Sign Up Online!

MISSED DENTAL CARE DUE TO COVID? www.SySchooRentist.com

- *
Get in-school dental care at NO COST" to you. S g e 4
phone.
* For patients covered by Medicaid or Hoosier Healthwise
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 ADA
your child. Permission includss initial dental care & follow-up visits. SIGN AND RETURN TO YOUR SCHOOL TODAY! Amercan
Chental
PLEASE COMPLETE
Child's Legal Name Birth Date (1 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 0O Allergies-foods/seasonal O Bleeding disorders O Diabetes 0O Kidney disease
(including COVID-19) O Allergies-medications O Breathing problems O Heart problems O Liver disease

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

O Other Explain

List current medications and/or dental concerns:

IF CHILD HAS MEDICAID/HOOSIER HEALTHWISE,
HEALTHY INDIANA PLAN, HOOSIER CARE CONNECT

Circle one of the following: Anthem BCBS, Caresource, MDwise, Managed Health Service (MHS),
UnitedHealthcare

Enter Child's 12-digit Medicald
Recipient ID Number HERE:
OR Child’s Social Security # (if available) l I I ] | l — I I ] I - l ] | I I ' l l
IV ATEDENTARINSURANGE Ins. Company Name (not Medicaid) Ins. Phone
Group # Employer Name Co. Phone
Insured Adult Name insured Adult Birthdate / /
Member ID/Policy # Insured Adult S #
IF CHILD HAS NO DENTAL INSURANCE (CHECK ONE BELOW) If paying for services, staple check or money arder to this form & make payable to: Indiana Dental Outreach.

To pay by credit card, call 855-481-8639.
[ 1 will pay the reduced fee for a dental cleaning, screening & fluoride per visit. Ages 12 or younger: $60.00 Ages 13 or older: $74.00
[0 1request 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, you should do so.

READ & SIGN BELOW

| understand and authorize Elliot P. Schlang DDS, Dental Outreach PLLC (Provider), its affiliated dentists and 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. I have read the IMPORTANT NOTICE AND
CONSENT ON THE BACK OF '[HIS PAGE and understand and agree to its terms. For your privacy,

SIGN & DATE HERE\ please fold & secure.

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
Elliot P. Schlang, D.D.S., General Dentist & Dental Direclor ESPANOL AL REVERSO g N (_V

Elliot P. Schlang DDS, Dental Outreach PLLC, 9465 Counselors Row, Suite 200, Indianapolis, IN 46240
© Elliot P. Schlang DDS, Dental Outreach PLLC, 2021
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IMPORTANT NOTICE & CONSENT

I'understand and authorize Elliot P. Schlang DDS, Dental Outreach PLLC (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. (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 (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 call the number provided.) I 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.

KEEP FOR YOUR RECORDS

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

Amy Becker, DDS. Katherine Bochm, DDS, Kenneth Cailson, DDS, Frieda Cooke, DDS, Veronica Qilario. DDS. Marvin Eady, DDS, Michelle Ebeyer. DDS, Deborah Fleming, DMD,
Corrine Hacker, DMD, Paul Hillis, DDS, Julie Kem-Anderson, DDS, Whitney Maore, DDS, Elliot Schiang. 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,

OUR LEGAL DUTY

The privacy of your medkcal Informalion is importanl fo us We are required by applicable federal and slale law lo mainlain the privacy
obyour heallh information We are also required to give you this Notico abeut uur privacy praclices. our legal dulies and your righls
concerning your heallh informalion. We must follow (he privacy praciices hal are described in this Nolice while il is in affiect We viill
notify you if your unsecured medical information is breuched

We reserve he fight to change our privacy praclices and (he terms of his Notice alt any iime, provided such changes are permilicd hy
applicable law We reserve the righi Io make Ihe changes in our privacy practices and the new ienms of our Notice effective for all
heallh informalion thal we mainlain. including heallh informaiion we crealed or received before we made the changes Before we
male a significant change n oul pvacy praciices, we will change ihis Nolice and make Ihe new Nolice available upon Lequest

You may request a copy af our Nolice at any lime. Fur more information about our prvacy practices, or for additional copies uf lhis
Nolice. please conlacl us using the informalion lisled al the end of this Nolice:

LISES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health inforniation ahout you for tr ) pay

, and b operations. For example:

Treatment: We may use or disclose your heallh information to a physician, school nurse. or alher heallhcare provider providing
(reatment to you,

Payment: We may use and disclose your heailh Information lo obtain payment for services we provide 1o yau

Healthcare Operations: We may se and disclose your heailh infarmation in connection wilh our businiess operations such as
reviewing the competence or qualificali of healthcare professionals and evalualing practitioner and provider performance

Your Authorization: Uses or disclosures nol alhenwise desciibed in this Notice may e made only wilh your wrilten aulhorizalion in
addition, vie must oblain your wrillen authorizalion Lo sell your medicai information or lo use or disclose your information for rarketing
goods or services to you where we are paid [0 make Ihe communication. I vou give us an aulhorizalion, you may revaie il in writing
atany timo Your revocalion will not affeet any use or disclosures permilled by your authorization while it was in effect Unless you
give us awntlen aulhor on, we: cannol use or disclose your health infarmalion for any reason except lhose described o this Nofice

