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Sign Up Online!
THE DENTIST IS COMING TO SCHOOL! www.MySchoolDentist.com
Get in-school dental care at NO COST" to you.

* For patients covered by Medicaid or PA CHIP

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 includes initial dental care & follow-up visits. SIGN AND RETURN TO YOUR SCHOOL TODAY! j American
| Association®
PLEASE COMPLETE
Child’s Legal Name Birth Date [ 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 GHILD AND EXPLAIN IN THE SPACE PROVIDED. ATTACH ADDITIONAL INFORMATION TO THIS FORM AS NEEDED.
IF NO CONDITIONS APPLY, LEAVE BLANK.

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

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

O Other Explain

List current medications and/or dental concerns:

IF CHILD HAS MEDICAID/PA CHIP

Enter Child’s Recipient
ID Number (RIN) HERE. —p>

Circle one of the following: Aetna, AmeriHealth, Blue Cross CHIP, Gateway, Geisinger, HealthPariners,
Keystone First, Kidz Partners, Medicaid, United Concordia CHIP, UnitedHealthcare, UPMC

OR Child’'s Social Security # (if available) I::| l_] |_] - | I r J i | | [ | I l r l

PRIVATE DENTAL INSURANCE

Ins. Company Name (not Medicaid) _ ~Ins.Phone
Group # . Employer Name . shs ... Co.Phane
Insured AdultName I , B ~ Insured AdultBirthdate
Member ID/Policy# . L [ Insured Adult 35 # s
IF CHILD HAS NO DENTAL INSURANCE  (CHECK ONE BELOW) If paying for services, staple check or money order to this form & make payable to: Smile Pennsylvania.

To pay by credit card, call 855-481-8639.
[ 1will pay the reduced fee for a dental cleaning, screening & fluoride per visit. Ages 11 or younger: $58.00 Ages 12 or older: $69.00

[ 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.)

|
aio-

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 Big Smiles Pennsylvania P.C. (Provider), its affiliated dentists or dental hygienists, to provide dental services at school to the above named child for whom

I 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.

i 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: mobiledentists.com
Elliot P. Schlang, D.D.S., General Dentist & Dental Director, Big Smiles Pennsylvania P.C. ESPANOL AL REVERSO )’

200 Barr Harbor Dr., Ste. 400-4079, West Conshohocken, PA 19428
@ Big Smiles Pennsylvania P.C., 2022
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AVISO IMPORTANTE Y CONSENTIMIENTO ‘

