YOUR CHILD CAN RECEIVE
DENTAL CARE AT SCHOOL!

The Morongo Basin Community Health Center is partnering
with the Morongo Unified School District to offer preventive
dental care at your school!

HEALTHY TEETH. HAPPY OUTH

Your child can receive school-based dental care from the Morongo Basin Community Health Center. This local program is for students who are on Medi-Cal
or are Medi-Cal eligible who do not have a dental home, or would like the convenience of having your child receive dental care at school. Children who have
a dental home are encouraged to continue seeing their regular dentist. NAME OF CHILD’S SCHOOL

PLEASE COMPLETE

Child’s First Name: Last Name: Middle Initial:
Preferred Nickname: Child’s Birthdate : Age: Grade:
Parent / Guardian Name: Parent’s Birthdate: (for insurance purposes)
Mailing Address: City: State: ____ Zip-code:
Email: Phone:
Pharmacy: City: Phone:
Gender Identity: OMale  OFemale OOther: ODeclined to state
Race: OAmerican Indian / Alaska Native OAsian  OBlack/African American ONative Hawaiian OWhite
OPacific Islander OMore than one race OOther: ODeclined to state
Hispanic / Latino: OYes ONo Primary Language: OEnglish  OSpanish ~ OOther:

Are you homeless? OYes  ONo
If Yes: JIn a homeless shelter Oln transitional housing ODoubled up with friends ~ (30n the street
OOther: OSpace not designed for sleeping ~ OUnknown

IF YOUR CHILD HAS MEDI-CAL (also known as Benefits Identification Card, Denti-Cal, Medicaid)
IMPORTANT: WE MUST HAVE YOUR ID NUMBER IN ORDER FOR MORONGO BASIN COMMUNITY HEALTH CENTER STAFF TO SEE YOUR CHILD.

Enter Child’s 9 I Medi-Cal covers 100%
ID Number here

‘ Family monthly income $ Number of dependents in household O Declined to state

3 | do not have insurance at this time. 3 | would like the Morongo Basin Community Health Center to contact me about Medi-Cal enroliment.

In Case of Emergency, Whom May We Contact about the Patient’s Dental Care?

Phone Number: Email: Relationship:

READ & SIGN BELOW If you have any questions or would like to speak to part of the Dental Team, call us at 760.362.8452

| request that the Dental Team perform dental services on my child at school which may includes: complete dental exam, X-rays and photos of teeth; teeth
cleaning; fluoride treatment; dental sealants; Interim Therapeutic Restorations; simple fillings and extractions; use of local or topical anesthetic. This consent
for treatment include future visits. | will report any significant changes in my child’s health to 760.362.8452.

| certify that all information provided in this form is correct and true to the best of my knowledge. | understand that providing incomplete information could
be dangerous to my child’s health.

I have read the NOTICE OF PRIVACY PRACTICES and CONSENTS ON THE BACK OF THIS FORM, understand, and agree to its terms.

PRINTED NAME IS YOUR DIGITAL SIGNATURE DATE

MORONGO BASIN
COMMUNITY HEALTH CENTER Page

1



MEDICAL INFORMATION

Name of primary physician: _ _ _ _ _ _ _ _ _ _ _ _ _ _____________
Is this child being treated by a physician at this time? Please explain why. Y e <INo

Is this child taking any prescription and/or over-the-counter medications or vitamin supplements at this time? Oy e SINo
Please list them here.

