@URN Tomonn@

DON'T MISS OUT
Dr Grinter and ONSITE DENTAL COMING

ONSITE DENTAL will be at Highland School

On Wednesday February 14" 2018

ONSITE DENTAL has partnered with our school to arrarige fENTAL
CARE. Eligible students may receive an exam, cleaning, fluoride-treatment, sealants
(a protective coating on the chewing surfaces of back teeth) and dental education.

Dr Grinter and his staff will come to our school during the school day.

In order for your child to receive these services you must provide all the information
requested below and sign in the area indicated.

For more information visit www.onsite-dental-services.com
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-ONSITE DENTAL se ha asociado con su escuela local para organizar los
servicios dentales preventivos para los nifos elegibles.

Estos servicios pueden incluir un examen, limpieza, tratamiento con fltor,
selladores (una capa protectora en las superficies masticadoras de las
muelas) y educacion dental. Dr Grinter, higienistas y asistentes irdn a la
escuela de su nifo con equipo dental portatil durante el dia escolar.

Para que su nino reciba estos servicios usted debe proporcionar toda la
informacion solicitada abajo y firmar en el area indicada.

Para mas informacion visite www.onsite-dental-services.com



SHIO TV EICE IEIUREDED MUY FIEALLH INFURMIATIUN ABUU L YUU MAY 13l USED AND DISCLOSED AND HOW YOU CAN GIEL ACCESS 1O THIS INFORMATION, PLEASE REVIEW I'T CAREFULLY.
We are required by law Lo maintain the privacy of protected health infarmation, to provide individuals with notice of our legal dutles and privacy praclices with rzspect to pratecled health information, and to notify affected individuals
Tollowing a breach of unsecured prolected health infarmistlon. We must follow the ptivacy practices that ate described in this Natice while it is in effect. This Notlce Inkes offect August 1, 2013, and wlill remain in elfect until we replace
it.
We reserve the right to change our privacy practices and the lermis of this Notice at any time, provided such changes ate perritted by applicat-le law, and to make new Notice pravisions elfectlve for all protected health information that
we maintain. Wheh we make # significant chinnge in our privacy practices, we will change this Notlce and post the new Notice clearly and praminently at our practice location, and we will provide copies of the new Notice upon request.
You may reguesl a capy of our Nolice at any time. For mote information about our privacy praclices, of for additional coples of Lhis Notice, p case contact us usiag the infurmation listed at the end of this Matice.
LOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU

Inchuding tr

We may use and disclose your health Information for diffarent p t, 4nd heslth caré opbtations. For sach of thase categarles, we have provided a d =crlption snd an example. Some Informatlon, such as Hiv-related informatlon, genetlc

Informatian, aleshal atidfor substenice ahiite records, and mentat health recnrdi may be entitled to speclal Pr uader state or federal law, We wlll ablde by these speclal protections as they pertain to appllcable cases [nvolving these lypes of
récords,

Traatment. We may use and disclose your health information for yaur treatment. For example, we may disclose your health Information o & speclafist providing treatment to you,

Payment. We may ute and dieclota your heilth Infatmiatlon to abtaln ralmbis sement far tha trestment sty varvices you recelve fram us or afethar entity Involved with your care. Payment activitles Include bliling, claims and deter of eligibliity

nnd covarage to oltain payment from you, an insuranes corpany, of tnothar third party, For sxsmple, wa may send cialma Lo your dental Health plan captilning cortain health Informat on.

Healthrate Oparations. We imay use sivd disclose yaur health [nformation In ennnactidn with our healthcars operations, For axample, healtheare operatlons Inclide quelity assessment mnd ieprovement activitios, conducting training programs, and licensing activities,

Individusly Invelved [ Your Care or Payment for Your Care. We may disclose your haalth information 1o your famlly or frlends or sty other Individusl idantifind by you whan Wy nre vsnbued In your care or In the peyment for your cape, Addi Ity, we mary disclose inf,

about you to a patient replessntative. If a parson hos the authorlty by law te make health care declsdans for you, we will treat that potlent represantative the same wiywe woi'd treatvou with respect to your haalth Information, Disaster Rellef, We may use or dlsclose yrsl

henlth informallon to assist in disastar rellel affarks, Requlred by Law. We may use or disclose yaur health Infermation when we sre eequlred to do so by liw,

