Oracare Dental
Joseph O. Paraiso, D.M.D.

Welcome to Our Practice

We would like to welcome you to our office and thank you for selecting us to be responsible for your
dental health needs. We are here to serve you in a comfortable and professional atmosphere. Please
review our policy to become more familiar with our philosophy and procedures.

STERILIZATION
We provide a safe dental environment for all of our patients. WE FULLY COMPLY with ALL OSHA and
government regulations and guidelines to help ensure your protection.

TREATMENT ESTIMATES AND INSURANCE

In most cases, we are able to give estimates based upon X-rays and examinations, however, we cannot
be absolutely certain of scope of work needed until actually starting the treatment. As a courtesy to
our patients, we will file claim to insurance company for services rendered. Due to variations in dental
insurance contracts, it is not always possible to determine exact benefits. While we attempt to provide
an estimate of coverage, you are encouraged to contact your insurance company directly to confirm
what they will and will not cover since you will be responsible for all services rendered. If, for any
reason your insurance company has failed to pay within a reasonable period of time, we must ask that
you pay your bill and seek reimbursement from your insurance company.

FEES AND PAYMENT POLICY

In an effort to keep dental costs down while maintaining a high level of professional care, we ask for
payment at the time services are rendered. For your convenience, we accept cash, personal checks
and credit cards. We also take CareCredit, with 0% interest for 3, 6 and 12 months on approved credit.
There will be a $35.00 fee for any check that is returned to us from your bank.

DUPLICATING FEE
When requesting copies of X-rays or dental records, there will be a duplicating fee. By law, we must
keep the original records and X-Rays for minimum of 6 years.

APPOINTMENT TIME
We exclusively set time for our patients and request a 48-hour notice for any changes in the scheduled
appointment time. There will be a $50.00 charge for any appointment missed or rescheduled less than
48 hours in advance.

Patient’s Name (print):
Patient’s Signature: Date:




Thank you for trusting us with your health care. We
promise to do our best to provide you with the finest
care available. If you have any questions please do
not hesitate to call us.

Insurance Ca
Group ¥
15 patient coverad by addmonal insuranca? [ Yes
Subscribar's Name
Birthdate S5
Relstionship 1o Patient _

Insurance Co
Group #

ASSIGNMENT AND RELEASE
| cersfy thal | and'or my dependentis) have Baurance coverage wih

= Girecsy 10
Name of Insurance Companylies) .

Dr. r—— T DAUACE Dorwfits, #
Ay cthorwiss Payable to me e sacvicas rendared | understand that | am Snancialy
pcostie for 4 chivpos whether or not pakd by Msumnce. | suee the wuse of
my signature on all iINSurands UbMISSICNS

The above-named dentis! may Lo my Realth cang INloNMAation and may ecioss such
rlormabion 10 e above-aamed Inscrancs Company(ies) and thelr agents for the
Purpose of COARING DayThon for Sarvices and delonmining INSUrAnce Denefis of
bonefits payable for related services. This consent will and whee my Surment freaiment
plan is compinted or cne yedr fom the date signed bolow,

Sigranre of Patent, Parerd. GUBTOWEN or Porsonal Fapresomiaive

T Pioase prnt name of Patiors, PRIont, GUArcn Of Peesonal e nseniative
Spouse's Employer

Vinoem may we thank for refecring you? Date == Aolationshe © Patent

Phone ( ) Ext Alt. Phone (
Spouse’s Work ( ) Best lime and place to reach you

IN CASE OF EMERGENCY, CONTACT (Specily someong who does not live In your housahold.)

Name Relationship
Phone ( . Work Prono

Ranson for todiny's visit Chew on ana side of mouth [ Yes Mouth breathing JYes
Cigarette, pipe, of cigar smoking [ Yes Mouth pain, beushing [JYes

Formar Dentiat
City/State
Date of last dertal visit

Date of last dontad Xerays ==
Place a mark on “yes” or *no” to indicate if you
have had any of the loowing:

Bad breath ClYes [CINo
Bleoding guma ClYes [INo
Blistors on lps or mouth ClYes [INo
Bumning sensationontongue [l Yes [INo

Clicking c¢ popping faw
Dyy mouth
Fingemail biting

[JYes Orthodontic treatment [ Yes
[Yes Paln around ear O Yes
Yes Patiodontal traaiment O Yes

Food colection batwaen the teeth [ Yes Sensanity fo cold ) Yes

Foreign ctyjects
Grinding teeth

Gums swollen or 1ender
Jaw pain or tredness
Lip or cheek bang

[ Yes Senssvity 10 haat ClYes
[ Yes Senstindly 10 swoeets [ Yes
[ Yes Sensitraty when bifing [ Yes
[ Yes Sores or growths in your mouth [ Yes
[ Yes How often do you floss?

