FOLD

SAVE TIME!

Sign up online
_ www.MySchoolDentist.com

Taking care of your child’s teeth is important to keep them healthy.

EASY & CONVENIENT - A state licensed dentist will regularly check your child’s mouth & teeth, as well as provide a cleaning, x-rays as
necessary, fluoride treatment and apply sealants, as needed. Additional care, such as fillings, may also be provided. A dental report card

will be sent home with your child. Includes initial dental care & follow-up visits. SIGN AND RETURN TO YOUR SCHOOL TODAY!

PLEASE COMPLETE . | |
Child's Legal Name Birth Date (0 Male
O Female

Address City State Zip
School Teacher Grade
Parent/Guardian Name Phone
( )
Email Alt Phone
( )

IMPORTANT HEALTH QUESTION )
Does your child have any past or present medical or dental conditions or disabilities? This may include heart issues, breathing problems, brain/seizure disorders, allergies (including
drug allergies), diabetes, bleeding problems, communicable diseases or immune disorders etc. If Yes, explain below (attach additional pages as needed). IF NO, LEAVE BLANK.

List any dental concerns

alod

List current medications

IF CHILD HAS MEDICAID/HEALTHY START/HEALTHY FAMILIES

I Circle one of the following: Medicaid, CareSource, United Healthcare, Buckeye, Molina, Paramount, Other:

Enter Child’s Recipient
1D Number HERE: —>
OR cChild’s Social Security # (if available) [ I I l - l ’ l - I
IF CHILD HAS PRIVATE DENTAL INSURANCE [ S Ins. Phone
Group # Employer name Co. phone

BIRTH DATE of Insured Adult

Name of Insured Adult
Social Security # of insured adult

Member ID/Policy #

IF CHILD HAS NO DENTAL INSURANCE

D 1 will pay the reduced fee for a dental cleaning, screening & fluoride per visit. Ages 13 or younger: $43.00 Ages 14 or older: $56.00

D I request donated care to cover the cost of a dental cleaning, screening and fluoride for my child. (We will send you a donated care application. Available only
once per school year for preventive care only.)

! (ALSO CHECK ONE BELOW) If paying for services, staple check or money order to this form & make payable to: Ohio Dental Outreach.

If your child sees a dentist regularly, and you want to continue care with that dentist, you should do so.

READ & SIGN BELOW
| understand and authorize Elliot P. Schlang DDS, Dental Outreach PLLC (Provider) and its affiliated dentists or dental hygienists to provide the following services on my child at school which
includes exam, cleaning, fluoride, sealants and x-rays as needed, as well as to perform any other dental work as needed, including fillings, extractions of infected baby teeth, placement of space
maintainers, numbing the mouth and teeth and other procedures as described more fully on the back of this page. | have read the IMPORTANT HEALTH QUESTION above and will report any
significant changes in my child's health to 855-481-8639. | have read the IMPORTANT NOTICE AND CONSENT ON THE BACK OF THIS PAGE and understand and agree to its terms.

For your privacy,

piease fold & secure.

SIGN & DATE HERE\

'/ This consent authorizes the initial and future dental visits. DATE

QUESTIONS: 1-855-431-8639 FAX: 1-888-330-4331 Visit us at: mobiledentists.com »
Elliot P. Schlang, D.D.S., General Dentist & Dental Director ESPANOL AL REVERSO

Elliot P. Schlang DDS, Dental Outreach PLLC, 6725 W. Central Ave., Suite M #111, Toledo, OH 43617
© Elliot P. Schlang DDS, Dental Outreach PLLC, 2018
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_ SIN COSTO* para usted.

www.MySchoolDentist.com

‘Para pasientes con convertura Medicald, Hoalthy Start o Heaithy Famil

Cuidar de los dientes de su nifio es importante para mantenerios 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. {IFIRME Y REGRESE A LA ESCUELA HOY!