Publie Health Attivities. We may disclose vaur Tiealth Information for public health setivities, incloding disclosuras to:

Prevent or control disease, injury or disabllity

1] Report child abuse or neglect; raport to redk of probl with products or devices; notlfy a peraon of a recall, répalr, or replacement of products or devices; mctify a person who may have been exposed to a disease or condltion; or notify the approprlate
government authorlty il we belleve a patlént has been the victim of sbuse, neglect, or domestic violence. )

Natlonal Securlty. We mey disclose to military authorities the health information of Armed Forces persohnel under certaln clrcumstances, We may diyclose to authorlzed federal officlal s health tnformatlon required for lswful Intelilgence, counterintelilgence, and other natlonal

securlty activilles, We may disclose to corractlanal Institutlon ot law enforcement officlal having lawful custody the protected heaith informetion 6f an inmate or patlen-,

Secretiry of HHS. Wa will disclose your heafth Informiation Lo the Secretary of the U.S, Department of Hnalth and Human Services when raquired to or determine e with HIPAA, Worker's Compensation, We may disclose your PHI to the extent authorized by

and ta tha extent necessery to comply with laws relating to worket's compensation or ather similar programs éstablished by law.

Law Enforcement. We may disclose your PH) for law enforctmznt purpases As permitted by HIPAA, as reculrad by 1aw, of In resgiotise te » tubphens or court ordar.

Health Oversight Activittes, We may diictose your PHI to an ovarsight sgency for activitles suthetirar by law. These averslght sctivitles Includa aucits, Iniest) o and ¢ ing, as necessary for licensure and for the government to monitor the health care

system, programs, and 1l with tlvil rights laws,

Judiclal and Administrative Procéedings. If you are involved In & lawsuit or a dispute, we may disciose your PHI in resp \o & courtor order, We may also dlsclose health Infc lon about you In

Institited by somaone else livolved in the disputs, but anly if effarts have been made, either by the requaesting party or ug, to tefl you about the yequest or to olitain an arder pi ing the | [

Ranearch. Wa may dizeloss your PHI to rasearchers when thalr researeh has heen sppravid by on Institutlonsl review board or pHivacy board that has revlawad the research proposal a wd astablished protocol to ensure the pelvacy of yaur Information.

Coroners, Medieal Bvaminar, and Funem! Directors. We may release your PHI to o coroner or medical axaminer. This may be necassary, for exsmpls, to idantify & decessed parson or Setesming the causs of desth. We may alzo dizcloze PHI to funaral directors consistent with

ariplicabie low (o enable them te earry oul thelr diles

Fundralsing, We may contact you ta provide you with infarmation sbout our sponsored aclivitles, including Tundraising prograrns, as pernitted by applicable law, If you do not wish to 1e=elve such nformation from us, you may opt out of recelving the communlcations,

Othgr Uses and Disclosures of PHI

Your authotization is required, with a few exceptions, for disclosure of psychotherspy notes, use ot disclosute of PHI for marketitig, and fot the sale of PHE We will also obtiin your written authorization before using or disclosing your
PHI for purppses other thin those provided for in this Notice (or as otherwise pormitted ar required by Jaw). You ntay revoke an authorization In writing at aay time. Upon receipt of the wrillen revocation, we will stop using or disclosing
your 'HI, excepl to the extent (hat we bave already taken action In relianee on the authorizstion,

Your Healih | ]

You have the right 1o 1ook at ar get coples of yaur health Inf lon, with limitad You must make the request In wilting. You may obtain a form to request ¢ ceess by using the contact Informatlon llsted ot the end of this Notlce, You may also request access by sending
us o letter to the address ot the end of this Notice, If you request Information that we malitaln oh phper, wi may provlde 1If you request Infe that we melntain electianically, you have the right to an electronic copy. We will use the form and format you
requust If readlly producibie. We will cHarge you 8 reasanable cast-based fas for the cost of supplies and labor of copylng, And for pastage if you want coples melled to you, Contact us using ite informatlon listed at the end of thls Notlce for an explanatian of our fee structure, If
o are dented o réquest for accss, you have the right to have the dedlal d in with the regul b af applicahle law,