Loose 1eath or beoken filings [ Yes How ofton do you brush?
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Cate of last visht
Have you ever used a bisphosphonate medication? Comman brand names ase Fosamax, Actonel, Aleivia, Didronel, Boniva COYes [INo

HavoyoumubnwdhmdmuosodmwmmuwrmmmmmdmwFtstm(bm\dnomol

phenilermine), Poadimin (fenfluramine) and Redux (daxdenBiurammne). [[JYes [INo

Ptace a mark on “yes” or “no” to indicate If you have had any of the following:

AIDSHIV [IYes [INo  Epllepsy CJYes [JNo  Respimtory Disoase CYes [INo
ClYes [JNo  Fanting or dizziness ClYes [ONa  Rhoumatic Faver Yes CINo

Arthngs, Rheumatism CIYes CINo  Glaucoma CYes [IJNo  Scarlet Fever COYes [No

Artificial Heart Vislves [OYes [INeo Haadachss CYes OONo Shortness of Breath [OYes [ONo
COYes CINo Heart Murmur COyes [INo Sews Troublo [Oves [INo

Asthma ClYes [INo CYes [INo Skin Rash OYes CINo
ClYes [JNo o7 [OYes [(INo Special Dist IYes [INo

[OYes [ONo  Stroke OYes [INo

ClYes  [1No [OYes [OINo  Swollen Feal or Ankles CiYes [CINo
ClYes [INo [IYes [OINo  Swollen Neck Glands [O¥es [INo
Clyes [No [OYes [INo  Thyroid Protlems CIyes []No
ClYes [ONo : [OYes [INo  Tonsiitis Clves [No
CYes [ONo ; ! OYes CINo  Tuberculosis CJves [INo
(Yes [INo [OYes TINo  Tumor or growth on head
COYes [ONo [IYes [INo of peck Clves [ No
OYes [INo [IYes [INo  Uker Cves [ No
MYes [INo [I¥es [INo Venercal Disease Clyes [[INa
[CiYes [INo [I¥es [INo ClYes [ No
OYes CINo C¥es [INo
[]Yes []No

CYes [INo Are you nursing? [(IYes [INo
Yes [INo

List any medications you are currently taking and the corralating
BagNOsis! )
[ Barbiturates (Sieaping pilis)
) Codenno
] lodine

) Latex

- Updates 1 se fiiei in t inture eppointments)
Has there been any change in your health since your last dental appontment? [JYes [] No
For what congittons?

Are you taking any new medicasons? I 50, what?
Pationt's Signature Date
Doctor's Signature . Date_

..l............."..'....'...l............'...........'...I..“.......‘.....

Has thore been any change in your health since your last dental appointment? [IYes I No
For what conditions?
Are you taking any new medications? . M so, what?
Patient’s Signature
Doctor’s Signature




NOTICE OF PRIVACY PRA

Protecting Your
Confidential Health Information
1S Important to Us

Notice of Privacy Practices

THISNOTHE DESCHIBES HOW HEALD

ENFORMATION AHOUT YOU MAY BELIXEDAND

DISCLOSED AND HOW YOU CAN GHT ACCESS TO

HIS INFORMATION. PL}

ASLE REVIEW IT CAREFUN

Our Promise

Dear Palicat:

Thas notice 1 nee soeant W alann you. Quie the opposite? 18 i ose desire 1o
commuticale (o you thet we are taking seriouddy Fedoral Baw (HIPAA — $iculth
Umeatice Portability sed Accoussshility Act) onactod %0 peotect the coafidentiadity of
your bealth information, We dever wimt yoa (0 delay trestment bocamese vou are afrad
yout persessal health hssory might be unnecewanty made mvailable 10 oghers outside
vt office,