Has this child ever been hospitalized, had surgery, serious injury or medical condition? Please explain. Oy e dINo
Is this child up to date on immunizations against childhood diseases? OYe <INo
THIS CHILD HAS THE FOLLOWING KNOWN ALLERGIES
CJAspirin OFoods OMetals OISulfa drugs
OJLocal dental anesthetic  CIHay Fever / seasonal OPain medication O0ther:
IAnimals Olodine OPenicillin or other antibiotics
OCodeine / narcotics OLatex (rubber) O Sedatives
THIS CHILD HAS A HISTORY OR CONDITION RELATED TO ANY OF THE FOLLOWING
OAcid reflux (GERD) OCancer OExcessive bleeding OKidney disease O Seizures
OADHD OCerebral palsy OFainting OILiver condition 3 Sickle cell anemia
(JAnemia O Chickenpox O Growth problems IMeasles O Sinusitis
O Arthritis OCystic fibrosis OHand / Foot / Mouth O Mental impairment 3 Skin condition
OAsthma ODiabetes 1 or 2 O Headaches CIMononucleosis O Speech impairment
OAutism ODown syndrome OHearing impairment O Mouth breathing 3 Stomach condition
OBladder disease OEar aches (chronic) O Heart condition OMumps O Thyroid condition
OBlood disorder OEating disorder OHepatitis (A/B/C) O Muscular dystrophy O Tobacco use or vaping
OBlood transfusion OEmotional impairment OHerpes / fever blisters OPregnancy (teen) O Tuberculosis
JBone disease OEpilepsy CJHIV+/AIDS CIRheumatic fever O Venereal disease (STD)
DENTAL HISTORY

OYes ONo s this the child's first visit to a dental provider? Date of first dental exam
OYes OONo Has the child had any problem with dental treatments in the past?
OYes OONo Has the child ever had dental radiographs (X-rays) exposed?

Date of last dental X-ray

OYes OONo Has the child ever suffered an injury to the mouth, head or teeth? Date of last fluoride treatment
OYes OONo  Does the child have jaw-joint problems (popping sounds)? . -
OYes ONo  Does the child frequently clinch or grind their teeth? Ovamish  Otopical?

OYes ONo Has the child had any problem with the eruption or shedding of teeth? Age when child stopped breast feeding
OYes ONo Has the child had any orthodontic treatment?

OYes OINo  Does the child participate in active recreational activities?
OYes ONo Has a family member had cavities with the last 12 months?
OYes CINo Has the child had cavities or filling within the last 3 years?
OYes ONo Does the child suck their thumb, fingers or pacifier?

OYes ONo Does the child snack on sugary food / drinks more than 3 times a day? _ Please call 760-362-8452
CIYes N0 Does the child brush with fluoride toothpaste? 3 1x/day 03 2x/day with questions about this form.
OYes ONo Does the child rinse with fluoride mouth rinse once a day? Leave a detalle(; mellsiagi, Inclt:)dmg
OYes ONo Does the child brush with prescription fluoride toothpaste (5,000 ppm)? \Lorl:;r:&f :fn oucradt-an?;:l t::rr: vﬁ[l
OYes ONo Does the child take fluoride supplements? contact you as soon as possible.
OYes ONo In the last 6 months, has the child received fluoride CIvarnish CJtopical?

Age when child stopped bottle feeding

Ch@l iName: Page



PLEASE DETACH THIS FORM AND KEEP FOR YOUR RECORDS

NOTICE OF PRIVACY PRACTICES (rev 1/15)

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.

How do we typically use of share your health information?

Treatment: We can use your health information and share it with other health professionals who are treating you, such as doctors, physician assistants,
nurses, medical and nursing students, technicians, therapists, emergency service and medical transportation providers and others who are involved in
your care.

Family: We may disclose your medical information to a family member or friend who is involved in your medical care, or to someone who helps pay for
your care. During visits with these persons, let your provider and clinic staff know if you do not want us to disclose your medical information during the
visit. We also may disclose your medical information to disaster relief organizations to help locate you in the event of a disaster.

Clinic Operations: We may use and disclose your medical information if it is necessary to improve quality of care we provide to patients or to run the
operations of the clinic. We may use your information to conduct quality improvement activities, audits, and accounting or legal services.

Payment: We can use and share your health information to bill and get payment from health plans or other entities.

Public Health & Safety: We are allowed or required to share your information in other ways - usually in ways that contribute to the public good, such as
a public health and research. We have to meet many conditions in the law before we can share your information for these purposes. For more
information, see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html. We can share health information about you for certain
situations such as preventing disease, helping with product recalls, reporting adverse reactions to medication, reporting suspected abuse, neglect, or
domestic violence, or preventing or reducing serious threat to anyone’s health or safety.