To Your Family and Fiiends and Persons Invoived in Your Care: We may disclose your heallh information {o a family member.
friend or olher person involved in your care o the extent recessary 1o help wilh vour heallhcare or wilh payment for your heallhcare
We may alsa disclose your medical nfoimalion 1o disaster 1clief organizations Lo help locale individuals dunng a disasler We may

PLEASE REVIEW IT CAREFULLY. KEEP FOR YOUR RECORDS

Appointment Reminders: We may usc ot disclose your heallh mformation Lo provide you wilh appoinlment reminders {such as
voicemail messages poslcards, letters, emails or text messages)

Health Quersight Aclivilies: We may disclose heallh informalion to a heallh oversighl agency for aclivities authorized by law These
oversight activilies inciude, for example, audils, invesligalions, inspections and licensure surveys These aclivities are necessary for the
governmenl to monitor the hezlth care system, the oulbreak of disease, government progiams, compliance wilh civil righls laws and in
improve palienl outcornes

Lawsuits and Disputes: We may disclose healih information aboul you in response 1o a court or adninistrative order We may also
disclose heallh information about your in response 16 a subpoena «fiscovery request or ofiier lawful process

Other Uses and Disclosures. As permitied or reijuired by law. we may use or disclose your medical informalion far research purposes;
to aiganizalions that handle and manitor organ donation and lransplantation: for workers compensation or similar programs lo comply with
laws rekaled Lo workers cornpensalion or sinvilar programs (hai provide benefits for work-related injuries or illness; for public heallh activitios
such as to prevenl ar conlml disease, injury or disability; 1o 1eport reaclions to medicalions or problems with praducis: to notify people of
recalls of producls they may be using; 1o notify a person who may have been exposed (o, or is al fisk lor contracting or sproadling a
disease; to medicai examiners lo idenlify & deceased person or delermine cause of dealh: or to funeral directors Lo camy oul their dulies

PATIENT RIGHTS
Access: You have the right (o leok at or get copies of your health informatian. will lirnited exceplions You must make a request in
wiiling Lo oblain access Lo your healll: information and fax your request to (he number at the end of this Nolice.

Disclosure Accounting: Ynu have lhe right o receive a list of some disclosuies we or our business asseriates have made of your
heallh information. If you request lhis accounting more lhan once in @ 12-manth period, we may charge you a 1easonable, cost-hased
fee for responcling lo these addilional requesls

Restriction: You have the right Lo recuost hal we restricl our use or disclastie of your heallh informalion. We are not required la agreo
'0 your request except when disclosure would be to your heallh plan. you {or semeone on your behalf alher lhan your healih plan) has
paid in ull for your heallh care, the disclosure relates 1o paymenl or healti care operations, and the disclosure is not othenvise required
by law i we agree to (he resticlion, however, vwe vill abide by (hat agreement (excepl in an emergency)

Alternative Communication: You have the right to request in writing (hat we communicale wilh you aboul your health informalion by
alternalive means or Lo allermaltive lacations specified in your wrilten request

| : You have Lhe right lo requesl ihai we amend your health information. Your request musl be in writing and musl explain

also use or ose your medical information o nolify, or assistin Ihe noliicalion, of a family member, a personal repi ive or 2
persan responsible for your care of your localion, general condition or deallr I you do not want us lo disclose your medical

Information Lo farily members or others in (hese circumstances, piease notify our HIPAA Officer at 888-833-8441

Required by Law: We may use or disclose your health information vihen we are required (o do sa by law.

Public Safety: We may need Lo disclose mexdlical informalion lo law enforcement officials. such as in response Lo a search warrant or
a grand jury subpoena. or lo assist law enforcement officials in identifying or localing an individual e report deaths [hal may have
resulied from criminal conduct, and to 1eport criminal conduct on our premises

Abuse or Neglect: We may disciose your health information (o apmiopriate aulhorilies if we reasonably believe Ihat you are a
possible victim of abuse. negleel, or dornestic violenco or (he possible victim of olher crimes We may disclose your heallt information
to le exlent necessary to aveita serious Ihreat (o your heallh or salsly or (he health or safely of others

Natlonal Socurity: We may disclose your medical informalion Lo ruiitary autholities of Armed Forces or foreign miliiary persorinel
under certain circumstances; lo auihorized federal officials for lawlul intelligence counterintelligence,

activiliss, and to prolect the prasident; and to a correctianal instilution or iaw enforcement official hiving lawful custody of an inmaie or
palient under certain circumstances

why thie information shoilld be amended  We may deny your requesi under certain circuimslarnces

Electronic Notice: Il you receive this Nolice on our Web site o by electronic maii {2-mail). you are entilled lo receive this Notice n
wrillen form upoen requesi

QUESTIONS AND COMPLAINTS

i you want more infarmation aboul our privacy practices or have queslions or concems. please contact us If you are concerned that we
may have violated your privacy righls, you may complain Lo us using (he contact infermation lisled al \ne end of this Nalice You alsa
may submit a writien comglaint fo the U.S Danarliment of Heailh and Human Services We will nol retaliate in any way if you: choose to
file & complaint wilih us or the U § Deparlment of Heallh and Human Services

Conlact Officer: HIPAA Officer

Phone: 868-833-6441

Fax: B88 330-4331

email: HIPAAOfficer@mobiledentists com
Eifeclive Dale: 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.

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




