DOBLE

iAhorre tiempo y
{EL DENTISTA VENDRA A LA ESCUELA! valla en linea!
www.MySchoolDentist.com

Cuidado dental dentro de la escuela i
SIN COSTO* para usted. g fcanee ol .i?’t:,‘
go con su 3%
teléfono. “‘1 &

* Para pasientes con convertura Medicaid o PA GHIP

Cuidar de los dientes de su nifio es importante para mantenerlos sanos.
FACIL Y CONVENIENTE - Dentistas licenciados en el estado periédicamente revisara la boca y dientes de su hijo, asi como proporcionar una limpieza,
rayos-x como sea necesario, tratamiento de fluoruro y aplicar sellantes, segun sea necesario. Tratamiento adicional como rellenos podrian ser proporcio-
nados. Un reporte dental sera enviado a casa con su hijo. Incluye tratamiento recibido y requerido. jIFIRME Y REGRESE A LA ESCUELA HOY!

LLENE POR FAVOR
Nombre Legal del Nifio Fecha de Nacimiento | [ Hombre
O Mujer
Direccion Ciudad Estado Coadigo Postal
Escuela Maestro Grado
Padre/Tutor Legal Teléfono
( )

Correo electrénico Teléfono Alt.

( )

PREGUNTA DE SALUD IMPORTANTE )
2Su hijo tiene alguna discapacidad o condiciones médicas o dentales en el pasado o presente o alguna incapacidad social / problemas de comportamiento? Puede incluir problemas del
corazon, problemas de respiracién, trastorno del cerebro/convulsiones, alergias {incluye alergia a medicamentos), diabetes, problemas de sangrado, enfermedades transmisibles o desorden

inmunitario, etc. Si es asi, por favor explique abajo (adjunte hojas adicionales si es necesario). Si No, deje el espacio abajo en blanco.

Anote cualquier problemas dental

Anote los medicamentos que este tomando

NINO TIENE MEDICAID/PA CHIP |
Circule uno de los siguientes: Aetna, AmeriHealth, Blue Cross CHIP, Gateway, Geisinger, HealthPartners,

Keystone First, Kidz Partners, Medicaid, United Concordia CHIP, United Healthcare, UPMC

Escriba el nimero de identificacion
(RIN) del nifio beneficiado AQUI. —

O Namero de seguro social del nifio (si esta disponible) l J I I | | — r I r | - I | | J | J [ |
(Mo == etV sl o S N VUL DIOBEE Nombre de la Comp. de Seguro (aparte de Medicaid) Tel. del Seg.
# Grupo Empleador Tel. del Empleador,
Nombre del Adulto Asegurado FECHA DE NACIMIENTO del adulto Asegurado
# Pdliza/lD Seguro Social det Adulto Asegurado

NINO NO TIENE SEGURO DENTAL (POR FAVOR MARQUE UNA OPCION ABAJO) En caso de pagar por los servicios, engrape el cheque o giro postal en esta forma, y haga el pago a: Smile Pennsylvania.
Edad 12 o mayor: $69.00

D Voy a pagar la tarifa reducida para una limpieza dental, examen y fluoruro por visita. Edad 11 o menor: $58.00
D Certifico que no puedo pagar por el costo reducido y pido asistencia financiera completa la cual cubrira la limpieza, examen y fluoruro.
(Le enviaremos una aplicacion por correo. Disponible para tratamiento preventivo solo una vez por afio escolar.)

Si su hijo ve a un dentista con regularidad y gustaria continuar tratamiento con él, deberia seguir con su dentista.

LEA Y FIRME ABAJO

Entiendo y autorizo a Big Smiles Pennsylvania P.C. (Proveedor), y a sus dentistas afiliados o higienistas dental, a proveer servicios dentales en la escuela al niflo mencionado anteriormente
de quien soy el padre custodio o tutor legal, incluyendo un examen dental, limpieza, fluoruro, sellantes, rayos-x, y la aplicacién de Fluoruro Diamino de Plata segiin sea necesario. (El uso
de Fluoruro Diamino de Plata puede decolorar cualquier caries a un color marron o negro.) También autorizo cualquier otro trabajo dental como rellenos, extracciones de dientes de leche

infectados, colocacion de mantenedores de espacio, adormecimiento de la boca y dientes y otros procedimientos segun sean necesarios. He leido la PREGUNTA IMPORTANTE DE
SALUD al anterior y les informaré de cualquier cambio significante del salud de mi hijo a 855-481-8639. He leido la ADVERTENCIA IMPORTANTE Y CONSENTIMIENTO EN LA PARTE

POSTERIOR DE ESTA PAGINA, entiendo y estoy de acuerdo con sus términos.
Para su privacidad
doble y asegure.

