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' THE DENTIST IS COMING TO SCHOOL! : SAVE TIME!

; : : 5 = Sl Sign up online
; Ip—school dental care at NO COST" to you. ST e Lt

* For patients covered by Medicaid or All Kids

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, fluoride
treatment and apply sealants, as needed. A dental report card will be sent home with your child. Includes initial dental care and follow-up visits.
SIGN AND RETURN TO YOUR SCHOOL TODAY!

PL_EASE COMPLETE
Birth Date 0 Male

Child's Legal Name

[J 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 current medications List any dental concerns
S
o
IF CHILD HAS MEDICAID/ALL KIDS : / Circle one of the following:
Eﬁ-mm Aetna, BCBS, County Care, Family Health Network, Health Alliance Connect, Harmony, Humana, lliniCare, Meridian, Molina, NextLevel
Recipient ID Number HERE: B —
R Child’s Social Security # (if available) | | I | [ | — | | | | - | | | l | | I |
IE CHILD HAS PRIVATE DENTAL INSURANCE JIiEN« T ERREN EY G NENT U EL RETE)) Ins. Phone
Group # Employer name Co. phone
Name of Insured Adult BIRTH DATE of Insured Adult
Member ID/Policy # Social Security # of insured adult
IF CHILD HAS NO DENTAL INSURANCE
D | will pay the reduced fee of $70.00 for a dental cleaning, screening, fluoride & sealants per visit. Staple check or money order to this form & make
payable to: Smile lllinois.
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, D.D.S. P.C. (Provider) and its affiliated dentists or dental hygienists to provide the following services on my child at
school which includes exam, cleaning, fluoride, and sealants as needed. This also gives permission for IDPH quality assurance audits to be performed & providers
to return to my child's school to recheck my child's sealants. | 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 FORM and understand and agree to its terms.
I SIGN & DATE HERE\
/This consent authorizes the initial and future dental visits. DATE
QUESTIONS: 1-855-481-8639 FAX: 1-888-330-4331 Visit us at: mobiledentists.com
For your privacy, please fold & secure.
3 ; ] =) A
Elliot P. Schlang, D.D.S. P.C., General Dentist & Dental Director
8770 W. Bryn Mawr Ave., Suite 1300, Chicago, IL 60631 ESPANOL AL REVE Rso /
© Elliot P. Schlang, D.D.S. P.C., 2018 "I'Fi-;‘s
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IMPORTANT NOTICE & CONSENT / AVISO IMPORTANTE Y CONSENTIMIENTO

| understand and authorize Elliot P. Schlang, D.0.S. 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 fegal guardian: dental exam & oral hygiene instruction, teeth cleaning, flucride treatment & dontal sealants, as well as the application of Silver Diamine Flucride fo treat the progression of tooth decay.
(The use of Silver Diamine Fluoride may discolor any cavities to a brown or black cofor.) While it is unlikely your child could be harmed by preventive dental care, in rare cases, the products we use may
cause allergic reaction, (For additional information regarding the benefits and risks of prevenlive dental care, please call the number provided.} | authorize & direct Provider to bill & collect payment from
any Medicaid, insurance, or olher payer. | authorize my child's schoot 1o make available to Provider and its billing agent my child's insurance information in order te bill payer for services. If | have private
dentat insurance, | will be billed for & agree to pay any deductibles andfor co-pays. Treatment by the in-school dentist may affect future bensfits 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 wilt be provided without my presence. (We may send you text messages about the
school dental program. Message and/or <lata fees may be charged by your wireless service provider; lo discontinue, reply “STOP” to any message recaived from us, You also agree to receive pre-
recorded andfor auto-dialed telephona calls relating o the school dental program at the land-line andfor mobite telephone numbers provided on this consent form.) | have received the Notice of Privacy
Practices (NPF) 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 fransmitted disease, drug and alcohol, and anemia informafion. | authorize release of such information by Provider to any responsible payor andfor administrative service provider and their
subcontractors for use and disclosure relafing to my child’s treatment, payment for services and health care operalicn purposes. This signed consent autherizes my child's initial and future dental visits.
I may withdraw this consent at any time In wriling.