Dbl . With the ptlon of cettaln df , you have the right to recelve an accaunting of of your hoailh In {ance with spplicable lswi and Intfons. Té request an accounting of disclosures of your health information, you must
submlt your request In writing bo the Privacy Official, If you regquest this sccounting mors than ance s & 12- mantl perlod, we may charfe you a k 1-based “ee for ding to the requests.

filight 1 Redqliest o Restriction You have the right ta request additionsl restrlctions on our e or dsclosure of your PHI by subm| wtllten request Lo the Privacy OTictal. Your written request must include {1) what information you want to limlt, (2) whether you want to limit
ot use, disclosure or both, and (3] ts whom yob want the mits to apply. Wa are not tequlred (o Ajpren Lo yeur renunst excent In the cate whera the disclosure Is to a heallh plan for purposes of carrying out payment or health care operallons, and the Informatlon pertains solely
toa health care item or serviea for which you, or & person on your biehalt fotler than the health plan), hae pald aur practice In full
Alternative Communication. You hive the right to request that we cammunlcate with you sbout your health lnf by ol eans or At alt Ive tocations, You must make your request in writing. Your request must speclfy the alternative means or location, and
pravide satistactory Sxplanation of how pryiments will be handled under the alternative means or lacatinn you request. W will accommadate all reasonable requests. Howaver, If we a-e unakle to contact you using the ways or locatlons you have requested we may contact you
vsing the Information we have.

Amendment. Y fnve the right to request that we Amend your health informatian, Yaur raauott mist ba ln wiiting, srd [t must explaln why the Informstlon should be smended. We may dery your request under certaln clrcumstances. If we agree to your request, we wlll amend
your eacard{s and totify you of siseh, If we dany your raquest for sn amendment, wi will provide yeu with & writtan explanation of wiy we denled It and explaln your rights,

Sp toa dis ry request, or other lawful process

Right to Motification of & Bresch. You will recelve natifications of of your d protected health infarmation as required by lnw.
Electronic Notlce, Yo may recelve a paper copy of this Notice upan request, even if you have agreed to receive this Notlee electrontcally on our Web site ot by electronk mall [e-rhell),
Questions and Complalnts

1T you want more information ahoul our privacy practices or hinve questions or congerns, plesse coninet us,

1T you are concerned that we may have violated your privacy tights, or if you disageee with o decision we made about access to your health information or in respanse (o request you made to amend of restrict the use or disitlasure of
your henlth information or to hiave us communicate with you by al fve means or nt Ineati you My Iin to us using the contact infor=sation lisied ol the end of this Nolice. You also may submit a wrilten complaint
1oy the LLS, Deprriment of Health and Human Services, We will provide you with the address o fle your complaint with the U8, Depattment of Tiealth and Hitman Services UPHH TeUEst,

We suppart your tight o the privacy of your health information. We will not reiatinte in any way i you chaose (o file n complaint with us or with 1he U5, Department of Healll and Human Services.

Our Privacy Officlal: Jason M Grinter DDS, MPH Telephone: 815-708-6556 Fax: 815.708-6477 Address: 5855 N Court Streer, Sulte 100, Rockford, IL 61103 E-mnil: Drgrinter@onsite-dental-services.com
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e Qadnsite Dental®

YES . -
. Onsite Dental will be at Highland School on Wednesday
. February 14" 2018. Please complete the consent and return i
NO . to school asap! i

Espafiol
DENTAL SCREENING CONSENT FORM Reverso

Dear Parent or Guardian- ONSITE DENTAL has partnered with our school (o arrange for preventive dental
services for eligible children. These services may include an exam, cleaning, fluoride treatment, sealants (a protective
coating on the chewing surfaces of back teeth) and dental education. Licensed dentists, hygienists and assistants will
come to your child’s school with portable dental equipment during the school day. In order for your child to receive
these services you must provide all the information requested below and sign in the area indicated, Please note: As of
August 2015, some dental insurance plans may only cover cleanings and fluoride treatments once per every six
months regardless of place of service.