FECHA

FIRME Y FECHA AQUB

/ Este consentimiento autoriza las visitas dentales iniciales y futuras.

PREGUNTAS: 1-855-481-8639 FAX: 1-888-330-4331 Visitenos en: mobiledentists.com

Eliiot P. Schlang, D.D.S., General Dentist & Denial Director, Big Smiles Pennsylvania P.C.
200 Barr Harbor Dr., Ste. 400-4079, West Conshohocken, PA 19428
© Big Smiles Pennsylvania P.C., 2020
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IMPORTANT NOTICE & CONSENT / AVISO IMPORTANTE Y CONSENTIMIENTO

tunderstand and authorize Big Smiles Pennsylvania P.C. (Provider) and its affiliated dentists or dental hygienists to provide the following services for the named child for whom | am the custodial
parent or legal guardian: dental exam & oral hygiene instruction, teeth cleaning, fluoride treatment, x-rays & dental sealants, as well as the application of Silver Diamine Fluoride to treat the
progression of tooth decay. (The use of Silver Diamine Fluoride may discolor any cavities to a brown or black color.) | also authorize the dentist to fill any cavities or to place a crown over the
tooth, extract any problem baby teeth, perform a pulpotomy (treatment of the nerves inside the tooth), place space maintainers or perform other dental treatments as needed. | understand that
there are risks to dental treatment including swelling or pain that may occur from the treatment or injection of a local anesthetic, or allergic reaction. (For additional information regarding the risks
of treatment and treatment alternatives, please call the number provided.) | authorize & direct Provider to bill & collect payment from any Medicaid, insurance, or other payer. | authorize my child’s
school to make available to Provider and its billing agent my child's insurance information in order to bill payer for services. If | have private dental insurance, | will be billed for & agree to pay
any deductibles and/or co pays. Treatment by the in-school dentist may affect future benefits that your child may receive under private insurance, Medicaid or CHIP. Unless | have made pre-
arrangements to attend, and am there at the time of service, services will be provided without my presence. (We may send you text messages about the school dental program. Message and/or
data fees may be charged by your wireless service provider; to discontinue, reply “STOP” to any message received from us. You also agree to receive pre-recorded and/or auto-dialed telephone
calls relating to the school dental program at the land-line and/or mobile telephone numbers provided on this consent form.) | have received the Notice of Privacy Practices (NPP) attached to this
form and consent to the release of my child’s medical record information, including records obtained from other providers, and any HIV/AIDS, communicable disease, sexually transmitted disease,
drug and alcohol, and anemia information. | authorize release of such information by Provider to any responsible payor andfor administrative service provider and their subcontractors for use and
disclosure relating to my child’s treatment, payment for services and health care operation purposes. This signed consent authorizes my child’s initial and future dental visits. | may withdraw this
consent at any time in writing.

Entiendo y autorizo a Big Smiles Pennsylvania P.C. (Proveedor) y a sus dentistas afiliados o higienistas dental a proveer los siguientes servicios al nifio mencionado del cual soy el padre
custodio o tutor legal: examen dental e instrucciones de higiene oral, limpieza dental, tratamiento de fluoruro, rayos-x, sellantes dentales, asi como la aplicacién de Fluoruro Diamino de
Plata para tratar la progresion de las caries dental. (El uso de Fluoruro Diamino de Plata puede decolorar cualquier caries a un color marrén o negro.) También autorizo al dentista a llenar
cualquier carie o colocar una corona scbre el diente, extraer cualquier dientes de leche problematicos, realizar una endodoncia (tratamiento de los nervios dentro del diente), colocar
mantenedores de espacio o realizar otros tratamientos dentales seglin sea necesario. Autorizo al Proveedor a extraer cualquier diente de leche con problema o realizar una endodoncia
(tratamiento de los nervios dentro del diente), como sea necesario. Entiendo que existen riesgos al recibir tratamientos dentales incluyendo inflamacion o dolor que puede ocurrir de la
inyeccién de la anestesia o una reaccidn alérgica. (Para informacién adicional sobre los riesgos del tratamiento dental y tratamientos alternos por favor llame al niimero proparcionada.)
Autorizo y dirijo al Proveedor a facturar y recolectar pago de Medicaid, seguro privadoe o tercera persona. Autorizo a la escuela de mi hijo a poner a disposicion del Proveedor y su agente
de cobro la informacién det seguro de mi hijo con el fin de cobrar por los servicios. Si tengo seguro dental privado, seré facturado y acuerdo a pagar cualquier deducible y/o co-pago. El
tratamiento realizado por el dentista escolar pudiera afectar los beneficios de su nifio en en un futuro bajo su cobertura privada, Medicaid o CHIP. Al menos de que alla hecho algun arreglo
previamente para atender y estoy ahi al momento de los servicios, el servicio seré proveldo sin mi presencia. (En ocasiones podremos mandarle un texto sobre el programa dental escolar.
Cobros de mensaje ofy de datos pueden ser aplicados por su proveedor de servicios inalambrico; para descontinuar, responda “STOP” a cualquier mensaje que reciba de nosotros. Usted
también acepta recibir transmision pre grabada y/o auto llamadas telefonicas relacionadas con el programa dental escolar a los numeros telefonicos que usted proporciono en esta forma
de consentimiento.) He recibido el Aviso de Practicas Privadas (NPP) adjuntas a este formulario y el consentimiento para la divulgacién de la informacion y/o expediente médico de mi hijo,
incluyendo los registros obtenidos de otros proveedores, y cualquier otra enfermedad como: VIH/SIDA, enfermedades contagiosas, enfermedades de transmisién sexual, drogas, alcohol, y
anemia. Yo autorizo la divulgacion de dicha informacion por parte de proveedores para cualquier pagador responsable y/o proveedor de servicios administrativos y de sus subcontratistas
para el uso y divulgacion de informacion relacionada con el tratamiento de mi hijo, pago para el mantenimiento y operacion de cuidado dental. Esta forma de consentimiento firmada autoriza
la visita dental inicial y visitas de seguimiento. Puedo retirar mi consentimiento en cualquier momento por escrito.