LLENE POR FAVOR ~ |
Fecha de Nacimiento | [J Hombre

Nombre Legal del Nifio
O Mujer

Direccién Ciudad Estado Cédigo Postal
Escuela Maestro Grado
Padre/Tutor Legal Teléfono

( )
Correo electrénico Teléfono Alt.

( )

PREGUNTA DE SALUD IMPORTANTE

¢Su hijo tiene alguna discapacidad o condiciones médicas o dentales en el pasado o presente? Puede incluir problemas del corazn, problemas de respiracion, 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/HEALTHY START/HEALTHY FAMILIES

[ Circule uno de los siguientes: Medicaid, CareSource, United Healthcare, Buckeye, Molina, Paramount, Otro: j

Escriba el numero de
identificacion del nifioc AQUl: —p

O Numero de seguro social del nifio (si esta disponible) | ] [ l [ J = l ] ] J = l J l l [ I l l

e pi==TaelleRs 2 R EYSTs B Nombre de fa Comp. de Seguro (aparte de Medicaid) Tel. del Seg.

# Grupo Empleador. Tel. del Empleador,
Nombre del Adulto Asegurado FECHA DE NACIMIENTO del adulto Asegurado
# Poliza/ID Seguro Social del 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: Ohio Dental Outreach.

[:I Voy a pagar la tarifa reducida para una limpieza dental, examen y fluoruro por visita. Edad 13 o menor: $43.00 Edad 14 o mayor: $56.00
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

aplicacién 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 Elliot P. Schlang DDS, Dental Outreach PLLC (Proveedor) y a sus dentistas afiliados o higienistas dental a proveer los siguientes servicios a mi hijo en la escuela la cual

cubrira el examen dental, limpieza, fluoruro, sellantes, y rayos-x como sean necesarios, asi como otros trabajos dentales seglin la necesidad, incluyendo rellenos, extracciones de dientes de

leche infectados, colocacion de mantenedores de espacio, adormecimiento de la boca y dientes y otros procedimientos como se describe con més detalles en la parte posterior de esta pagina.

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.
N Para su privacidad

FIRME Y FECHA AQUI™ doble y asegure.
,/ Este consentimiento autoriza las visitas dentales iniciales y futuras. FECHA

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

Elliot P. Schlang, D.D.S., General Dentist & Dental Director
Elliot P. Schlang DDS, Dental Outreach PLLC, 6725 W. Central Ave., Suite M #111, Toledo, OH 43617
© Elliot P. Schlang DDS, Dental Outreach PLLC, 2018
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IMPORTANT NOTICE & CONSENT / AVISO IMPORTANTE Y CONSENTIMIENTO

I understand and authorize Elliot P. Schlang DDS, Dental Outreach PLLC (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 payor. | 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.) I 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 and/or 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 by calling 800-409-2563.

Entiendo y autorizo a Elliot P. Schlang DDS, Dental Outreach PLLC (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 sobre 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 inflamacién o dolor que puede ocurrir de la inyeccidn
de la anestesia o una reaccion alérgica. (Para informacion adicional sobre los riesgos del tratamiento dental y tratamientos alternos por favor llame al nimero proporcionada.) Autorizo y dirijo al
Proveedor a facturar y recolectar pago de Medicaid, seguro privado o tercera persona. Autorizo a la escuela de mi hijo a poner a disposicién del Proveedor y su agente de cobro la informacién del
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 algtin arreglo previamente para atender y estoy ahi al
momento de los servicios, el servicio sera proveido sin mi presencia. (En ocasiones podremos mandarle un texto sobre el programa dental escolar. Cobros de mensaje o/y de datos pueden ser
aplicados por su proveedor de servicios inaldmbrico; 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 divulgacion de la informacién ylo expediente médico de mi hijo, incluyendo los registros obtenidos de otros proveedores,
y cualquier otra enfermedad como: VIH/SIDA, enfermedades contagiosas, enfermedades de transmision sexual, drogas, alcohol, y anemia. Yo autorizo la divulgacion de dicha informacién
por parte de proveedores para cualquier pagador responsable y/o proveedor de servicios administrativos y de sus subcontratistas para el uso y divulgacién de informacicn relacionada con el
tratamiento de mi hijo, pago para el mantenimiento y operacién de cuidado dental. Esta forma de consentimiento firmada autoriza la visita dental inicial y visitas de seguimiento. Puedo retirar mi
consentimiento en cualquier momento al llamar al 800-409-2563.

KEEP FOR YOUR RECORDS

ELLIOT P. SCHLANG, DDS - GENERAI. DENTIST, DENTAL DIRECTOR

Brenda Bailey. DDS, Dennis Baum, DDS. Leonicia Blue, DMD. Karyn Boltz, DDS, James Cleary, DDS, John Dokler. DDS, Robert Dycman, DDS, Dwight Fox, DMD, Judy Gerson, DDS. Robert Hamann, DDS, Stacy Love, DDS,
Aubrey Morak, DDS, Helzn Nahouraii, DMD, Linda Pomimiar. DDS, Jaclyn Radefeld, DMD, Christopher Ryba, DDS, Elliot Schlang, DDS, William Schmerge, DDS, Jahn Dale Smith, DDS, Trang To, DDS

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

OUR LEGAL DUTY Appointment Reminders: We may use or disclose your health information lo provide you with appointment reminders (such as
The privacy of your medical information is imporiant to us. We are required by applicable federal and state law to voicemail messages, postcards, lefters. emails or toxt messages).
maintain the privacy of your health information. We are also required to give you this Notice about our privacy praciices.

our legal duties, and your rights concemn-ing your health infonmation. We must follow the privacy practices that are Health Oversight Activitles: We may disclose health information lo a health oversight agency for activiies authorized by law.

descrbed in this Notice while it is in effect. We will notify you if your unszcured medical information is breached. These oversight aclivites includa, for example, audis, investigations. inspections and licensure surveys, Th ivites are necessany
for the government to monitor the health care system, he outbrezk of disaase, govemment programs, compliance with civil rights

We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such faws and io improve palient outcomes.

changes are permitted by applicable law. We reserve the right to make the changes in our privacy practices

and the new terms of our Nolice efiective for all health information that we maintain, including health inforimation Lawsuits and Disputes: We may disclose health informalion about you in response (o a court or administralive order. We may

we created or received before we made the changes. Before we make a significant change in our privacy also disclosa health information zbout you in response to a subpozna. discovery request or other lawful process.

practices. we will change this Notice and make the new Notice available upon request.
. . . . 3 . Other Uses and Disclosures. As pemmitted or required by law, we may use or disclose your medicat information for research
You may request a copy of our Notice at any lime. For more information about our privacy practices, or for purposes; ta organizations fhat handle and monitor argan donation and ransplantation: for workers' compensation or similar
additional copies of this Notice, please contact us using the information listed at the end of this Notice. programs to comply with laws related to workers' compensalti r progrems thot provide benefits for work-refaled injuries

N _ = orifiness: for public h activities such as to st or se, injury or disability: (o report reactions to medicatons or
USES AND DISCLOSURES OF HEALTH INFORMATION . problems with producis; to notify people of recalls of producis tney may be using; to nolify a person who may have been exposed
We use and disclose health Information about you for treatment, payment, and healthcare operations. to, or is at risk for contracting or spreadi  lo medicat examiners to identify @ deceasad person or detenmine cause of
For example: dzati: or to funaral directors to carry out |
Treatment: W@ may use or disclose your heallh information to a physician, school nurse, or other healthcare PATIENT RIGHTS
provider providing treatmient to you. Access: You have Ihe rigiit [0 look at or gal coples of your health information, with limited exceptions, You must make a request

inwriling (o obtzin access to your heaith informaticn andg fax your request ta the numbzr at the end of this Notice.