If you are not interested in this program, please print your child’s name, GRADE, and date of birth, and check “NO” on the top of this form,

Child’s Name; (Last, First name) ~ |Male ___ Female __ D.O.B.i (MM/DD/YYYY)
Home Phone: | Cell Phone: Work Phone: ext:
Address: City: Zip: County:

School: Grade:

Teacher: Preferred Language:

Does your child have any medical history that may complicate dental treatment?

Does your child qualify for free/reduced meals? YES NO
Is your child enrolled in the “ALL KIDS” Program (Public Aid /Medicaid/Kid Care)? YES NO
If yes, please include your child’s Medical Card ID Number:

Is your child covered by private dental insurance? Yes No
For information on how to use private dental insurance please visit our website: www.onsite-dental-services.com

In signing this form, you give permission for your child to be treated by Onsite Dental. Your signature also verifies that you have read the attached
torm regarding HIPAA. This consent gives permission for: Onsite Dental and your child's schoel to mutually share this consent form, for Ilinois
Dept of Public Health to provide Quality Assurance checks where officials may return to your school and re-check your child’s sealants, and also
allows the school to release address and telephone information as well as school directory information such as classroom and daily schedule
information as necessary to Onsite Dental, I understand that some dental plans may only cover tleanings and fluoride treatments every six months
regardless of place of service,

Signature: = - e Date:
Are you legally responsible for this child? Yes / No ‘ Relationship:




POR FAVOR,
MARQUE

SI

NO

Estimado Padre o Tutor: -ONSITE DENTALse ha asociado consu escuela local para organizar los servicios dentales
preventivos para los nifos elegibles. Estos servicios pueden incluir un examen, limpieza, tratamiento con fldor, selladores (una
capa protectora en las superficies masticadoras de las muelas) y educacién dental. Los dentistas certificados, higienistas y
asistentes irdn a la escuela de su nifio con equipo dental portatil durante el dfa escolar. Para que su nifio reciba estos servicios
usted debe proporcionar toda la informacién solicitada abajo y firmar en el drea indicada. A partir de Agosto 2015 algunos medicaid

Qnsite Dental®

FORMULARIO DE CONSENTIMIENTO
PARA LA REVISION DENTAL

planes solamente cubren limpiezas y tratamientos de floruro una vez cada seis meses, independientemente de su lugar de servicio.

Si a usted no le interesa este programa, por favor escriba solamente el nombre de su nisio ¥ su fecha de nacimiento y marque "NO" en la parte superior

de este formulario,

Nombre del Nifio: (apellido, nombre)

Masculino __ Femenino __

;..FCC]’IE[ de -NaC.i'E" (MMIDI/AAAA)

Teléfono de casa:

Teiéfono celular:

Teléfono de trabajo:

ext:
Direccidn: Ciudad: C.P. Paiz:
Escuela: Grado:
Maestro: Idioma Preferido:

¢ Tiene su nifo algo en su historial médico que pudiera complicar su tratamiento dental?

¢ Califica su nifio para comidas gratis o a precio reducido? SI

(Esta su nifio inscrito en el Programa “ALL KIDS” (Ayuda Piiblica/Medicaid/Kid Care)? SI NO

Si es si, por favor incluya el niimero de identificacion en la tarjeta médica de su nifio:

;Tiene su nifio cobertura dental con un seguro privado? Si

No

Para obtener informacién sobre cémo usar un seguro dental privado, visite nuestra pagina web www.onsite-dental-services.com

Al firmar este formulario, usted autoriza el tratamiento de su nifio por uno de los proveedotes mencionados en Ia lista. Su firma también verifica
que usted ha leido los formularios proporcionados acerca de HIPAA. Esto también autoriza: ka auditoria IDPH QA, que los proveedores regresen a
su escuela y vuelvan a revisar los selladores dentales de su nifio y que la escuela revele su informacién de domicilio y telefénica como sea necesario a:
Onsite Dental. Yo en tienda que los planes de Medicaid solo podran cubrir limpiezas y tratamientos de floruro cads seis meses independientemente

de su lugar de servicio, Esta autorizacién se venceri a los 24 meses después de la fecha de la firma.

Fitma:

Fecha:

| b usted legalmente responsable de este nifio?  Si No [ Parentesco:




