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Garden Place Academy Oral Health Screenings January 29, 30, 31 & February 1, 2018 Grade: Teacher:

The American Academy of Pediatric Dentistry recommends that children have a fluoride varnish treatment up to four (4) times per year. Clinica Tepeyac
(Tepeyac) has offered to provide fluoride varnish treatment for your child this year in the fall and the Spring, as part of the Pediatric Care Program. Signing
this form will give consent to Tepeyac to provide up to two (2) fluoride varnish treatments du ring the 2017-2018 school year, one in the fall/winter and
one in the spring. This preventive care does not take the place of a regular dental checkup.

There will be no charge to the parent/legally authorized representative for these services. You WILL need to register your child with Clinica Tepeyac
on the enclosed registration form.

YES, | want my child to receive an oral health screening and fluoride varnish treatment.
NG, | do not want my child to receive an oral health screening or fluoride varnish treatment.

My signature below indicates that | have reviewed, understand the information and agree to the terms and conditions outlined.

Guardian Print Name: Guardian Signature: Date:

Sliding Fee Scale

Tepeyac screens all patients for availability of programs and offers a sliding fee scale for those patients who do not have insurance. The sliding fee scale
is based on income and family size. By completing the information below you will be given the discount for a 12 month period.

El Refuse to Report Family Size and Income.

Family Size

Yearly Family Gross Income

Student Information (Print all information in ink)

Patient Student Full Name First: Middle: Last:
Date of Birth Month: Day: Year:
Patient Student Medicaid/Insurance Plan Medicaid/Insurance Plan Name: Medicaid/ Plan ID#: DNo Insurance
Patient Sex [ male [] Female
Home Address
City/Zip Code City: Zip:
Preferred Phone Number ( |
Student’s Main Language [] English [J spanish [] other
Guardian/Parent Name First: Middle: Last:
[_] American Indian/Alaskan Native ] white
Student Race %ﬁ:;:e Hawaiian /Pacific Islander Ejgizzzrcted/ Refused to Report
|| Black/African American [ other:
Student Ethnicity I:I Hispanic/Latino [:I Non-Hispanic/Latino |:| Refuse to Report

Does your child visit the dentist regularly and/or is your child under the care of a dentist? [:]Yes ] ne

If under the care of a dentist, please provide Dentist name: Date of last dental visit:

Who is your child’s primary care physician (PCP):
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Allergies

[ ves No Does your child have any allergies to food or medicine?

|:| Yes E No Does your child have any allergies to pine nuts or colophony (colophonium)?
[:] Yes |:| No Has your child ever had a reaction to latex?

|:| Yes D No Does your child have any heart problems?

Consent for Health Services/Treatment

| understand that | will be notified of any services my child receives, as well as any abnormal findings and/or further treatment recommendations. | give
permission for my child to get dental screenings and fluoride varnish at the school site. | also understand | should contact the school nurse if | have
questions about any necessary follow-up care or instructions. | understand this consent will remain valid throughout the 2017-2018, 12- month academic year
unless revoked by me. | may revoke this consent for treatment at any time by requesting in writing that to remove my child from receiving oral health
screenings/services. It is my responsibility to notify the school nurse of all updates or changes to my child’s health condition(s), immunization records,
medications or insurance coverage. | give permission for Medicaid or CHP+ to be billed for the above services. | realize | can take my child to another dentist at any
time. | understand that this screening and the fluoride varnish treatment are preventative treatments, and cavities can still form without adequate
oral hygiene and routine care. Dental care will be performed by a Tepeyac’s hygienist.

Privacy Practices & Authorization to Release Information

HIPAA Notice of Privacy Practices: The notice provides information on use of your health information and rights. The notice outlines when we will

release your health information with or without your consent. | understand that the full notice is available upon request. | also can view the notices
online at: www.clinicatepeyac.org.

Authorization to Release Information: | hereby authorize Tepeyacto exchange information with Swansea Elementary school nurse(s), school counselor(s)
and/or school social worker(s) for the exclusive purpose of treatment or care coordination. My child’s records are protected and can only be accessed by
authorized users with restricted access. | understand this authorization will remain valid throughout the 2017-2018, 12-monthacademic year unless revoked
by me. | may revoke this authorization at any time by providing written notice of my intent to revoke to oral health screenings/services

1 also understand that my child’s personal information will be kept confidential and will not be shared with any person who is not directly involved in the
care of my child. | also understand that | would need to sign a release for the information to be shared with anyone not directly connected to Clinica
Tepeyac or the school as part of the Health Insurance Portability & Accountability Act (HIPAA). | also understand that | would need to sign a release for
information about my child’s student education records with anyone not directly connected to Clinica Tepeyac or the school as part of the Family
Educational Rights and Privacy Act (FERPA). | understand that this screening and the fluoride varnish treatment are preventative treatments, and
cavities can still form without adequate oral hygiene and routine care.

Privacy Practices & Authorization to Release Information

Please check which insurance carrier covers your child or sign below if you don’t think your child has insurance. Some oral health screenings are provided at no cost to
families whether or not a student has insurance orthe abilityto pay.

[ Health First Colorado (Medicaid) [] child Health Plan Plus (CHP+) Plan ID #:

D The student does not have health insurance. |:| Private Insurance (other than Medicaid) Plan Name:

It is very important that everyone has a health care provider to see regularly for both sick visits and well visits. Clinica Tepeyac wants to help you find a
medical home for all your primary care needs. Clinica Tepeyac prides itself in serving the community and providing quality medical care to all patients in
need regardless of where they live, their income status (ability to pay) or their insurance plan. Our charges and fees are based on income.

Your family will be registered into our system and eligible to receive services. If you have any questions or concerns, please contact Clinica Tepeyac at
(303) 458-5302 to speak with a team member.
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