Entiendo y auterizo a Eliiot P. Schlang, D.D.S. P.C. {Praveedor) y a sus dentistas afiliados o higlenistas dental a proveer los siguientes servicios al nific mencicnado del cual soy el padre custodlo o
tutor Iegal: examen dental & instrucciones de higiene oral, limpleza dental, tratamiento de fluoruro, sellantes dentales, asf como la aplicacion de Fluoruro Diamine de Plata para tratar la pragresion
de las caries dental. (El uso de Fluorure Diamino de Plata puede decolorar cualguler caries a un color marrdn o negro.) A pesar de que no es probable de que su nifio sea dafiado durante los
culdados dentales preventivos, en raras ocasiones, los productos que utilizamos pudieran causar una reaccion alérgica. (Para mas informacion sobre los beneficios ¥ los rfesgos del cuidado
dental prevantivo, por favar llame at nimerc proporcionada.} Autorizo y dirijo al proveedor a facturar y recolectar pago de Medicaid, seguro privado o tercera persona. Autorlzo a la escuela
de mi hijo a poner a disposicién del Proveador y su agenta de cabro la informacién del seguro de mi hijo con el fin do cobrar por los servicios. Sl fengo seguro dental privado, seré facturado y
acuerdo a pagar cualquier deducible yfo co-pago. El tratamiento reafizado por el dentista escolar pudiera afectar los beneficios de su nific en un futuro bajo su cobertura privada, Medicald o
CHIP. Al menos de que all& hecho alguin arreglo previzmante para atender y estoy ahl al momento de los servicios, el serviclo sera proveldo sin mi presancia. (En ocasiones podremos mandarle
un texto sobre el programa dental escolar. Cobros de mensaje ofy de datos pueden ser aplicados por su proveedor de servicics inalambrico; para descontinuar, responda “STOP” a cualguler
mensaje que reciba de nosotros. Usted tamblén acepta recibir transmision pre grabada y/o autc llamadas telefonicas relacionadas con el programa dental escolar a los numeros telefonicos que
usted propercionc en esta forma de consentimiento.) He recibido el Aviso de Praclicas Privadas (NPP) adjuntas a este formulario y el consentimiento para la divulgacién de fa informacion yo
expediante médico de mi hijo, ncluyendo [os reglstros oblenldos de otvos proveedores, ¥ cualquier ofra enfermedad como: VIH/SIDA, enfermedades contaglosas, enfarmadades de transmision
sexual, dregas, alcohol, y anemia. Yo autorizo la divulgacion de dicha informacién por parte de proveedores para cualquier pagador responsable y/fo proveeder de servicios administrativos y de
sus subcontrafistas para el use y divulgacion de informacion relaclonada con el tratamiento de mi hijo, pago para el mantenimiento y cperacién de culdado dental. Esla forma de consentimiento
firmada autoriza la visita dental inicial y visitas de seguimiento. Puedo retirar mi consentimiento en cualguier momento por escrito.

KEEP FOR YOUR RECORDS

ELLIOT P, SCHLANG, DDS — GENERAL DENTIST, DENTAL DIRECTOR
Susan Agh, DOS, nderjit Bawa, DDS, Charles Boswell, DS, Jads Jehnaon-Speller, DDS, Kavin King, BDS, Yvonne Melend, DIS, Gynthia Michalik, DDS, Karen Schichiel, DDS, Elliol Schiang, DDS, Lary Shapiro, DMD

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 rodical Information |s important to us. Wo are reduired by applicabla faderal and state taw to
mainkatn the privacy of your health infommation, We ars also required to give you this Notice about our privacy practices.
our kegal duties, and your rights concem=ing your health information. We must follow the privacy practices that are
dasatibarl in this Motice whils it is in effet. Wa will nolify you if your unsecured medical informeation is breached.

Appolntment Reminders: We may use or disclose your heaith infarmation to provide you with appolniraent remindess (such ea
volcemail messages, pasteards, [siters, emalls or X messages).

Health Ovarsight Activitles: We rnay disclose hesith informalion ks a hesith oversight agency for activitiss authorized by faw.
These ovetsight acivitles include, for example, audits, InvesBaations, spections aid Beansura stirveys. Thiese aciviies are necassary
for the: government 1o Imonior the lealth care systent, he outhreal of disease, govemment prograims, compliance with civl itghts

We reasrve the right to change our privacy practices and the tetms of this Notice at any time, provided such
changes are permitted by applicable law. Wa reserve the right to make the changes in our privacy practices
and the new terms of our Notics effective for ail healih information that we maintain, including health ifermation
we created or recsived before we mads the changes. Before wa make a significant change in our privacy
practices, we wili changa this Notice and maka the new Nofice avallable upon request.

You may recuest a copy of our Notice at any time. For more information about our privacy practices, or for
additional coples of this Netice, please contact us using the infonmation listed at the end of this Notics.

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health nformation aboat you for treatmant, payment, and healthcare operations.
For oxaraple:

Treatiment: We may use or disclose your healih information to a physician, scheol nurse, or slher healthcare
provider providing treatment to you.

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

Heaithcare Operations: We may use and disclose your health information In connection with our business
aperations such as reviewing the compelence or qualifications of healthcare professionals and evaluating
praciiiloner and provider performance.

Your Authorization: Uses or disclosures not otherwise describad in this Naotice may be made only with your
wiitten autharization. in addition, we must abtain your written authorization to seil your medical information
of to use or disclase your information for marleeting goads or services to you where we are paid to make the
communication. If you give us an authorization. you may revoke it in writing & any time. Your revocaiion
will not affect any use or disclosures permitted by your authorization whig It was in effect. Unjess you give
us & written authorization, we cannot use or disclose your health informatiors for any reason except those
desciibed in this Notice.