Required by Law: We will share information about you if state or federal laws require it, including with the Department of Health and Human Services if
it wants to see that we're complying with federal privacy laws. We can use or share health information about you for workers’ compensation claims, for
law enforcement purposes or with a law enforcement official, with health oversight agencies for activities authorized by law, or for special government
functions such as military, national security, and presidential protective services. We can share health information about you in response to a court or
administrative order, or in response to a subpoena.

Required Authorizations: With limited exceptions, we must obtain your written authorization before we may disclose your medical information, disclose
psychotherapy notes, conduct marketing activities, or for disclosures not stated in this document. Your authorization may be revoked by notifying us
immediately.

What are your patient rights?

Request your medical information: You have the right to look at your own medical information and to receive a copy of that information. We will keep
the original records including your medical record, billing record and other records used to make decisions about your care. We will provide a copy or a
summary of your health information, usually within 30 days of your request. We may charge a reasonable, cost-based fee. You may review your record
at no cost.

Request Amendment or Correction: You may ask us to correct your health information if you think it is incorrect or incomplete. We may say “no” to
your request, but we will tell you why in writing within 60 days of your request.

Request confidential Communications: You can ask us to contact you in a specific way (for example, home or office phone) or to send mail to a
different address. We will say “yes” to all reasonable requests.

Request Restrictions on Disclosure of Your Medical Information: You can ask us to not use or share certain health information for treatment,
payment, or our operations. We are not required to agree to your request, and we may say “no” if it would not affect your care. If you pay a service or
health care item out-of-pocket in full, you can ask us not to share that information with the purpose of payment or our operations with your health insurer.
You must notify us at the time you register. We will say “yes” unless a law required us to share that information.

Request a Notice of Disclosures: You may ask for a list (accounting) of the times we’ve shared your health information, and who we shared it with,
and why. We will include all the disclosures except for those about treatment, payment, and health care options, and certain other disclosures (such as
any you asked us to make). We'll provide one accounting year for free but will charge a reasonable, cost-based fee if you ask for another one within 12
months.

Request a Copy of this Privacy Notice: At any time and we will provide you with a paper copy promptly.

Choose Someone to Act for You: If you have given someone medical power of attorney or if someone is your legal guardian, that person can exercise
your rights and make choices about your health information. We will make sure the person has this authority and can act for you before we take any
action.

File a Complaint: If you feel that your rights are violated. You may complain by contacting the Quality Director at 760.365.9305. You can file a complaint
with the U.S. Department of Health and Human Services Office for Civil Rights by sending a letter to 200 Independence Avenue, S.W., Washington, D.C.
20201, calling 1.877.696.6775, or visiting www.hhs.gov/ocr/privacy/hipaa/complaints/. We will not retaliate against you for filing a complaint.

Our Responsibilities

1. We are required by law to maintain the privacy and security of your protected health information.

2. We will let you know promptly if a breach occurs that may have compromised the privacy or security of your information.

3. We must follow the duties and privacy practices described in this notice and give you a copy of it.

4. We will not use or share your information other than as described here unless you tell us we can in writing. If you tell us we can, you can change
your mind at any time. Let us know in writing if you change your mind.

Changes to the Terms of this Notice

We may change our practices concerning how we use or disclose patient medication information, or how we implement patient rights concerning their
information. We reserve the right to change this Notice and to make the provisions in our new Notice effective for all medical record information we
maintain. If we change these practices, we will published a revised Notice of Privacy Practices. Page :
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CONSENT FOR TREATMENT (rev 1118)

1. Consent for Treatment: Having chosen to be treated by the Morongo Basin Community Health Care (MBCHC) for out-patient services, | hereby
consent to and authorize the administration of all diagnostic and therapeutic treatments that may be considered advisable or necessary in the
judgement of the attending provider.