Why do you have a privacy policy? Very good question!
The Federnl govemment legally coforoes the importance of the peivacy of hoald
information laegely in respoase to the rapid evolution of computer tochnology and ity
use in healihcare. The govermnest kay appropriately sought 1o standasdize and peiect
the privacy of e clectromic exchange of your health information. Thes hae challenged
s b review not oaly how yosr health inforssation i used within our comprsers but
ilso wisth the Intemes, phonk, faxes, Copy machines, and charms, We believe this has
Been) s imporsant exercise for un becamne it hay dsciplined us 40 pat in writing the
policics and poocedures we follow 10 protect your health information whes we tse it
We want you 10 knew sbout these poficies and peocedurss which wo developed 1 meke
e your health information will net be shared wigh amyooe whio does not reguire it
Our office i swbject 10 State sl Foderal law regaeding the eonfidesthality of your
health information snd in kecping with these Laws, we want you 40 understand sur
procesioes and your rights ax oo vahusble pationt.
%wlwmmetMﬂllmyAﬂmmlyhumd
prosiding yeur treansest, ing paymest, condacting healthcare operations, and as

How Your HEALTH INFORMATION May be Used to
Provide Treatment

We sl wse your HEALTH INFORMATION within oot office 10 provide you wigh
caee. This may include adminneraive sed disical office procedures designed 1
optiaiac schoduding and cocediration of care. b addition, we mry sbarc your health
mmmamhmmlmmmm

To Obtain Payment

%mmhﬂcyﬁh&uutmuﬁummmﬂbmﬁmpﬂu&k
freatment yowt roceive in ose office. We ey 8o this with insurance forms filed foe you
0 the muif or sent clectromically. Wo sl be sure 10 ealy work with conmponies with 3
simular commtensnt 10 the socunity of youe health information.

To Conduct Health Care Operations
Your health information may be usad duresg performance evelastions of e dafl Some

of our best caching opportusties use clinical situations expericoced by patients
recciving care a oue office. As a resalt, bealdy ssfomsation muay be incuded in training
programs for sadonts, interes, associates, and bolness and clinical employees. It i abso
posaidle that health informaton will be duckead during sudets by estmance compunies
o povenament appoied apencies as pant of their guality assurance and compllsnce
reviews. Your health infonmation smay be revicwad during the routing processoy of
cortification, foensing or crodontialing activitics.

In Patient Reminders

Became wo believe regular carc i very important %0 yoor beidth we will remind you
of 3 schodulad appointment or that it is tee Hor you o costact e s make a
appomtinest. Additivnally, we may contict you to foflow p o0 you care and inform
you of trestment options o services that may be of inlerest 6 you or your family
Thse commanacations aee an impoctant part of cor philsophy of partnening with our
pasients 10 be sure they receive the best care. They may inchade postcands, folding
posscards, lemen, telephoos reminders o chtronss reminders sech as comil (slows you
tell 1o that you do not want 0 receive these reminders).

To Business Associates

We have contracted with ot or more third parties (referred o as 2 business associate)

Yo s nd dischone your healdh mdormation to perfoem services for s, such as billing

services. Wo will obtain cach busingss associate's written agrecinent 10 safegied your
S

NOTICE OF PRIVACY PRACTICES

Foderal law generally permins ws 1o make cortain sscs or discosirss of health
infoemation witheut your pormission, Fodenl law ks requires s % fist in the
Notce auch of these caopories of s or dischowres. The Titing s below.

As Required By Law

We may use or disclose your health information as roguired by any statate, togulation,
court eeder e¢ other mandate enfocceable i o court of lew

Abuse or Neglect

We mmay disclose yvar Sealth informacce W (he fespoasible government agescy if
(a} the Privacy Official scasceshly beficvo that yoo are 2 victim of abwse, segkxt, o
domesnie viokmee, sl (b) we are required or pormitied by b o make the disclosune.
W will peocnpely isform you that such & disclostire has beon mmade unless the Privacy
Official detenmines that infoeming you would pot be in your best imerest.

Public Health and National Security

We mary be regaiend o dinclose 10 Foderal officials o milinary seborties bealth
Information nocesaaty 10 compiete s investigation rebated to pablic bealth or sational
rocurity, Heslth information could be spartant when the governumess helieves thal
the public safety coull benefit when the nformation could lead 10 the ool of
prevention of an epsdemic o the understanding of pew side cffects of a dnsg inesanen)
or medeal device.

