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THE DENTIST IS COMING TO SCHOOL! WW*-Hvﬁhoﬂ;'nﬁ:-wm
in- 3 Scan the code LA
Get in-school dental care at NO COST" to you. ".5'"{ D%%

* For patients covered by Medicaid or PA CHIP

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, [ Momber |

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 ADA |
your child. Permission includes initial dental care & follow-up visits. SIGN AND RETURN TO YOUR SCHOOL TODAY! Ameican
Association®
PLEASE COMPLETE
Child's Legal Name Birth Date ] Male
(] 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 CONDITIONS, DISABILITIES, BEHAVIOR OR OTHER PROBLEMS? PLEASE CHECK EACH
CONDITION THAT APPLIES TO YOUR CHILD AND EXPLAIN IN THE SPACE PROVIDED. ATTACH ADDITIONAL INFORMATION TO THIS FORM AS NEEDED.
IF NO CONDITIONS APPLY, LEAVE BLANK.

O Active contagious diseases O Allergies-foods/seasonal O Bleeding disorders O Diabetes O Kidney disease
(including COVID-19) O Allergies-medications O Breathing problems O Heart problems O Liver disease

0 Asthma O Behavior problems O Dental problems O Immune disorders 0O Seizures

0O Other Explain

List current medications and/or dental concerns:

IF CHILD HAS MEDICAID/PA CHIP

Enter Child's Recipient
ID Number (RIN) HERE: —p>

OR Child’s Social Security # (if available) | l [ I I I - | | | | - l | | I I | m

PRIVATE DENTAL INSURANCE

Circle one of the following: Aetna, AmeriHealth, Blue Cross CHIP, Gateway, Geisinger, HealthPartners,
Keystone First, Kidz Partners, Medicaid, United Concordia CHIP, UnitedHealthcare, UPMC

Ins. Company Name (not Medicaid) Ins, Phone
Group # Employer Name Co. Phone
Insured Adult Name Insured Adult Birthdate
Member ID/Policy # Insured Adult SS #
IF CHILD HAS NO DENTAL INSURANCE (CHECK ONE BELOW) If paying for services, staple check or money order to this form & make payable to: Smile Pennsylivania.

To pay by credit card, call 855-481-8639.
[ 1 will pay the reduced fee for a dental cleaning, screening & fluoride per visit. Ages 11 or younger: $84.00  Ages 12 or older: $95.00
[ 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.)

If your child sees a dentist regularly, and you want to continue care with that dentist please do so.
READ & SIGN BELOW

| understand and authorize Big Smiles Pennsylvania P.C, (Provider), its affiliated dentists or dental hygienists, to provide dental services at school to the above named child for whom

| am the custodial parent or legal guardian, including an exam, cleaning, fluoride, sealants, x-rays and the application of Silver Diamine Fluoride as needed. (The use of Silver Diamine Fluoride
may discolor any cavities to a brown or black color. SEE BACK FOR DETAILS.) | also authorize any other dental work such as fillings, extractions of problem baby teeth, performing a
pulpotomy (baby tooth nerve treatment), numbing the mouth and teeth, and other procedures as needed. | 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,

SIGN & DATE HERE\ please fold & secure.

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

QUESTIONS: 855-481-8639 FAX: 888-330-4331 Visit us at: mobiledentists.com
Elliot P. Schlang, D.D.S., General Dentist & Dental Director, Big Smiles Pennsylvania P.C. ESPANOI' AL REVERSO /

200 Barr Harbor Dr,, Ste. 400, West Conshohocken, PA 19428 =2
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IMPORTANT NOTICE & CONSENT

| understand and authorize Big Smiles Pennsylvania P.C. (Provider) and its affiliated dentists or dental hygienists to provide the following services to 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. | also authorize the dentist to fill any cavities or to place a crown over the tooth, extract any problem baby teeth, perform a pulpotomy (baby tooth
nerve treatment), 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 cail the number provided.) |
understand that a portion of my child's dental examination may be performed remotely and that clinical information (such as x-rays) may be collected and sent electronically to another site
for the dentist’s evaluation. | consent to these teledentistry services and understand that while confidentiality protections apply, the use of third party electronic transmissions may present
additional privacy risks. | understand that | have the right to access medical information related to teledentistry services. | 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. | consent to the
Provider sending text messages about the school dental program. | acknowledge that text messaging is not a secure form of communication and presents additional privacy risks. (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 in writing.