Ta Your Family and Friends and Persons Invoivad in Your Care: We may disciose your heal#h information to a
family membar, frienc or olher person involved in your care 1o the extent neceseary to help-with your healthcare or
wilh payment for your healtheare. We may also disclose your medicat information 1o disaster relief organizafions to
help locats individuals during a disastar. We may also use or discloge your medical informeation e nolify, or assist
frn the rtification, of a family member, a parsons! representalive or a persan responsibie far your cars of your facation,
generel condition or death. 1 you do not want us to disclose your medical information to family members or athers in
these circumstances, please notify cur HIPAA Cfficer at 888-833-8441.

Retuired by Law: We may use or disclose your haaith infornetion when we are requirad to do so by law.

Public Safety: Wo may nead to distiose medical Informatian 1o law enfercament officials, such as in
rasponse 1o a search warrant or 4 grand jury subpoena, or to assist law enforcament offlcials in identifying or
tozating an individual, to report deaths that may have resulted from criminat conduct, and to report crimingl
conduct on Our prentises.

Abuge or Neglect: We naay disclose your healih infonvesion o appropriate authortles if we reasonably belisve that you are 4
possible victim of abuse, neglect, er domestic vielence or the passible victim of alher cimes. We may disclose your health
Information to the extent necessary to avert a sertous {hreat te your health or safety or the heslfh or safely of othars,

Nattona! Sacurity: Wo may disclose your medical infonmallon Lo mélitary autharities of Armed Foroas or foreign militaty personnel
urler certain cirmanstances: to autherized faderat oficlals for lawll nielligenca, coenterintelligance, or other nakonal secudty
activilies, 2l t protect the president; and fo a corectional institution or law enforcement offictal having kwéul custody of an
inmate or patient under certain croumstancos. -

taws and to Improve patient outcornes.

Lawsuits and Dispuiss: We ny discloss heallh information aibout you in response to:a colat oF adminiairative order. We may
atan distloss Realth information about you In respanse (o & subpoens, discovany tequestor other lawful process,

Other Uses and Disclosures. As pomiltad or mquired by law, we may use o disclose your medicnl infarmation for research
purposes; te arganizations that handle and monitor grgan donation andtransplantation; for varkers' compensation or similar
programs to comply with laws relatect to workers' compensation or siwifar programns hat provide benafits for work-related injuries
or illness; for public health activitios such as to prevent ar control dissase, injury or disability; to report reactions o medications or
problems with products; to nofify people of recalls of praducts they may be using: to notlfy a persen who may have been exposed
lo, or is af rigk for conltracling or spreading a diseasa; i meriical examiners i identify a deceased person or defermine cause of
<zath; or o funeral dirstlors to canmy ol theirduties.

PATIENT RIGHTS
Access: You have the right b look stor gel copiss of your healli ir with limited pliony. Yau must make a request
In writing 1o abtain access ko vour hagih information end fex your request io te numbor atihe end of this Nolice,

Disclosure Accounding: You have the right 1o receive a list of some disciosuras we of our business assoclates have mads of
yaur hetth infornation. if you request this ancounting inore than once in a 12-month periad, we may change you & reasoneble,
coslk-based fes for responding 1o these addiffonal requests,

Restriation: You have the dght o request that we rastict our use of disclosLie of yaur hestih Information. We ara not required
10 agree 10 your request exespt when disclosurs would be o your heslih plan, vou {or sameois on your behet other flan your
health plan} has pald B fusl for your hoslth care, the disclosura riates k payment or hesli cere opermlions, and tha disclosice is
nat otherwisa required by faw, 1 we agree fo the restriction, however, wa will ahide by that agreement (excapt in an smetgency}.

Alternative Communication: You have the right o request in wriing that we communicate with yeu about your health informa-
tion by alteralive mesrs or ko altemative locations spedilled in yout wiitien request.

Amendmang You have the right to request that we amend your healih Information, Your recuest must be in wiifng and paist
explain why the irformation should be amended. Wa may deny your request ander cartaln ciroumstances.

Elocbronle Notlce: if you receive this Notice on our Web slte or by electronts mal (e-mail}, you ara entilled to receive this Notioe
in wiilien form upon reguest.

CUESTIONS AND COMPLAINTS

If you warit more information aboul our privacy practices o have guostons o ¢oncems, plaase contact us. if you are concemed
that we may have violated your privacy rights, you may complain to us using the tontact informetion listed at the end of this
Notice. You alsn mey submit a written complaint o the U.S. Departrient of Heelih and Human Services. We will not retaliale in
any way if you choose fo file a complaint with us or the U.S. Departiment of Health and Human Services.

Contact Officer: HIPAA Officar

Phone: 888-833-8441

Fax: 880-330-4331

email: HIPAAQHicer@mebiledentisls.com
Effective Dale: Febnuary 1. 2018




