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Sign Up Online!

THE DENTIST IS COMING TO scuoou B www.HySchoolDentist.com
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Get m-school dental care at NO cosT* to you. Sl £ o
: : TN phone, =5
* For patlents covered by Apple Health (MedlcaidlCHIP) . _‘ : o : ’} g e D, ’ i

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

EASY & CONVENIENT - A state licensed dentist will regularly check your child’s mouth & testh, 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. Permission includes initial dental care & follow-up visits. SIGN AND RETURN TO YOUR SCHOOL TODAY!

Member

ADA

Dental
Association®

PLEASE COMPLETE

Child’s Legal Name Birth Date [ Male
[ Female

Address City State Zip
Séhool Teacher Grade
Parent/Guardian Name Phone

. , ( )
Email . Alt Phone

( )

IMPORTANT HEALTH QUESTION )

' IF YOUR GHILD HAS MEDICAIDICHIP |
(APPLE HEALTH)

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 0 AIIergles-foods/seasonal O Bleeding disorders 0O Diabetes O Kidney disease
(including COVID-19) [0 Allergies-medications O Breathing problems O Heart problems O Liver disease

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

0 Other Explain

List current medications and/or dental concerns:

Enter their ProViderOne
number ending in WA here: >

|
aio4

OR Child’s Social Security # (if available) - -

PRIVATE DENTAL INSURANCE 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 MAS NO DENTAL INSURANCE © (CHECK ONE BELOW) If paying for services, staple check or money order to this form & make payable to: Michael LaCorte, DDS.

To pay by credit card, call 855-481-8639.
[ [ will pay the reduced fee for a dental cleaning, screening & fluoride per visit. Ages 13 or younger: $65.00  Ages 14 or older: $92.00

[ | 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

___lunderstand and authorize_Michae! LaCorte Dentistry, PC (Provider), its_afflliated dentists.and_dental hyglenists, and the University of Washington School of Dentlstry students under dentist supervision, 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.

This consent authorizes the initial and future dental visits. DATE

QUESTIONS: 855-481-8639 FAX: 888-330-4331 Visit us at: BigSmilesDental.com

Michael LaCorte Dentistry, PC ESPANOI' AL REVERSO .
600 Stewart Street, Suite 400, Seattle, WA 98101
© Michasl LaCorte Dentistry, PC, 2023

WA-COMPR-016V1 03/24




IMPORTANT NOTICE & CONSENT

| understand and authorize Michael LaCorte Dentistry, PC (Provider) and its affiliated dentists and dental hygienists and the University of Washington School of Dentistry externs under
dentist supervision, to provide the followlng services to the named child for whom i am the custodial parent or legal guardian: dental exam & oral hyglene Instruction, teeth cleaning, fluoride
treatment, x-rays & dental sealants, as well as the application of Silver Diamine Fluoride to treat the progresslon of tooth decay. | also authorlze the dentist to fill any cavitles 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 anesthstic, 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 teledentisiry 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 teledentlstry services. | authorize & direct Provider to blll & 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 schoo! dental program. i 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 ehild'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 traditiona! 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.

Cavity
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.

SDF applied

KEEP FOR YOUR RECORDS

MICHAEL LACORTE, DUS ~ GENERAL DENTIST, DENTAL DIRECTOR
Kelsey Eubank, DDS, Steven Hopkins, DDS, Michae! LaGorte, DDS, Dana Vetter Min, DDS, Susan Willis, DDS~

NOTICE OF PRIVACY PRACTICES i
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCL.OSED 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 applicable federal and state law to maintain the privacy
of your health information. We are aiso required to give you this Notice about our privacy practices, our legal duties, and your rights
concerning your heaith information. We must follow the privacy practices that are described in this Notice whils it is in effect. We will

Appeintment Reminders: We may use or disclose your heatth information to provide you with appeintment reminders (such as
voicemait messages, posteards, letters, emails or text messages).

Health Oversight Activities: We may disclose heaith mfom\atwn fo a health oversight agency for activities authorizéd by taw. These

notfy you If your unsecured medical information is breached. oversight activities include, for example, audits, invi on: s and ki surveys. These activities are necessary for the i
gavernment to monitor the health care system, the outbreak of disease, governmant programs, compliance with civif rights taws and to
We reserve the right to change our privacy practices and the terms of this Notice at any time, provided such changes are permitted by improve pafient outcornes,

applicable law. We reserve the right to make the changes in our privacy practices and the new termsg of our Notice effective for all
health information that we maintain, including health information we created or received befare we made the changes. Before we
make a significant change in our privacy practices, we will change this Notice and make the new Notice available upon request.

Lawsults and Disputes: We may disclose health information ahout youin responsé to a court or administrative order. We may also
disclose health information about you In response to a subpoena, discovary request or other lawful process.