KEEP FOR YOUR RECORDS

ELLIOT P. SCHLANG, DDS — GENERAL DENTIST, DENTAL DIRECTOR
Heba Adari, DMD, Danife! Bonnavie, DDS, Kayla Ci lia, DMD, Megan DiCestanzo, DMD, Samue! Domsky, DMD, Amy Gala, DDS, Timothy Gould, DMD, Ginger Grieco, DDS, Shirley Hui, DMD, Cynthia tseman, DMD, Peter Jacksan, DMD,
Palricia jot.ngon, DD, Deborah Kahn, DMD, Jack t.awrznce, DMD, Linda Lewis, DD3, John Macaulay, DDS, Kevin Massarelli, DMD, Robert Maxweii, DDS, Janice McVay, DDS, Melanie Morrow, DMD, Christine Mylss, DMD,
“Mirsszlav Nemet, DMO. SBclomon Pesis, DDS. Drennis Petricoin, DDS, Janine Read, DDS, Ellict Schiang, DDS, Anu Stree, DDS, Barry Stein, DMD, Lisa Toalda, DMD, Leslie Wahi, DDS

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOV/ MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW T CAREFULLY. KEEP FOR YOUR RECORDS

OUR LEGAL DUTY

The privacy of your medical infomnation is important o us. ¥We are required by appicable feders! and state law to
maintzin §ie nivacy of your health information. We are afso reguired to give you this Notice about our privacy practices,
cur lega! duties, and your rights concemning yeur kealth infarmation. We must foliow the privacy practices that are
deeciibed i this Notice whiie it is in effect. We will rctify you it your unsecured medicat information is breachad.

Appointment Reminders: We may Use or disciose your health infonmation to provide you with appointment reminders (such as
voicemail messages, pesteards, letters, emails or text messages).

Health Oversight Activities: We may disciose heaith information ta & heath oversight agency for activities autharized by law.
These oversight actviliss incude, for example, audits, irvestigations. inspections and lisensure surveys. These actvities are necessary
for the govemment 10 monitor the haalth cure systere, the oulbreak of disease, govemmert programs, compliancve with civil righls
laws and to improve patient utcomes,

We reserve the rignt to charge our privacy practices and the terms of this Notice at any time, provided such
changes ere permitted by applicable law. We reservss the right to make the changes in our privacy prastices
and the new terms of our Notice effective for all bealth information that we maintain. including hea!th information
we created or received before we made the changess. Before we make a significant change in our privacy

praciices, we will charga this Notice and rnake tha rew Natice available upon request. |

Lawsuits and Disputes: We may disclose health niformation about you 'n response to a court or administrative order, We may
&'sa disclose health information about yeu in respcrse o a subpoena discovery reguest or other lawful process.

Other Uses and Disclosures. A pemmitied or requirad by law. we may use or disclose your medical infarmation for research
pUIpeses; o organizations that handle and menitor organ donation and transplantation; for workers' compensation or simitar
programs to comply with laws related to workers’ compensation or similar programs that provide benefits for work-related injuries
or ifiness: for public heatth activities such as to prevent or control dis2ase, injury or disabifity: to report reactions lo medications or
problems with products; to notify people of recalls of prod Jcts they may be using; to notify 8 person who may have been exposed
10, or is &t rigk for contracting or spreading a disease; o medical examiners to identify a deceased person or determine cause of
death; or to faneral directors to carry out thei duties.

