DOBLE

: iRegistrese en linea!
iEL DENTISTA VENDRA A LA ESCUELA! www.MySchoolDentist.com

Obtenga atencion dental en la escuela Escanse of IO
SIN COSTO* para usted. oidigo cee su ': L

* Para pasientes con cobertura Medicaid o Maryland Healthy Smiles

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 proporcionados. Un reporte dental sera enviado a casa con su hijo. Permiso incluye tratamiento dental inicial y visitas i ﬁEA
de seguimiento. {IFIRME Y REGRESE A LA ESCUELA HOY! | Dental

| Association®

LLENE POR FAVOR

Nombre Legal del Nifio Fecha de Nacimiento | [] Hombre

] Mujer
Direccion Ciudad Estado Cadigo Postal
Escuela Maestro Grade
Padre/Tutor Legal Teléfono
( )
Correo electronico Teléfono Alt.
( )

PREGUNTA IMPORTANTE DE SALUD )

¢ TIENE SU HIJO ALGUNA CONDICION MEDICA, DISCAPACIDADES, COMPORTAMIENTO U OTROS PROBLEMAS? POR FAVOR, MARQUE TODAS LAS CONDICIONES

QUE APLICA A SU HIJO Y EXPLIQUE EN EL ESPACIO PROPORCIONADO. ADJUNTE INFORMACION ADICIONAL A ESTE FORMULARIO SEGUN LO NECESARIO.
SI NO SE APLICA CONDICIONES, DEJE EN BLANCO.

0O Enfermedades contagiosas O Alergias-alimentos/estacionales O Problemas de sangrado O Diabetes 0O Enfermedad del rifion
activas (incluyendo COVID-19) O Alergias-medicamentos 0O Problemas respiratorios O Problemas del corazon O Enfermedad del higado

0O Asma O Problemas de comportamiento O Problemas dentales 0O Trastornos inmunoldgico O Convulsiones

O Otro Explique

Listar medicamentos actuales y / o problemas dentales:

NINO TIENE MEDICAID/MARYLAND HEALTHY SMILES

Llene los 11-digitos de
Medicaid del Nifio AQUI: b

O Numero de seguro social del nifio (si esta disponible) I I l I L l = l I [ I = l ] | l I | L ]
AEGURGRENTALPRIVALG Nombre de Aseguransa (10 Medicaid) Tel. Aseguransa
#Groupo Empleador Tel. de Empleador
Nombre Adulto Asequrado f\fﬁ.‘ﬁo”fs‘érg"drado
ID Miembro/# Pdliza ﬁgﬁﬂbsfscégurado, ) -
NINO NOTIENE SEGURODENTAL  (fOR FAYOR iARauE B s s S e .Gl o o eme, e g - il ey

[0 Voy a pagar la tarifa reducida para una limpieza dental, examen y fluoruro por visita. Edad 13 0 menor: $70.00  Edad 14 o mayor: $87.00
[0 Solicito atencion donativo para cubrir el costo de una limpieza dental, examen y fluoruro para mi hijo.

(Le enviaremos una solicitud de atencién donada. Disponible solo una vez por afio escolar solo para atencion preventiva.)

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

Entiendo y autorizo a S.K. Pesis D.D.S., Big Smiles Maryland, PC (Proveedor), y a sus dentistas afiliados o higienistas dentales, a proveer servicios dentales en la escuela al nifio 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 segun sea
necesario. (El uso de Fluoruro Diamino de Plata puede decolorar cualquier caries a un color marrén o negro. VEA ATRAS PARA MAS DETALLES.) También autorizo cualquier otro trabajo
dental como rellenos, extracciones de dientes de leche, realizar una endodongcia (tratamiento de nervio del diente de leche), 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 de la 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
FIRME Y FECHA AQUB doble y asegure.