2. Prescription History: | understand that my prescription history from multiple other unaffiliated medical providers, insurance companies, and pharmacy
benefit managers may be viewable by MBCHC providers and staff and it may include prescriptions back in time several years.

3. Photography Consent: | consent to the taking of photographs, video tapes, digital or other images of my medical or surgical condition or treatment,
and the use of the images for the purpose of my diagnosis or treatment or for MBCHC'’s operations, including peer review, education, or training
programs conducted by the center.

4. Authorization to Release Information: | hereby authorize MBCHC and all of my attending providers to release information and/or to facilitate the
coordination of my health care with appropriate service providers.

5. Authorization to Release Insurance Information: | hereby authorize MBCHC and all of my attending providers to release information to complete
insurance claim forms.

6. Assignment of Insurance Benefits: | hereby instruct and authorize my insurance carrier to make payments directly to MBCHC.

7. lunderstand that | am financially responsible for all charges.

8. I have received a copy of the MBCHC's Notice of Privacy Practices.

CONSENT FOR TELE-DENTISTRY

What is a Tele-Dentistry Consultation? Tele-dentistry is a tool used to help people who do not or cannot go to a dentist's office to receive the benefit of
routine dental examinations or consultations. Tele-dentistry uses electronic dental records like electronic versions of x-rays, photographs, recordings or the
condition of your teeth, health and other health information. These records are reviewed by a dentist at a later time. The goal of the tele-dentistry system is
to have the dentist create a treatment plan and recommendations for your dental care.

What are the risks, benefits, and alternatives? The benefits of tele-dentistry include having access to a dentist and additional dental information without
having to travel to a dental office or clinic. A potential risk of tele-dentistry is that a face-to-face consultation with a dentist may still be necessary after the
tele-dentistry appointment. At any time during the consultation, you can choose to get dental care in a dental office or dental clinic.

Confidentiality. Current federal and California laws about confidentiality apply to the information used or disclosed during your tele-dentistry consultation.
Rights. You may choose not to participate in a tele-dentistry consultation at any time before and/or during the consultation. If you decided not to participate
it will not affect your right to future care or treatment. You have the option to seek dental consultation or treatment in a dental office at any time, before or
after the tele-dentistry consultation. If any injury occurs as a result of the procedures provided by the dental hygienist, notify that person. They will make
arrangements for appropriate treatment for the injury

CHECK OUT THESE RESOURCES AVAILABLE TO YOU!

AFTER HOURS HOTLINE 760.365.9305

The Morongo Basin Community Health Center offers a Nurse Advice Line, open from 5pm to 8:30am. All calls will
be answered live by nurses who can offer the caller advice on dental and medical services. The following
business day, a staff member will call to follow up to schedule appointment or address any further questions.
AFFORDABLE HEALTHCARE 760.365.9305

WE PROVIDE PRIMARY AND SPECIALITY CARE REGARDLESS OF ABILITY TO PAY! We accept most
PPO insurances, Medi-Cal, IEHP, Medicare, and Tricare. Ask if you qualify for our discount-fee program. No patient
will be turned away based on their inability to pay. Evening and some Saturday appointments are available.
SERVICES AVAILABLE: primary care, pediatrics, dental care, chiropractic, wound care, behavioral health, pain
management, hepatitis C clinic, and diabetes education.

AFFORABLE DENTAL CARE 760.820.9305

WE PROVIDE AFFORDABLE DENTAL CARE FOR ADULTS AND CHILDREN. Medi-Cal is accepted.
Discounted-fees are available to patients based on household size and income. Care is provided regardless of
ability to pay. Call our office in Twentynine Palms or Yucca Valley. Some late appointments available.

LIFT TRANSPORTATION SERVICES 760.366.5438

Call or email us to schedule FREE transportation services to your next medical or dental appointment. Our van is
wheelchair friendly and our drivers will pick you up and return you to your home. Medical appointment transport is
MO RONGO BAS | N NOT limited to only the Morongo Basin Community Health Center Clinics.

COMMUNITY HEALTH CENTER
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