Silver Diamine Fluoride (SDF) - A new dental treatment to fight cavities

BENEFITS OF SDF: Dental cavities are common in children, but now our dentists have a safe, painless alternative to traditional
cavity drilling procedures called silver diamine fluoride (SDF). SDF is an FDA-approved antibiotic liquid used to help prevent cavities
from forming, growing, or spreading to other teeth. The dentist simply brushes SDF on back teeth only.

Risks

SDF treatment may not eliminate the
need for a traditional filling.

It's normal for SDF to stain the cavity
brown or black—it means it's working.

* The healthy parts of the tooth will not
be stained.

Alternatives

+ No treatment: The tooth may continue .
to decay and cause pain.

» Other options: fluoride varnish, a filling .
or crown, or extraction of the tooth.

SDF can cause temporary staining if it
comes into contact with skin. The stain
is harmless and should disappear in
less than a week.

+ SDF may cause a temporary metallic
taste.

Questions? Call one of our care coordinators at 855-481-8639.

KEEP FOR YOUR RECORDS

ELLIOT P. SCHLANG, DDS — GENERAL DENTIST, DENTAL DIRECTOR

Canner Diminick, DMD, Matthew D Frey, DMD, Timothy Gould. DMD, Cynthia iseman, DMD, Jefl Jageman, DMD, Janelle Scollick Laufer, DDS, Jack Lawrence, DMD, Robert Maxwell, DDS, Allison McCracken, DMD
Ann McDonough, DMD Zana Mihovilovic, DDS, Miroszlav Nemet, DMD, Solomon Pesis, DDS, Dennis Petiicoin, DDS, Elliot Schlang, DDS, Albert Sohnen, DMD. Nalalie Sorbello. DDS, Barry Stein, DMD, Leslie Wahl. 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

Appointment Reminders: We may use or disclose your heallh information o provide you willy appointment rernindars (such as
voicemail messages, postcards, lellers, emails or lexi messages)

OUR LEGAL DUTY

Ihe privacy of your medical informalion is important lo us. We are required by applicahle lederal and stals: law (o0 maintain the privacy
of your heallh information. We are also required 16 give you lhis Nolice about our pnvacy praclices our legal dutis and your righls
concemiig your health informaiion We musl follow he privacy practices hat are described in (his Notice while itis in effecl, We will
notify you il your unsecured madical information is breached

Health Oversght Activities: We may disclose heallh informalion lo a heallh oversight agency foi acuvilies authoriced by law These
ovarsight aclivilies includa. lor example, audils, invesligations, inspsclions and licensure surveys. These aclivities are necessary for the
government lo monitar the haallh care syslem, Ihe oulbreak of disease, governiment programs, compliance with civil rights laws and lo
improve patient outcomes

We reserve the right lo change our privacy practices and (he terms of his Nolice at any ime, pravided such changes ale parmitied by
W hangess I ol prvacy praclices and (he new lerms vl our Nolice ettactive (or all
heallh informalion that we mainlain ncluding heallh informalion we created or received before we mads the changes. Before we
make & significant change in our pivacy praclices, we will chango this Nolice and make the new Notice available upon request

Lawsuils and Disputes: We may disclose health informalion aboul you in respanse lo a court or adminislrative order, We may also
disclose health mformalion aboul you in respunse 10 a subpoena, discovery request or olher lawlul process

Other Uses and Disclosures. As permitled or required by law we may use or disclose your medical information for research purposes;
to organizalions Lhal handle and monilor organ donalion and transplanlalion; for workers comipensalion or similar progiams Lo comply wilh
laws related Lo workers” compensation or simmlar programs that provide benefils for work-relaled injuries or illness: for public health activities
such as to prevent or conlrol dissase, injury or disabilily: to report reactions to medications or problems with produsts: to nolify people of

I recalls of products (hey may be using; to nolify a person who may have bean exposed Lo, or 1s al risk for conlracting or spreading a
disease; 10 madical examiners to identfy a Ueceasad peisen or determing cause of death: o1 1o funeral direclors lo cairy out their duties

You may reqguesl a copy of our Nolice at any lirne For more informalion about our privacy praclices. or for additional copies of Ihis
Nolice please contact us using lhe intoimation lisled at the end of lis Notice

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclase heallh information about you for pay

, and 3 For

Treatment: We may use or disclase your heallh information 1o a physician, school nu eallhcare coordinator, o olher heallhcare

provider providing lreatrment to you PATIENT RIGHTS

Access: You have lhe right 1o look at or get copies of your heallh informalion wilh limited exceplions. You musl make a requesl in
Payment: We may use and disclose your health informalion (o oblain payment for sorvices we provide 10 you wriling Lo oblain access to your healll information and fax your request to the number at lhe end of lhis Notice

