Our school has partnered with Healthy Smiles to offer
in-school dental care.

Find Us On Facebook at Healthy Smiles of indiana !g
exam ~ x-rays ~ cleaning ~ fluoride ~ sealants

317-894-8370 i you would iike to participate please fill out and return to school ASAP
1 PATIENT INFORMATION 2 HEALTH HISTORY
_ ' YES NO
Child's Legal Name Heart Problems. .......___ ... . ... —
| Date of Birth OmQFr Heart Murmur. .. ... .. —_— e e ——
RheumaticFever . ... . ____ .. . . ——

Parent/Guardian Name

PARENT/GUARDIAN Diabetes . ........ e et s b - e
SIGNATURE Hepafiis.............____... .. .. S
Lung Disease

DATE L Yy Nt R —
Address HIVADS ............____ .. . ... .. —-—
OrganTransplant ... ... ... ... .. —_—
o ciry SIATE 2 Adificialdoint .., ......____ ... .. . =
Phone # = :
HOKE ce Other Health Problems S
Parent Email
H Current Medications
Employer :
ﬂ Work Phone i o N
E Last time child had an exam and cleaning? e,l;.tearsg;?é) Feod T

Medicine

3 INSURANCE INFORMATION _
SMEDICAID £HOOSIER HEALTHWISE

| Enter Medicaid ID i

C EINSURANCE = . 4 CHILD HAS NO DENTAL INSURANCE:
Nam Insured Adult Q2 CredivDebit Card (§50 for Exam, X-rays, Cleaning and Fluorig
Insured Adult Date of Birth {850 for Exam, X-rays. Cleaning and Fluoride

. # . - Exp .
Ins. Co. Phone# L Pay by Check ($50.00 for Exam, X-ray, Cleaning & Fluoride)
Please aftach check made out to Healthy Smiles of Indiana

(2 | cannot pay for treatment and request donated care.
SN = May be avfiaagle only one time per year a

CITY
Member ID / Policy # / Social Security # of Insured Adult - .
Signature in section 1 acknowledges receipt of HIPPA
— information and permission to file with insurance

= — — — S ————

Ins. Co. Address

Please list any service you would NOT like your child to receive: S

Name of
Your Child's School Grade Teacher's Name

| DENTAL H

Existing Needs

Tx: Exam D X-raysD Prophy D Fl2 D
Sealants #
Soft Tissue Hard Tissue
Healthy 0O Healthy [
Lt. Plaque/Gingiyitis [ Decay [J
E Heavy Plaque/Tartar [ Fracture [
E Abscess []
. Ortho [

Notes:




the duration and myst be follawed by our practice. This nolice will be in elfect untif it is replaced, angd becomes effec.
tive 4/14/2003,

Copiss of this notice are availablg at your request. For your convenience, information regarding how you can contact

PROTECTED HEALTH INFORMATION usg AND DISCLOSURE
Information regarding your health may be used ang disclosed for the Purpose of treatmant, Payment and ather healty
care operations, Examples citeg below turther explain the use and disclosure pracess.

,_.mm>._.a_mz~."Cmu m:anmmn_omcqmo_ your protected health information may be Provided to a physician or other health
care pravider Providing treatment to vou.

HEALTH CARE PROCESSES: We may yse and disclose your protected health care information in relations with our
health care process. These Processes include an assessment, improvement aclivities, raviewing the no:...uonm:nm or
quaifications of heatth care professionals, provider performances and evaluating praclitioner, conducting training pro-
grams, accreditation, certification, licensing gr credentialing activities,

YOUR AUTHORIZATION: At any time you may provide in writing your authorization for use ang disclosure of your pro-
tected heaith information for any pumose. You may choose to revoke your written permission at any time. The revaca-

tion must be in wrifing. if you revoke your written authorization it will pot affect any use or disclosure prior to revoca-
tion.

PERSON INVOLVED IN cang: In order 10 accommodate the notification of your localion, your general condition, or
death, i

health information ¥ou may do sp, To the exient YOU are incapacitated or emergency circumstances exist, we will dig-
clase protectad health informatian using our professiona) judgement, discinsing only protected health information that
is direcily relevant o the Persons involvement in your health cars. We will yse our professionat judgement ang our
experience with comman praclices to make reasonable inferences of your bast interest in aflowing a person to pick up
filled Prescriptions, medical Supplies, x-rays, or other similar forms of protected health information,

MARKETING HEALTH-RELATED SERVICES: The use of your prolecied healih information for the purpose of mar-
keling communications is prohibited without your written authorization,

REQUIRED BY LAW: Your protected heatth intormation may be used or disclased if fequired by law,

ABUSE OR NEGLECT: As required by law, if we have reason to believe that you are the victim of possiblg abuse, neg-
fect or domestic violence or other possible crimes, your protected health information may be disclosed to the appropri-
ate authorities, If we have reason to befieve the use or disclosure of your protected health information will prevent a
serious threat tg your health or safety or the health or safely of others, we may have o provide the nNecessary protect-
ed health information,

APPOINTMENT REMINDERS: Your protected health carg intormation may be used to agsigt You with appointment
reminders in the form of voicemail Mmassages, Postcards or letters,

PATIENT RIGHTS

ACCESS: At a)l times you have the right to review Your protected heaith information, with limited exceplions, At yoyr

request, we will provide your informalion in a format other than Photocopiss. If we are able lo da so, we will accom-
madale your request.

mat. An explanation of fees can be made available.

DISCLOSURE ACCOUNTING: Your rights include the choice to recaive g Teview of every lime we or our busingss
associales disclosed your pratected heglth information for reasons olher than traatment, payment, health care infor-
mation and cerlain ather aclivities for the last gix Years but not before April 14, 2pg3. Additios

. nal reasonable cosl-based
fees may be extended i your raquests for such information are more than one lime Per year.

AMENDMENT; Yoy Can inttiate a writian reques! to ameng Your pratected haglth informatign, Included in the ameng-

ment must be an explanation why information should be amanded. Certajn conditiong may exist where Wwe may reject
your request.

ELECTRONIC NOTICE: if Yyou receive a notice electronically, You are entitied o receive the notice in writing as wel,

QUESTIONS AnD COMPLAINTS

Privacy of your protected healih information remaing extremely important; we ara commilted
you flle a concemn with the U.S. Depariment of Health and Human Services, we will not retal
available to assigt You with any Questions, concems or complaints,

0 ensure your privacy, If
liate in any way. We arg

CONTACT PERSON'S NAME: Chad Matchett, D.D.5.
TELEPHONE: 317-894-8370

FAX: 31 7-894-8370

EMAIL: info @~=n<m3=mw.2m

ADDRESS: 11710 E, Prospect Street

CITY, STATE, zip: indlanapolis, IN 46239