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

5 > . . — . ; i Disclosure Accounting: You have the right to receive a list of some disclosures we or our busingss associates have made of
are Operations: 152 sclose v 2 } . & H .
: ej:—mg;;:sg: ;.;‘:ga;v\me miyct,,ﬁozrfgnig CJ?S uérﬁ%&iﬂh‘,’ﬂgﬂ}hir'g;@m %ﬂgzg&,ﬂ?ﬁf;{a%&iﬂ;ﬁss your health information. If you rsquest this accounting more than once in a 12-manth period, weo may charge you nzble,
peralic g . ! a < - ? protes = g nding to these additional requests.
poncing

practitioner and pravider performance.

Restriction: You have tha right to requast that we restiict our use or disclostire of your health information, We are nol required
2n, you (or sameane on your other than your
2lth plan) has paid in full for your health care, the disclosure relates to payment or healin care aperations, and tha disclozure is
not etharwise required by law. Ifwe agre: to the restriction, howaver, we will abide by that agrecment (except in an emergzncy).

Your Authorization: Uses or disclosures not otherwiss described in this Notice may be made only with your
wiritten authorization. In addition. we must obtain your written authorization to sell your medical information
or to use or disclose your information for marketing goods or services to you where we are paid to make tha
communication. 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 efiect. Unless you give
us a written uthorization, we cannot use or disclcsa your health information for any reason excepl those
described in this Noiice.

Aiternalive Cemmunication: You have the right lo request in wriling that ve communicate with you about your health informa-
tion by altemative means or to altlemaiiva locations specified in your writien requesi.

ht to request that we amend your health information. Your request must be in writing and must
rould be amendad. We may deny your requzst under cerlain circumstances,

your healih information toa | Amendment: You have

To Your Family and Fiiends and Persons Involved jn Your Care: We may g
ry lo heip with your healthcare or explain why the informaticn <

family member, friend or other parson involved in your care to ihe extent neca
with payment for your heallncare. We may zlso disclose your medical informiation ta dizaster relief organizations o
help locate individua's during a disaster. We may also ug2 or discloss your n information fo natily, or assist
in ihe noiiiication, of a family membzr, a parsonal representative or a person 1 spansible for your care of your location,
General condition or death. If you do not want us to disclose your niedica! informetion to family members or olhers in
thesa circumstances, pizase notify our HIPAA Qfiiczr at 880-833-8441. . QUESTIONS AND COMPLAINTS

If you want more information aboi our privacy p
that wa may have violated your pri i you may complain ‘o us using U n listed at the end of this
Naticz. You a's0 may submil a wi ntto th= U.S. Depariment of He . We wil nct retalintain
Public Saiely: We rnay nead to disciose madical information te law enforcement ofiicials, such as in any way if you choose to file a complzint with us or the U.S. Deparimenl of Hzalth and Human Sanvices.
rezponse to a search warrant ar a grand jury subpezna, or to assist law enforcement officia!s in identifying or Contzct Oliicer: HIPAA Officer

locating an individual, to report deaths that may have resulted from criminal conduct, and to report criminal o T h

conduct on our premises

to receive this Nelce

Electronic Nolice: If you receive this Notice on our Web sile or by €!zctronic mail (2-mai), you are enti
in written form upon requast.

icos or have quetions or concaims, pla
> contact in‘ormati

g contact us. if you are cones

Reguired by Law: We may us or disclose your healih information when we are required to do so by !aw.

Fhon2: 888-833-8441

Fax: 588-330-4331

HIPAAO ficer@mobil=
t2: February 1, 2018

Abyse or Neyleck We may disc
pozcible vicim of sbuze, negh
information o the extenin

il we reaconzbly belizve that you cre a
rim23. We may disclose your hz
avert a surious threat to your hezlih or safety or tha healin or safely of oth
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IMPORTANT NOTICE & CONSENT / AVISO IMPORTANTE Y CONSENTIMIENTO

| understand and authorize Elliot P. Schlang DDS, Dental Outreach PLLC (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 payor. | 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 and/or 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 by calling 800-409-2563.