For Law Enforcement

Ax permitied or required by Seate or Fodora! Law, we may disclose your health

information 10 2 kiw enforcemess official for ceruain Mw enloroement parposcs,
inchudmg, ender conain limited circamstsnces. 1f you are a victim of a crime o
in oeder 10 repoet 3 crame,

Family, Friends and Caregivers

We sy sharc your health infontsation with those you 1w will be belping you with
your treatmend, modications, or payment. We will e sseo to 2k your pemussion fint
in the case of an emergency, where you ace unable 80 tell s what you wast, we will se
our Best judgmest when sharing your health information enly whon it will b imspornt
10 those pasticipating in providing your ceee,

Workers® Compensation Purposcs

We may dischose your health informestion as required or permiticd hy State or Fadorad
workens' compenation laws,

Judicial and Administrative Proceedings

We may dischoue your heald mvformation i an sdministrative o jicial procceding in
mu:M«amwmchﬁudﬁxu;\uu
infocenation in these circumtances caly if the requestang party fiest provides writien
documentation that the privacy of your health information wall be protected
Incidental Uses and Disclosures

W may o of dachose your heatth information in 2 isasser winch is incidental 1o the
ey and disclosures described in this Notsee

Health Oversight Activities

We may disclose your health infiesation 10 8 government sgeacy respoosible for
ovensecing e health care sstom or beadh-related povernment benefit program.

To Avert a Scrious Threat to Health or Safety

We may we or dischons your health mformation to reduce & risk of serious and
immncet han 1o another penoa or 10 the public,




tecting Your Confidential Health Information is lmportant 1o §

To The U.S. Department of Health

and Human Services (HHS)
We may dischone your health information to 111, the govermmens agescy

!ormamgmqh-mnﬂfdaﬂwnuyhmdmmhm‘c
pevacy and sccarity of health infoematson.

For Research

We may use or disclose your health infoemation for roscanch, subjoct to conditions.
“Rewcarch™ toass systemic imvestigstion dosigaod 10 contribule

to peneralizal knowledge.

In Connection With Your Death or Organ Donation

We may dischose your bealth infoamation %o 2 coroner for Identification purposcs, 10 4
funeral dieecton for funeral purposes, of 1o an otysa peocuretnost cegantzation 1o
cilicate sramplantation of one of your ongass.

1F applicable State L does oot perms the dischosare described sdove, we will conply
with e stnicter State law,

Authorization to Use or Disclose

Health Information

Wo ane reguared 1o obtam your writien sthorizatios i the (oliowmng cirummsances: (a)
1o wee or disclose prychothenpy notes (exoopt whes poeded foe paymicst purposes o 10
defend agalnst litigation filad by youl (5) 10 use your PHI for marketing parposes; (¢)
o sell yoor PHIZ and (d) %0 wse o disclose your PHI for sy purpose sot previously
deseribod in this Notce, We aluo will obtain your suthocustion before using or
desclosing your PHI whes eoquired 1o do xo by (2) state law, such & laws restricting the
we of tischosure of genctic mfonmtion of information conceming HIV ssutos; or (h)
other federal haw, such 3s Rderal Liw peotecting the confadontality of subitanos sbeswe
revosth. You may revoke that suthocization in wiiting at amy time.

PATIENT RIGHTS
You have the following nghty relatod 10 your bealth mformatscn.
Restrictions

You have the night 1o nequest restriction on the iise or disclosuse of your health
ssformeation for ercatment, paymsent, of healibeare operations in addition 1o the
forictions imposad by foderal low. Our office is not required to agree 1o your request,
untless (a) you request that we pot disclose your PHI 1o 3 health insomesce compasy,
Modicare or Medicadd for payesent or healiheare operations purposes (b) you, o
somopne on your bahall, has paid us m full Sor the bealtcare itom or servace 8 which
e P pertaims and (¢) we arc not requined by biw 1o Ssclose 10 1he murer,
Modieaes, o Modicsod the PHI that bs the subject of your tequest, but we will cndeavor
o hooor reasonable rogeests. We gencrally see sot required % agree to o roguessed
restickn, Owr office will hosor yeur roguest that we not disclose your bealth
mfonmation 1o o beatth plan for payment or boalhaure operation purposcs if he health
mfomation eclates solely %0 a healthcare sem or service for whach you have paid i
out-af-pocket in fll

Patient Acknowledgment
Patient Name(s 1

Thask you yery much for taking e to review bow we are carefully using your
Bealth wfurmsation. 1f you Save any gacstions we want 10 hear froes you. I not,

wo would appreciate very much yoor scksowlodging your reocipt of oar policy

by signing this forms.