Disclosure Accounting: You havo lhe right to roceive a lisl of some disclosuires we or our business associates have made ol your
heallly information. If you reguest this accounting more than once in a 12-month period, we may charge you a reasonable. cost-based
fee for responding 1o these addilional roquesls

Healthcare Operations: We rmuy use ard disclose your health information in connection with our business operations such as
reviewing the compalence ar qualiicalions of healthcare professionals and evaluating praclilioner and pavider performance

Your Authorization: Uses ot disclosures not othensise d | in Lhis Notite may be rnacie only with your writlen authorizalion  In
addilion, we must oblain your wiilten aulhorizalion 1o sell your medical informalion or (o use or disclose your information for marketing
guods or sevices (0 you where paid o make he communication If you give us an authorizalion, you may revoke it in wriling
atany time Your revocalion will pol affect any use or disclosures permitled by your aulhonzation while it was in effect, Unless you

give Us a vailten autharization, we cannol use or disclose your health infurmation for any reasen except ihost described in this Notice

Restriction: You have lhe right lo request thal wo reslrict our use or disclosure of your health informalion We are not required (o agree
lo your request excepl when disclosure would he to your heallh plan you (or someone on your behalf ather lhan your heallh plan) has
paid in Tull for your health care, the disclosure relales 1o payment or health care operalions, and the disclosure is nol olherwise required
by law Ifwe agree Lo the restriction, however, vie will abide by lhal agreemenl {excepl in an emeryency)

Alternative Communication: You have the right lo requesl in wriling Ihat wo communicale with you aboul yaur health informalion by

To Your Family and Fiiends and Persons Involved In Your Care: We may disclose your health information 1o & family member,
alternative means or (o alternalive locations specified in your written requesl

{riend or olher person invelved in your care la lhe exlenl necessary to help wilh your heallhcare or with payment far your heallhcare
We may also disclose your medical infurmaton to disasler rel izations Lo help locale indviduals dudng a disaster. We may
also use or disclose your medical informalion to notily, or assist in lhe nolification, of a family member, a personal represenlative or a
persorn responsibie for your care of your location, general cons por deall [ you do nol wanl us Lo disclaso your medical

information o family members or alhers in (hese crcumstances. please nalify our TIPAA Officer at 888-033-8441

Amendment: You have (he righl to request Ihal we amend your health informalion. Your requesl musl be n vriling and musl explain
why lhe information should he amended  We may deny youn requesl under cortain circumslances

Electronic Notice: If you receive this Nolice on our Web sile or by eleclronic mail (e-mail) you aro enlilled to receive this Nolice in

Roguired by Law: We may use or disclose your health inlarmalion when we are required to do so by law writlen form upan request

QUESTIONS AND COMPLAINTS

Public Safely: We may need lo disclose medical information to law enforcement uflicials such as in 1osponse 1o a search warranl or
a grand Jury subpoena or lo assist law enforcemenl officials in denlifying or locating an ndividual to repor dealhs [hal may have
resulled from crirminal conduct, and to 1eport ciminal conducl on i prentises.

Abusa or Neglect: Wo may disclose your heallh informalion o appropriate autharitics if we (casonably belizve (hat you are a
possible viclm of abuse . neglect, or domeslic violence ai the possible victim of olher crimes We may disclese your heallh informalion
to the exlent necessary to averl a serous Whreal (o your heallth or salely or (he healll or salely of olliers

Incle *puldu\cu Avenuo SwW Wakmnqlun D C 20201 L,.alhng 1-B77-696 6775 or vlsmn
We will not relaliate in any way if you choose to file a complainl wilh us or lhe U 8 Deparlmenl ’)f I Ieallh and

Conlacl Officer. HIPAA OFficer

Natlonal Security: We may disclose your medical informalion (o military authorities of Armed Forces or foreign military porsonnel
under certain circumstances; (o aulhorized federal officials for lawful inlelligence. counterinteligence. m other nalional securily
aclivities, and to prolecl the president, and Lo a correctional institulion or law enforcement official having lawful custody of an inmale or
palient undl=r certain circumslances

Phorc: 838-833-844 |

Fax: 688-330-4321

ermail: HIPAAOTlicer@rmobiledonlists com
Effeclive Date: November 1, 2022