Other Uses and Disclosures. As permitted or required by law, we may usa or disclose your medical information for research purposes;
to organizations that handle and monitor organ-donation and ion, for workers’ ion or similar to comply with
{aws related to workers’ cc or simifar prog that provide benefits for work-related injuries or iliness; for public heallh activities
such as to prevent or control disease, injury or disabiity; to report reactions to medications or problems with products; to notify people of
recalis of products they may be using; to notify & person who may have been exposed to, or is at risk for contracting or spreading a
disease; to medical i fo identify a person or ine cause of death; or o funeral directors to carry out their duties.

You may request a copy of our Notice at any time. For more information about our privacy practices, or for additional copies of this
Notica, please contact us using the information isted at the end of this Notice,

USES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose health about you for

and it For

Treatment: We may use or disclose your heaith ir , schoot

provider providing treatment to you.

to a physich , or other
PATIENT RIGHTS
Agcess: You have the right{o look at or get copies of your health i on, with limited ‘You must make a request in

writing to obtain access to your health information and fax your request to the number at the end of this Notice.

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

bisclosure Accounting: You have the right to raceive a list of sore di we or our associates have made of your
healtivinformation. if you request this accounting more than ance in a 12-month period, we may charge you a reasonable, cost-based
fee for responding to these additional requests.

Healthcare Operations: We may use and disclose your heaith information in connection wnh aur business operations such as
reviewing the competence or qualifications of healthcare prc i and evaluating i and provider performance.

Your Authorization: Uses or disclosures not otherwise described in this Notice may be made only with your written authorization.

addition, we must obtain your written authortzation to seif your medical information or to use or disclose your information for marketing
goods ar services lo you where we are paid to make the communication. If you give us an authorization, you may revoke it in writing
at any time. Your revocation will not affect any use or di by your while it was In effect. Unless you
give us a written authonzatlon we canniot use or disclose your heaith |nformahon for ‘any reason excepi those described in this Notice.

To Your Family and Friends and Persons Involved in Your Care: We may disclose your hesith information to a family member,

by Iaw Il we agrea to lhe resmctlon however we will ablde by thal

Restrloflon: You have the right to request that we restrict our use or disclosure of your health information. We are not required to agree
to your request excapt when disclosure would be to your health plan, you (or someone on your behalf other than your health plan) has

paid in full for your health care, the disclosure relates {o payment or health care operations, and the disclosure is not otherwise required
ment (except ln an, )

Alternative Communication: You hava the right to request in writing that we communicate with you about your health information by

friand or other person involved in your care to the exient necessary to help with your healthcare or with payment for your
We may also disclose your medical information to disaster relief ¢ ions to help locate i during a disaster, We may

means or o locations specified in your written request.

You have ths right to request that we amend your heaith information. Your request must be in wrifing and must explain

also use or disclose your medical information to notify, or assist in the nofification, of a family.member, & personal rep ive or a
person responsible for your care of your focation, gensral condition or death. If you do notwant us to disclose your medical
information to family members or others in these circumstances, please notify our HIPAA Officer at 888-833-8441.

Requirad by Law: We may use or dléclose your health Informatlon when we are required to do so by law.
Public Safety: We may need to disclose medical information to law enforcement officials, such as in respanse to a search warrant or

agrand jury subpoena, or to asslst law enforcernent officials in identifylng or locating an individual, to report deaths that may have
resulted from criminal conduct, and to report criminat conduct on our premises.

Abuse or Neglect: We may disclose your health T ion 1o ¢ if we reasonably believe that you are &
possible victim of abuse, neglect, or domestic violence or the possible victim of other crimes. We may disclose your health information
to the extent necessary fo avert a serlous threat to your hegith or safety or the health or safety of others.

National Security: We may discloss your medical information to military authorities of Armed Forces or foreign military personnel
under certain circumstances; fo authorized federal officials for lawfut inteliigence, counterintelfigence, or other national sscurity
activities, and to protect the president; and to a correctional institution or law enforcersent officlal having lawtul custody of an inmate or
patient under certain circumstances.

why the information should be amended. We may deny your request under certain circumstances.

Electronic Notice: If you receive this Notice on our Web site or by efectronic mail (g-mail), you are entitled to receive this Notice in
written form upon request.

QUESTIONS AND COMPLAINTS

If you want more [nformation about our privacy or have ions or please contact us, If you are concerned that we
may have violated your privacy rights, you may complain to us using the contact information fisted at the end of this Notice. You also
may submit & written complaint to the U.S. Departrment of Health and Human Services Office for Civil Rights by sendlng alelterto 200
Indepandence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.qov/oc

We will not retaliate in any way if you choose to file a complaint with us or the U.S. Department of Health and Human Services.

Contact Officer: HIPAA Officer

Phone: 888-833-8441

Fax: 886-330-4331

email: HIPAAOfficer@mobiledentists.com
Effective Date: November 1, 2022