'/ Este consentimiento autoriza las visitas dentales iniciales y futuras. FECHA

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

SK. Pesis D.D.S., General Dentist & Dental Director
Big Smiles Maryland, PC, 400 East Pratt Street, 8th Floor, Baltimore, MD 21202
© SK. Pesis D.D.S., Big Smiles Maryland, PC, 2022
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IMPORTANT NOTICE & CONSENT

future dental visits. | may withdraw this consent at any time in writing.

| understand and authorize S.K. Pesis D.D.S., Big Smiles Maryland, PC (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 instructio
Silver Diamine Fluoride to treat the progression of tooth decay. (The use of Silver Diamine
fill any cavities or to place a crown over the tooth, extract any problem baby teeth, perform a pulpotomy (baby tooth nerve treatment
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.) | 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 Medica
authorize my child's school to make available to Provider and its billing agent my child's insurance information in orde
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

n, teeth cleaning, fluoride treatment, x-rays & dental sealants, as well as the application of
Fluoride may discolor any cavities to a brown or black color)) | also authorize the dentist to
), place space maintainers or perform other dental

id, insurance, or other payer. |
r to bill payer for services. If | have private dental insurance, | will

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 rece
telephone calls relating to the school dental program at the Jand-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,
disease, sexually transmitted disease, drug and alcohol, and anemia information. | authorize release of such information by Provider to an
service provider and their subcontractors, and if my child is a participant in the Maryland Healthy S|
child's school, for use and disclosure relating to my child's treatment, payment for services and hea

ived from us. You also agree to receive pre-recorded and/or auto-dialed

including records obtained from other providers, and any HIV/AIDS, communicable
y responsible payor and/or administrative
miles program, the primary dentist office with which the Provider contracts for my
Ith care operation purposes. This signed consent authorizes my child'’s initial and

KEEP FOR YOUR RECORDS

SOLOMON PESIS, DDS — GENERAL DENTIST, DENTAL DIRECTOR
Amal Al-Fares, DDS, Renee Campbell, DDS, Reginald Cole. DDS, Valerie Davis, DDS, Jasmin Kaur. DDS. Solomon Pesis. DDS. Nisar Qamruddin, DMD, Roland Swann, DDS, Amir Zolfaghari, 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

The privacy of your medical information is important to us We are required by apj 1 state law
of your health information. We are also required to you this Notice about our p actices. our legal duti ¥
concerning your heaith information. We must follow the privacy p hat are described in this Natice while it is in effect. We will
notify you if your unsecured medicat information is breached

any time, provided such cha

erms of our No

We reserve the right to change our privacy practi
applicable law. We reserve the right to make the ch:
health information that we maintain, including heaith i
make a significant change in our privacy pracices,

hange this Notice and make the new Notice available upon request

formation about our privacy practices. or for additional copies of this
d of this Notice.

You may request a copy of cur Notice at any time. Forr
Notice, pleast ct us using the information listed at th

USES AND DISCLOSURES 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 a physician, school nurse, or other healthcare provider providing
treatment to you

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

h our business operalions such as
oner and provider performance.

e and disclose your health information in connectior
ations of healthcare professicnals and evalualing praci

Healthcare Operations: We may
reviewing the competence or qualific

Your Authorization: Uses or disclosures not otherwise described in this Notice may be made only with your written authoriza
addition, we must obtain your written authorization to sell your medical information or to use or disclose your information for mark
goods or services to you where we are paid to make the communication. If you give us an authorization, you may revoke iti
at any time. Your revocation will not aff ny use or disclosures permitted by your authorizatios t. Unl
give us a written authorization. we cannot use or disclose your health information for any reason except those desc

you

To Your Family and Friends and Persons Involved in Your Care: We may
friend or olher person invalved in your care to the exient necessary to help w
your medicatl information to disaster relief organizations to help
our medical information to notify, or st in the notification, of a family member, a p
ponsible for your care of your location, gene ndition or death. If you do not want us to di
n Lo family members or others in these circumstances, please notify our HIPAA Officer at 888-8

isclose your heaith information to a family member.
your healthcare or with payment for your healthcare
e individuals during a disaster. WA
ersonal representati
our medical

informat

required to do so by law

Required by Law: We may use or disclose your heallh information when

Public Safety: We may need to dis medical information to law enforce
a grand jury subpoena, or sist | nforcement offic identify
resuited from criminal conduct, and {o report criminal conduct on our §

Abuse or Neglect: We may disclose your health information to appropriate authonties if we re:
possible victim of abuse, ne or domestic violence or the possible victim of ather crimes. W
to the extent necessary to avert a serious threat to your health or safety or the health or safety of others.