Patient Signature

. widf
mwhmmtmmu&mﬂumu
Privocy Officer.

Confidential Communications

You have the nght 10 request ihat we commmasicate with you by ahernative mesms of
atan ahermative location, You may, for cxample, rqosd ihat we communicate yoor
bealth information only peivately with oo other family members present or through

meatked commuinications el s scakod. We will honoe yoor ressonablee reguces for

coafidential commusications.

Inspect and Copy Your Health Information

You have the night 1o read, review, sl copy your bealth infoemation, inchuding your
commplete chant, 2-rurys and billing reconds. If you would like & copy of yoer health
information, ploase let us know, We may noed %0 chasge you a renonable, cost-based
fee 1o deplicare and assersble your copy. I there will be a charge, we will find contact
you %0 Sctormine whether you wish 10 modify or withdrw your request.

Amend Your Health Information

You Aurvee the right 1o 2k ws b update oo modify your recoeds if you believe your
health information reconds ar: incorrect or jecoemplese. We will be happy 1o
accommodate you i koeg e cur offiee muaintams this moemation. bn veder 10
standandind our process, please provide us with your rogeest in writing and descnbe
the nformation 80 be chasgad snd yoor reascn for the change.

Your reqoest may be demied if the health informanion recond i questen was not
crcated by our office, bs ot pant of oot recoeds o if the records containing yoee heald
Infoenation e determined 10 be accurate and complete. 1f we deay your Toguest, we
will provide you with a written explanaton of the denial

Accounting of Disclosures of Your
Health Information

You kave the right 10 aak us for a doscripton of bow ad where your healty
information was disciosed. Our documentation procedures will enable us o prwvide
mformation on hesid mformation dschoseres thal we are required to dwclose o you,
Pleaac Jet s know i writing the time peniod for which you e interesaad. Thask you
for limiting your request 60 ) tore than six yess 3 a timse, We will provide the int
sccounting dering any 12-month ponod without charge. We may change 2 remonsble,
cnt-tasd foe for each additional accounting during e same 12-nosey period. If
there will be 2 charpe, the Privacy Official will first comact you 1o detenmine whetber
you wish to modify of withdraw your roquest.

Request a Paper Copy of this Notice

You have the right to odesin a copy of this Notice of Privacy Practices drectly from
our office a any time. Saop by or give e o call and we will mail oc cmail s copry
0 you.

Receive Notice of # Security Breach

You dave the right 1o receive netification of a becach of your umsecurnsd
health information.

Changes to the Notice

We are roquired by law 10 mamtam the privicy of your health Inforsation

anl o provide 30 you or your pensonal sepresentanive with this Notice of our Privacy
Practices. We are rogeend 1o practace the policies and peocodures described im this
notice bet we do rexorve the night 10 change the toms of cur Notioe. I we clange oor
privacy peactices we will be sure all of cor paticnis recenve 3 copy of the revised Nodee

Complaints

“You Save the right to express complaints 10 s of 8o e Secretary of Healsh and

Human Scrvices 1f you believe your privacy rights have beon compromesed. We
ONONTARE YOu 10 CApress any concerms yoo may have regaeding the prvasy of your
mformation, We wifl not retaliste against yos for submitting a complaint, Poase ot us

ke of yout concerns or complaints in writing by submitting your compluint 10 cur
Privacy Oficer

Effccuve Dase; 9232013




Proteger su informacion
de salud confidencial
CS mmportanie para nosotros

WSO de practicas de privacidad

ORACARE DENTAL * (650) 917-1077
www.oracaredental.com

. Cémo puede ser usada su
INFORMACION DE SALUD?

Para darle tratamiento

Usaremos sy informacion de salud dentro de puestra oficing para
ofrecerie ¢l mejor cuidado dental posible. Esto poede incluir
procedimientos administrativos y clinicos designados para

optimizar su calendario y coordinacion de cuidado entre ¢l

higienista, asistente dental, dentista y ¢l personal de oficina.

Ademds, podemos compartir su informacion de salud con médicos,
refinéndonos a dentistas, laboratonios clinicos y dentales, furmacias y
mids personal del cusdado de Tz sabhud que este atendsento su tratamiento.

