________________________________ Date:______________________________ 

If this release is obtained from a patient under the age of 18, then the signature of the parent or legal 
guardian is required. 

AUTHORIZATION AND CONSENT TO USE PHOTOGRAPH OR VIDEO RECORDINGS 

Name: ___________________________________ Date of Birth: _____/____/_____ 

I, the undersigned, do hereby consent and agree that Dr. Meggie Graham and employees, and/or 
agents have the right to take photographs, video, or digital recording of me or my dependent and to use 
these in any and all media, including educational materials, informational and conference 
presentations, social media, website, before/after photos etc.

(Mark your choice below)  

 YES – Including full face. 
 YES – But please exclude any recognizable facial features. 
 NO – Photographs may only be used for medical record keeping and treatment planning only. 

I further consent that my name and identity may be revealed therein or by descriptive text or 
commentary. 
(Mark your choice below) 



FINANCIAL POLICY
Our fees are based on the costs associated with providing quality dental care. 
This, at times, may not correlate with your insurance benefits, or what your 
insurance company has called "usual and customary." In reality, this term means 
what your insurance allowance is for any given procedure. Insurance should be 
viewed as an aid to meeting your financial obligation to this office. In most 
cases, you should not expect that all fees will be covered by your insurance. 
Your insurance is an agreement between you and your insurance company, not 
between your insurance company and this dental office. As a courtesy to our 
patients, our office will complete any necessary insurance forms at no charge, 
and file them with your insurance company to help you collect from them. It is to 
be understood and agreed that all services rendered are charged directly to 
you, and that you are personally responsible for all fees. Based on the 
information you have given us, we will contact your insurance company to get a 
general breakdown of your dental benefits. This information will enable us to give 
you estimates of the amount due at each visit. Remember, deductibles, co-
insurance and balances not paid by insurers are your responsibility. Payment is 
due at the time services are rendered. We will make every attempt to give you 
an accurate estimate prior to your appointment date. We accept MasterCard, 
Visa, Discover, personal checks and cash, and third party financing.
A deposit of 20% is required for all dental treatment at the time treatment is 
scheduled. This deposit goes towards the total estimated investment, and will be 
forfeited should the reservation be missed or canceled with less than 48 hour 
business notice. Cancellations are valid if and only when you speak to one of our 
team members. We are available Monday through Thursday between 8 am and 
3 pm. The remaining investment is due at the time of service. Any payment plan 
may not exceed 3 months, and must be approved and signed by Dr. Graham 
and the patient.

Scheduled Reservations:
All reservations must be confirmed 48 hours prior. We reserve the right to charge 
$100 for all reservations cancelled or broken without proper 48 hours notice. Your 
reservations is time reserved exclusively for you. If for any reason you are unable 
to keep your reservation, we require 48 hour notice of cancellation. We expect 
our patients to be on time for their reservation. If you are running late, please 
phone ahead to let us know. If you are more than 15 minutes late, we may need 
to reschedule you. Fees will apply.

Signature of Responsible Party Printed Name of Responsible Party
Date:

____________________________   _______________________________



Treatment Fee Schedule: 
Fee-for-Service Payment Plan and Maximum Out-of-Pocket Costs 

Parent Name:_________________________Pt:______________________________ 

Dear Patients and Parents, 
Thank you for choosing our practice for your healthcare needs. We greatly appreciate your trust and 
confidence in our expertise and consider it an honor and privilege to help you and your family.  

We chose to build a patient-centered model for our practice that does not allow insurance companies to 
dictate the care we provide. This means that we are not contracted with insurance carriers. Because of this, 
we collect payment directly from the patient during the time of your visit.  

Our office does, however, provide concierge billing services and will work directly with your insurance 
company to file for any out of network benefits your insurance company offers, so that your insurance 
company may reimburse you directly according to the terms of your policy.  

Our consultation, procedure, and follow-up service fees are in accordance with the following 
schedule. Because most insurance companies provide reimbursement based on a fee-for-service 
payment plan, you may notice some variance between the amount billed to your insurance company 
and the fees we collect from you as a patient or parent.  

Because we desire to keep our service affordable and understand the increasing burden of 
healthcare expenses, our policy is to cap the maximum costs to our families at $1,250 per patient. In 
some cases, if additional services are rendered, we aim to provide these services as a courtesy to our 
families, and we then seek reimbursement for the additional services from your insurance company 
only.  
Below is a breakdown of care we provide and its related cost to you: 

Procedure Fee to Insurance Your Fee 
$250.00 $250.00 
$1000.00 $1000.00 
$1000.00 $0 
$1000.00 $1000.00 
$300.00 $0 
$100.00 $0 

Office Consultation 
Frenectomy (tongue tie release)  
Additional frenectomy site (lip, cheek) – if 
needed Re-release – if needed  
Tissue removal/recontouring  
Myofunctional stretching/massage 
Post-operative follow up visit  $195.00 $195.00 

We hope this information provides clarity and reassurance to you about our billing practices. Please let 
us know if there are any additional questions or concerns.  

I have read the above information and have had the opportunity to seek answers to any remaining 
questions. I further understand that I will not be reimbursed for services covered by my insurance 
company that were not charged to me as the responsible party. 

_________________________________________ 
Responsible Party Signature  

__________________________________ 
Date



Credit Card Authorization Form 

Name on the  

Type of Card: MC Visa Discover 

Account Number 
Expiration Date 
Security Code 
Billing Address 
City, State, Zip 
Phone Number 

Order/Invoice Number 
Item(s) Purchased 

Amount to be Charged __________________    

By signing this form, you authorize Untethered to charge your card for the 
amount listed above. 

Signed: Date: 

Other
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