National Security: We may disciose your medical information to military authorities of Armed Forces or foreign military personnel
under certain circumstances; to authorized federal officials for lawful intelligence counterintelligence, or oth ation:

activities, and to protect the president; and to a correctional institution or law enforcement official having
patient under certain circumstances

Appointment Reminders: We may use or disclose your heaith information to provide you with appointment reminders {(such as
voicemail messages, posteards, letters, emails or lext messages).

may disclose health information to a health oversight agency for activities authorized by law. These
ample, audits, investigations, in: tions and lict re surveys. These aciivities are necessar for the
th care system, the outbreak of di government programs, comphance with civil rights laws and to

Health Oversight Activities:
oversight activities inciude. fo
government to monitor the
improve patient outcomas

it you in response to a court or administrative order. We may also
fiscavery request or other lawful process.

Lawsuits and Disputes: We may disclose healih information
disclose health information about you in response to a subp

may use or disclose your medical information for research purpo
antation; for workers’ compensation or similar programs to compl

laws related to workers' compensation or sim
such as to prevent or control disease, injury
recalls of products they may be using; to nof
disease; to medical examiners lo identify a dec

report reactions to medications or problems with products: o nolify people of
on who may have been exposed to, or is at risk for contracting or spreading a
person or detemine cause of dealh: or o funeral directors o carry out their duties.

PATIENT RIGHTS
Access: You have the right to look at or get copies of your health information. with limited exceplions You must make a request in
writing to obtai ss to your health information and fax your request to the number at the end of this Notice.

have made of your
sonable. cost-based

Disclosure Accounting: You have the right to receive a list of some disclosures we or our business associat
yrmation. If you request this accounting more than once in 2 12-month period, we may charge you a re:
ponding to these additional requests.

Restriction: You have the right to request that we restrict our use or disclosure of your heaith information. We are not required to agree
to your request except when disclos would be to your health plan. you {or someone on your behalf other than your health plan)

pad in full for your heailth the disclosure relates to payment or health care operations, and the disclosure is not otherwise required
by law. If we agree to the restriction, however, we will abide by that agreement (except in an emergency)

right to request in writing that we communicate with you about your health information by
specified in your writien request

Alternative Communication: You have th
alternative means or to aiternative locations

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

Electronic Notice: If you recaive this Notice on our Web site or by elecironic mail (e-mail), you are entitled to receive this Notice in
writlen form upon request.

QUESTIONS AND COMPLAINTS

If you want more information about our privacy practices or have questions or concems, please contact us. If you are concerned that we
may have violated your privacy fi ou may complain to us using the contact information listed at the end of this Notice. You also
may submit 2 written complaint to the U.S. Department of Heaith and Human Services. We will nol retaliate in any way if you choose to
file a complaint with us or the U.S. Department of Health and Human Services.

Fax: 888-330-
email: HIPAAOfficer@mobiledentists.com
Effective Date: February 1. 2018

About SDF
= The in-school dentist will use SDF on back teeth only. .
« It's normal for SDF to stain the cavity brown or black. .

= The brown/black color means that the SDF is working.
« The healthy parts of the tooth will not be stained.

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

I

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

Dental cavities are very common in children, but now our in-school 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. It is simply brushed on the tooth.

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

SDF can temporarily stain nearby areas in the mouth.
The stain causes no harm and should disappear on its
own within a few days to a couple of weeks.

- SDF may cause a temporary metallic taste.

SDF applied