Para obtener el pago

Podenxs incluir en su informacién de salud una factora usada par
cobrar ¢l pago del tratamiento que recibad en nuestra oficine. Podrinmos
hacer esto con formas de la aseguranza llenadas por usted por comco

o enviadas electréaicumente. Estaremos seguros de solumente trabajar
con compaiifas con procedimientos similares con la segundad de su
informacion de salud.

Para dirigir operaciones de cuidado médico

Su informacién de salud puede ser usada durante funciones de evaliacion
de nuestro personal, En algunas de nuestras mejores oportunidades de
ensehar se utilizan situaciones clinicas experimentadas por pacientcs
que reciben atencidn en nuestras instalaciones, Como un resultado. La
informacidn de salud puede ser incluida en programas de entrenamicnto
para estudiantes, internos, asociados y empleados clinicos v de negocios,
También c5 posible que la informacion de salugd sea revelada durante
auditorias por compafiiss de seguros o agencias gubernamentales citadas
COMO una parte de sy aseguramiento de calidad y chequeos normativos.
Su informacion de salud puede ser revisada durante procesos de
certificacion rutinaria y actividades Heensinmicnto o credencinlizacion.

En recordatorios de pacientes

Porque creemos que ¢l cuidado regular ¢ importante pac sy salod oral
y general, le recordsremos de su cita programada o de que ¢s tiempo
de que nos contacte para hacer una cita, Adicionalmente, 16 podriamos
contactur para darle seguimiento en su cuidado ¢ informarlo de sus
opciones de tratamiento o servicios que podrian ser de su inlerés par
usted o su famikie,

Estos comunicados son una parte importanic de nucstra filosofia de
A50CIHCHON CON NBESIOS pacientes parn estar seguros que ellos reciben
el mejor y modemno cuidado restaurativo dental. Pucden ser incluidos
turjetus postales, tarjeras postales carpeta, canas, recoradalonios
telefdnicos, recordatorios chectrinicos como emul (@ menos que

usted pos indique que no guiere recibir estos recordatonos)




Abuso o negligencia

Notificaremes a las autondades gubernamentales s creemos que un
pacients ha sido victima de abuso, negligencia o viokencia doméstsca,
Haremos esta revelaciin solamente cuando estemos obligados por nuestro
Juicio ético, cusndo pensemos (ue estamos especificamente requeridos o
autorizados poe la key o con cf acuerdo del paciente,

Salud Puablica y Seguridad Nacional

Podriamos ser requernidos a declarar informacadn de salud con oficiales
Federules o astondades militares para completar alguna invetigacida
relacionada con L salud pabfica o b segunidad nacional,

La informacidn de sabod podia ser importante cusndo ¢l gobiemo crea
que ln segunidad pablica podria beneficiarse cuando 1a informacidn
pueda Hevar ul coatrol o prevencidn de una epademia o al engendimicnto
de nueves efectos laterales de un tatamiento o un dispositivo médico,

Para la aplicacion de la ley

Como se permita o se requicra por b ley Estatal o Federal, podriamos
revelar su informacidn de salud a algin oficial de 1a ley pam ciertos con
fines del cumplimiento de 1a key, incluyendo bajo algunas circunstancias

limitadss, st usted es victima de un crimen o a favor de repostar un crimen.

Familia, amigos y personas que lo
cuiden.

Podriamos compertir si informacidn de salud con aquellos gque usted nos
indigue que o estanin ayudando con el aseo de su hogar, tratamiento,
medicamentos, o pago. Nos asegururemos de pedirle una aptonizacidn
primero, En el caso de una emergencia, donde usted esté imposibilitado
pan decimos J0 que QUACTe NOSOLIOS USATEINOS DUESTTD MCOr JUKHO para
saber o quién compartirie su informacidn de salud, solamente cuando sea
importange para gque ellos participen cuidando de usted.

Autorizacion para usar o revelar informa-
cion de salud.

Con expecion de ks listadas antenomenie o donde 1a leyes Federales,
Estatales 0 Locales pos ko requicran, no revelaremos su informacion de
sabud o menos que ested ko autorize por escnito, Usted poede revocar esa

Derechos del paciente

Esta nueva ley es cusdadosa al describir que usted ticne los siguientes
derechos refacionados con su informacian de saloud,

Restricciones

Usted tiene el derecho de solicitar restnociones e Cieros usos y
revelaciones de su infonmacidn de sahxd. Noestra oficing hard todos los
esfucrzos pam disponer de restricciones razonables para sus pacientes.,

Comunicaciones confidenciales

Usted tiene el derecho de solicitar que nosotros 10s comuniquenos con
usted de alguna mancr. Usted poede solicitar que nosotros solamente ke
comuniguemoes so informacidn de salud priviadamenie sin algdn mi¢mbro
de su familia presente o 3 trvés de comunicacin por coereo sellado,
Haremos el mejor esfscrzo por cumplir sus solicitudes razonablespan
comunicaciones confidenciales.