You may request a copy of cur Notice at any time. For mora information about our privacy practicss, or for
additional copies of this Noiics, please contact us using the infarmation fistad at the end of this Notice.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose heaith information about you for treatment, payment, and healthcare operations. |
For example:

Treatment: We may use or discicse your heaith information to a physician, school nurse, or othsr heaithcare

B . PATIENT RIGHT
provider providing treatment to you. iy

Access: You have the right to look at or get cepizs of your heaith information, with lirited exceptions. You musl make a request
Payment: We may use and discloze your health infor naticn 1o obtain payment for services we provide o you. it lo eRin Aocess i yous heaftifomr=lion aad fx yous tequest i the aumber ok tha,nd of tis Natice:
Disclosure Accounting: You have the right to receive a list of some disclosures we or our besiness associates have made of
your heatth information. If you reguest this accounting more than oncs in a 12-month period, we may charge you a reasonable,
cost-based fze for responding to these additional requests.

Healthcare Opsrations: We may use and disclose your health information in connection with our businass
operations such as reviewing the corrpetence or quatifications of heallhcare professionals and evaluating
practitiorer and provider performance.

Restriction: You have the right to request that we restrict our use or disclosure of your heatth information. We are not required
2 agree to your request except when disclceiire would be fo your health plan, you (or semeons on your behalf other than your
health plan) has paid in full for your bealth care, the disclosue relates to payment or health care operations, and the disclosure is
not olhenvise required by law. If we agree to the resiricton, however, we will ablde by that agreement (except in an emergency).

Your Authorization: Uses cr disclosures not ciherwise described in this Notice may be made only with your
written authorization. in addition, we must obtain your writien authorization o sell your medical information
or to use or disclose your information for marketing geods or services to you where we are paid to make the
commusication. If you give us an authorization. you msy revoke it in writing at any time. Your revocation
will net affect any use or disclosures perwitted by your authorization while it was in effect. Unless you ghve

us a written authorization, we cannot use or disclose your health information for any reason except those
described in this Notice.

To Your Family and Friends and Persons involved in Your Care: We may disclose your heaith information to a
family member, friend or oler permon involved in yeur care to the extent necessary ta help with your healthcare or
with payrnent for your healthcare, We may also disciose your medical information to disaster refief organizations to
help locate individuals durdng a disaster. We may also use or disclose your medica’ information ta nofify, or assist
in the notification, of a famly membor, a personal represontative or & person responsible for your care of your location,
general condifion or death. If you do notwant us to discleze your medical information to family members or others in
these circumstances, please notify our HIPAA Officer at 888-833-8441.

Regquired by Law: We may use or disclose your health information when we are required to do so by law.

Public Safety: We may need to disclose raedical information to law enfarcement officials, such as in
responge to a search warran! or a grand jury cubpoena, or to assist law enforcement officials in identifying or
locating an individual, to report deaths that may have resulted from criminat conduct, and to repart criminal
conduct en our nremises,

Abuse or Neglect: We may disclase your health infornalicn to appropriate authertes if we reasonabiy believe thet yau ere a
possible vicim of abuse, neglect, cr doinestic vicience or tre possible victim of other crimes. We may disclose your health
information to the exient nacessary to avert a serious threat to your health or safety or tha heaith or safety of athers.

National Security: We may disclose your medical informaticn 1o military authoriies of Armead Forces or foreign mifitary nersonnel
under ceitain circumstances: 1o authorized fedaral offcials for lawiul iniefligence, courterinielligernice, of other nalional securty
acfivities, and fo pretect the presicent; and o a coirectiondl institution or lew erforcement official having lawful custody of an |
inmate or patient under certa™ circumstances.

Alternative Communication: You have the right to request in writing that we communicate with you about your health informa-
tion by altemative means or to alts ive locations specified in your wiitten request.

Amendment: You have the right to request that we amend your heaith information. Your request must be 'n writing and must
explain why the information should be amended. We rmay deny your request under certain circumstances.

Electronic Notice: If yau receive this Molice on our 'Web site or by electonic mail (8-mail). you are entitled to receive this Notice
in writien form upon request.

QUESTIONS AND COMPLAINTS

I you want more infonnation about our privacy practices or have questions or concems, please contact us. If you are concemed
ihat we may have violated your privacy righ’s, you may complain to us using the contact information listed at the end of this
Notice. You also may submit a writien co: int {o ke U.S. Depariment of Health and Human Services. We will not retaiiate in
any way if you choose to flie a complaint with us or the U.8. Department of Health and Human Services.

Cortact Officer: HIPAA Officer

Phore; §83-833-8441

Fax: £88-330-4331

email: HIPAAOficer@mobiiedentists.com
Effective Date: February 1. 2018