- Entiendo y autorizo a Elliot P. Schlang DDS, Dental Outreach PLLC (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 sobre 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 segln 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 inflamacién o dolor que puede ocurrir de la inyeccion
de la anestesia o una reaccién alérgica. (Para informacion adicional sobre los riesgos del tratamiento dental y tratamientos altemnos por favor llame al ndmero proporcionada.) Autorizo y dirijo al
Proveedor a facturar y recolectar pago de Medicaid, seguro privado o tercera persona. Autorizo a la escuela de mi hijo a poner a disposicién del Proveedor y su agente de cobro la informacion del
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 ahf al
momento de los servicios, el servicio sera proveldo sin mi presencia. (En ocasiones podremos mandarle un texto sobre el programa dental escolar. Cobros de mensaje o/y de datos pueden ser
aplicados por su proveedor de servicios inaldmbrico; para descontinuar, responda “STOP" a cualquier mensaje que reciba de nosotros. Usted también acepta recibir transmisién 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 informacién 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 divulgacién de dicha informacién
por parte de proveedores para cualquier pagador responsable y/o proveedor de servicios administrativos y de sus subcontratistas para el uso y divulgacion de informacién 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 al llamar al 800-409-2563.

MANTENGA PARA SUS ARCHIVOS

ELLIOT P, SCHLANG, DDS - GENERAL DENTIST. DENTAL DIRECTOR
Brenda Bailey, DDS, Dennis Baum, DDS, Leonicia Blus, DMD, Karyn Bolz, DDS. James Cleary. DDS. John Dokler, DDS, Robert Dycman. DDS, Dwight Fox. DMD. Judy Gerson, DDS, Rabert Hamann, DDS, Stacy Leve, DDS.
Aubrey Morek, DDS, Helen Nahouraii, DMD. Linda Pommier, DDS, Jaclyn Radefeld, DMD. Christophier Ryba, DDS, Elliot Schlang, DDS, William Schmerge, DDS, John Dale Smith, DDS, Trang To, DDS

. AVISO SOBRE PRACTICAS DE PRIVACIDAD
ESTE AVISO DESCRIBE COMO SU INFORMACION MEDICA PUEDE SER USADA Y DIVULGADA, Y CONMO USTED PUEDE OBTENER ACCESO A DICHA
INFORMACION. POR FAVOR LEA ATENTAMENTE. MANTENGA PARA SUS ARCHIVOS

DERECHOS DEL PACIENTE

NUESTRO DEBER LEGAL
n i limitadas. Usled debe hacer

1 medica, so

La privacidad de su informacion médica es importanta pz

2 suinformacion do salud. También son
gales y sus derechos respecto a su infermacion de
0 manlenga en ¢lecto. Le nolificaremas si ¢s vi

Avize acorea de nu
103 Seguir las
informacion médica.

Iquier momento los t

el daracho de cambi

2n cl

amos el deracho da % fad y los
macidn médica que ma . incluyendo informacion de salud creada o recibida
un cambio significante a nusstras préclicas de priva Avisoy lo

USO Y DIVULGACION DE INFORMACION DE SALUD
Usamos y damas su infermacion do salud para fines de tratamienta, facturacion y operaclones de salud, Por ejompla:
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Accesa: Ustad liene ¢l derccho a ver o obtener copias de su
una peticion por escrito para oblener accaso a su informacion de salud y anviar su solicitud por fax al nimero al final d-

Aviso.

Contabilidad d¢ Divulgacion: Uste
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Contacto aficial: Oficial dz HIPAA
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Fax: 888-330-4331

email: HIPAAOfficzr@mabiledentists.com
Fecha efectiva: February 1, 2018