Examine y copie su informacion de salud

Usted tiene el derecho de keer, revisar, y coplar su informacidn de salud,
incluyendo su historial completo, rayos X, rpecond de pagos. Si usied
quisicra una copia de su informacidn de salod, por favor infGrmenos,
Podriamos vemos en la necessdad de hacer un cargo mzonable para
duplcar y completar su copia.

Modificaciones a su Informacion de Salud

Usted tiene el derecho de sobicitamos la actualizacidn o modificacién de su
informacion si usted cree que la informacidn de su salud estin incomectos
o incompletos. Con gusto manterxdremos estos datos durinie ¢l periodo
que nuestra oficing mantenga esta informacidn, Para estandarizar nuestro
proceso, por favor dénos su solicitud por excrito y desenba su razdn pars
sobicitar ba moclificacidn o cambio,

Documentacion de la Informacién de Salud

Usted tiene ¢ derecho de solicitamos una descripeion de cdmo y ddnde
fue usada s mformacion de salud por nuestra oficing poe alguna ruzdn
diferensc a ln de su tratamicnto, pago o operaciones de salud, Nuestros
procesos de docurnentacidn nos permitirdn proveerke Ly informacida usads
de Abril 14, 2003 en adelante. Por favor indiguenos par escrito ¢ periodo
de tiempo en el que estd interesado. Gracias por limitar su solicitd & no
mds de seis aflos eén una vez. Podramos vemos en la necesidad de hocer
umn cango razonshle por su solicitud.

Solicitud de una copia de papel de este Aviso

Ustex] tiene ¢l derecho de obtener una copea de este Aviso de Priicticas de
Privacidad directamente de nuestra oficina cuando usted bo requiera. Venga

. 0 [lmenos y ke enviaremos por cormeo o conreo electrinico una copin.

La ley nos requicre que mantengamos la privacidad de su infoomacida

de salud y que e ks proveamos ¥ a su representante cste Aviso de nuestrs
Pricticas de Privacidad. Estamos obligados a practicar kas politicas y
procedimientos descnitos en este aviso pero nos reservamos el derecho de
cambiar ks témminos de noestro Aviso, Si cambideamos nusestres pricticas
de peivacidad nos aseguraremos de que 1odos nuestros pacientes reciban
una copia del Aviso comegido.

Usted tiene ¢l derecho de expresar sus guegas hacia nosotros o o lo
Secretaria de Salud y Servicios Husmanos si usted cree que sus derechos de
peivacidad han sido comprometidos. Lo invitamos a gue exprese cualquier
preocupaciin que pueds tener referente oty privacidad de iformacidn. Por
favor déjenos ssher aceren de sUs PrEOCUPACINNGS. O QUEHS POr cscnito.




Patient Screening Form

Patient Name:

by COVID-197 (as relevant to your location)

{ O Yes

Do youthey have fever or have you/they felt hot or feverish recently

(14-21 days)? OYes [ONo OYes ONo
Are youthey having shortness of breath or other difficulties breathing? COYes [INo COYes [INo
Do youlthey have a cough? OYes [INo OYes ONo
Any other fiu-ike symploms, such as gastrointestinal upset, headache

or fatigue? OYes ONo OYes CNo
Have youlthey experienced recent loss of taste or smell? COyes [ONo OYes [ONo
Are youlthey in contact with any confirmed COVID-19 positive paients?

f s who ave well e who Daver a gick Tnndly imember st home with [ Yes O No O Yes O No
Is yourftheir age over 807 OYes ONo COYes ONo
Do you/they have heart diseasa, lung disease, kidney disease,

diabetes or any auto-immune disorders? OYes ONo | OYes ONo
Have youlthey traveled in the past 14 days to any reglons affected OvYes [INo | O No

Positive responses to any of these would likely indicate a deeper discussion with the dentist before

proceeding with elective dental treatment.