Entiendo y autorizo a Big Smiles Pennsylvania P.C. (Proveedor) y a sus dentistas afiliados o higienistas dentales a proveer los siguientes servicios al nifio mencionado del cual soy el padre custodio
o tutor legal: examen dental e instrucciones de higiene oral, limpieza dental, tratamiento de fluoruro, rayos-x, sellantes dentales, asi como la aplicacion de Fluoruro Diamino de Plata para tratar la
progresion de las caries dental. (El uso de Fluoruro Diamino de Plata puede decolorar cualquier caries a un color marrén o negro.) También autorizo al dentista a llenar cualquier carie o colocar
una corona sobre el diente, extraer cualquier dientes de leche problematicos, realizar una endodoncia (tratamiento de nervio del diente de leche), colocar mantenedores de espacio o realizar otros
tratamientos dentales segun sea necesario. Entiendo que existen riesgos al recibir tratamientos dentales incluyendo inflamacién o dolor que puede ocurrir de la inyeccidn de la anestesia o una reaccion
alérgica. (Para informacion adicional sobre los riesgos del tratamiento dental y tratamientos alternos por favor llame al nimero proporcionado.) Entiendo que una parte del examen dental de mi hijo
se puede realizar de forma remota y que la informacién clinica (tales como los rayos X) se puede recopilar y enviar electrénicamente a otro sitio para la evaluacion del dentista. Doy mi consentimiento
para estos servicios de teleodontologia y entiendo que si bien se aplican las protecciones de confidencialidad, el uso de transmisiones electronicas de terceros puede presentar riesgos de privacidad
adicionales. Entiendo que tengo derecho a acceder a informacion médica relacionada con los servicios de teleodontologia. Autorizo y dirijo al Proveedor a facturar y recolectar pago de Medicaid, seguro
privado o tercera persona. Autorizo a la escuela de mi hijo a poner a disposicion del Proveedor y su agente de cobro la informacion del seguro de mi hijo con el fin de cobrar por los servicios. Si tengo
seguro dental privado, seré facturado y acuerdo a pagar cualquier deducible y/o co-pago. El tratamiento realizado por el dentista escolar pudiera afectar los beneficios de su nifio en en un futuro bajo
su cobertura privada, Medicaid o CHIP. Al menos de que alléd hecho algin arreglo previamente para atender y estoy ahi al momento de los servicios, el servicio sera proveido sin mi presencia. Doy
mi consentimiento para que el Proveedor envie mensajes de texto sobre el programa dental de la escuela. Reconozco que los mensajes de texto no es una forma segura de comunicacion y presenta
riesgos para la privacidad adicional. (Cobros de mensaje ofy de datos pueden ser aplicados por su proveedor de servicios inalambrico; para descontinuar, responda "STOP" a cualquier mensaje que
reciba de nosotros. Usted también acepta recibir transmisién pre grabada y/o auto llamadas telefonicas relacionadas con el programa dental escolar a los numeros telefonicos que usted proporciono en
esta forma de consentimiento.) He recibido el Aviso de Préacticas Privadas (NPP) adjuntas a este formulario y el consentimiento para la divulgacion de la informacion yfo expediente médico de mi hijo,
incluyendo los registros obtenidos de otros proveedores, y cualquier otra enfermedad como: VIH/SIDA, enfermedades contagiosas, enfermedades de transmision sexual, drogas, alcohol, y anemia. Yo
autorizo la divulgacién de dicha informacién por parte de proveedores para cualquier pagador responsable y/o proveedor de servicios administrativos y de sus subcontratistas para el uso y divulgacion
de informacién relacionada con el tratamiento de mi hijo, pago para el mantenimiento y operacion de cuidado dental. Esta forma de consentimiento firmada autoriza la visita dental inicial y visitas de
seguimiento. Puedo retirar mi consentimiento en cualquier momento por escrito.

IMPORTANT NOTICE & CONSENT

| understand and authorize Big Smiles Pennsylvania P.C. (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.) | 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.
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Fluoruro Diamino de Plata (SDF) - Un nuevo tratamiento dental para combatir las caries

Las caries dentales son muy comunes en los nifios, pero ahora nuestros dentistas dentro de la escuela tienen una alternativa segura
sin dolor a los procedimientos tradicionales de perforacion en las caries llamado fluoruro diamino de plata (SDF). SDF es un liquido
antibiotico aprobado por la FDA que se usa para ayudar a prevenir la formacién, crecimiento o propagacion de caries en otros dientes.
Simplemente se cepilla en el diente.

Acerca de SDF
« El dentista de la escuela usara SDF solo en los dientes posteriores.
= Es normal que el SDF manche las caries de color marrén o negro.
= El color marrén / negro significa que el SDF esta funcionando.
= Las partes sanas del diente no se mancharan.
= El tratamiento con SDF no necesariamente elimina la

necesidad de un relleno tradicional.

Preguntas? Llame a uno de nuestros coordinadores de atencién al 855-481-8639.

. Cari
- SDF puede manchar temporalmente las dreas e

cercanas en la boca. La mancha no causa dafio y
debe desaparecer por si sola en unos pocos dias o
en un par de semanas.

» SDF puede causar un sabor metalico temporal.

" SDF aplicado

KEEP FOR YOUR RECORDS

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

D08, Robert Maxwall, DDS, Allisen McGracken, DMD, Ann McDon uu']l\ DiMD. Jat
81, Dennis Petricoin, DDS, Eliot Schiang, DOS, Al Sohnen, , DD, L.

Mihavilovic, 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
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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.

About SDF
= The in-school dentist will use SDF on back teeth only. = SDF treatment may not eliminate the need for a traditional filling.
» It's normal for SDF to stain the cavity brown or black. « 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.

= 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.

SODF applied




