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Sa maritan Dental Patient

® COMMUNITY CENTER Information Form
Patient Name (first and last}: Date:
Address:

City: State: Zip code

Phone: Message Phone:
Email:
Date of Birth: Age:
Gender: - Malg __ _Female ____ Do notwishto disclose
Marital Status: ___ Single —_Married _ __ Widowed
Race/Ethnicity: ___ African American/Black __ Asian ____ Caucasian/White __Hispanic/Latino

.. Marshallese Cther

D& you have Medicare? Yes____No

If yes, do you have a Supplemental Medicare part C (Advantage Plan)? Y / N

If so whichone: _

Do you have Dental Insurance? Yes No

Do you have Medicaid? _ _Yes___No Do you have Medicaid Dental? __ Yes__ No

Qther Information:

Employment $tatus:

— FEmployed ___Unemployed _ Retired __ _ Disabled {if so, are you on S8Di7) Yes No
Other

Veteran Status: —_Yes — No

Housing Status: —_Own/Rent__ Transitional Living, please list facility

—_ Other

Emergency Contact (name and number): _

Household [nformation:

Number of persons in household: __ Adults Children Menthly housshold income: _

Samaritan Community Center offers a variety of services that may be of benefit to you.
Are you familiar with the Samaritan Community Center Care program? Yes/No.

Have you visited with a Care Advocate? _ ___ Yes No




Dental Questionnaire/ Medical History

Date of Birth: Today's date:

Patient’s Name:

Phone:

Medicel Doctor’'s Name:
Phone:

Preferrgd Pharmacy:

Any pre-madication/antfbiotic required: [Yss/No] Reason:

10 plus

How long has it been since you have been to the dentist: 0-2 years_3-5 years, ___...5-10 years
Have you ever had & bad dental experience Yes / No

If yes, please explain
. how much,

Do you use Tobacco products? Yes/ No. If yes what form,
and how long?

Do you use recreational drugs such as Marijuana or Methamphetamine? We do not report, please advise the staff if

you have used recreational drugs within 24 hours of your dantal appt.

Known Allergles: Or Medication unabie to take- Please mark all that apply {) Noneknown () Ibuprofen, () Acetaminophen ()
Amoxicillin, () Cephalexin, () Azithromyein, {) Clindamycin, () Metronidazole, () Augmentin, { JPenicillin, Other___ .

() Any Metals () Silver () Aspirin {) Codeine { ) Hydrocodone () lodine () Latex () Local Anesthetic, () Sulfa

For women only: Are you pregnant? Y/N, Breastfeeding? Y/N, Taking birth control pills? Y/N
Maeadical conditions: Piease checkifyou cumrently have/or have been diagnased in the past with any of the following.

IF NONE PLEASE INITIAL HERE AND DATE:

Cough, Chronic/Severe High Blood Pressuze

Respizatery Disease

} Auto Immmune Disorder
Rheumatic Fever

Hay Fever Sinus

Taking lmmunosuppressant Yes/No
[ ] Asthma
{ 1 Bisphosphenate Therapy

{fer ostecporosis - IV)
] Blood Trzansfusion/Pzoblems

L

{ } Blood Disgase

[ 1 Cancer/Type:
Date Diagnosed:

] Chemotharapy Last Date

{

{ } Circulation prcblems

[ } Chrondc Pain Preblems

{ ) Congunital Heart Dafeck

{1}
[ | Headaches/Migralnes
[ ] Herpes A-Oral faver bhlistax
{ ) Heart Attack

Date:
{ )} Heart Surgery:

Date:
{ ] Heart Murmur
[ ] Beart Problems

Dascribe
[ ] Bemophilia
{) Hepatitis {A B or G}

L P

[ ] AIDS/HIV () ()
{ Y Bllergies Seasonal [ ] Dementia/Alzheimer’s’ [ 1 Ridney / Liver Disease
{ } Alpha-Gal {(Meat Allergy) { ) Diahetes Type 1 or 2 { ) Mitral Valve Prolapse
[ 1 Anemia AiC Date [ ] NMeck/Back Problems
{ ) Alcohol/ Drug Addiction () Exphysema/COED { } Nezvous Problem
{ ] Adnxisty/Depression [ ] Epilepsy/Seizuze [ ] Pacemaker Date placed:
[ ] Artificial Heart Valve { ) Fainting { ) Pain Managemsnt
{ ) Artificial Jeint [ ] FPood Allergics [ ] Psychiatric Care
{ 1 Azthritis Type [ 1 Radiation Treatment
{ ()

{3}

[l

[1

et

- e et

Sexually {Vanersal) Iransmitfed Disease

Sleep Apnea

Do you use a Cpap Yes/ Mo
Stroke

Data:

Thyroid Problems
Tubergulosis
Ulcer

gthar not listed



Samaritan Dental Clinic Patient health questionnaire

Patient Name:

Please list Surgeries or Hospitalization and Dates:

Current medications, including over the counter. Please list all, Plsase include an additional page if needed.
Medication Name Dosage Fragquency How Long Caondition being treated

Authorization: | have reviewed the information and answered all questions fo the best of my knowledge. | understand this
information will be used to determine the dents! treatment i receive at this office and may be shared with other medical coffices
only as necessary. | agrae to notify the office if any of the information changes in the future.

Signature of the patient, or guardian:

To be completed by staff:

Reviewed by: Date

Date: Please initial No Change __________Change noted on form
Date: Please initial No change __________ Change noted on form

Date: Please initial No change ___________Change nated on form
*To be initiated by the assistant, hygienist or dentist reviewing the health history with the patient. *




E(Sj Samaritan
®Dental Clinic

Notice to Patients with Regards to Medical Hist

story is a key factor in helping us provide the nccessary standard of carc.
All patients must provide an accurate and up to date medical history for the doctor to review, In the event
that there is a medical condition that is complex, we may be unable to perform certain dental procedures,
as certain conditions fall outside the scope of services we are able to provide. If this is the case,
information on other possible medical resources in the area will be provided.

Having a complete medical hi

Your signature acknowledges your receipt and understanding of this requirement.

Patient Signaturc

Date




Samaritan Dental Clinic Patient Responsibllity Form

Our dlinic offers dental services at no cost to adults with low Income and no access to dental Insurance other than Med}-
cald. While we do not charge patients, it does cost money to run the clinlc. We recelve funding from groups that support
us [n caring for a certain number of patlents each yeer. If you frequently cancel or miss your appolintments, we may not
meet this number and could lose our funding.

It Is Important to follow your dentist's Instructions for at-home dental care to Improve your overall heaith and dental well-
being. Many patients need our services, so piease adhere to our appolntment policy and your dental treatment plan. We
are happy to assist you, but our ciinic may declde to discontinue treatment If you do not follow our policles.

Please read each statement of the responsibllity form. Then sign below to state that
you agree to follow the policles.

| understand that | must confirm or cancel my appointment by phone 48 hours (2 days) before It. If leaving a
volcemall, | must state my name and the date and ime of the appointment. If | do not confirm or cancel, the

clinic will cancel my appointment. This Is a broken appointment.

| understand that If | am more than 10 minutes late to my appointment, | will not have my dental visit that day.
Thie is a broken appointment.

| understand that after 2 broken appointments | will need to meet with the dental care advocate. | might have
to walt before | can schedule another appointment.

I understand that i | have 3 broken appolntments or cancel 4 imes within a year, | wiil no longer be
able to come to this clinic. If there are medical or personal emergencles, | will provide a doctor’s note
or other requested documentation.
1 agree to:

a. Follow all dental home care instructions from the dental staff.

b. Watch or read any dental education that the dental staff asks me to for my care.

¢. Meet with the dental care advocate at the beginning of my care and any time the staff thinks | should,
d. Be respectful of the dental staff and cther patients.

If1 do not, | may no longer be able to come to this clinic.
| understand that If | do not show for an appointment that this clinic sends me to for additional treatment, | can
no longer come to this clinic. It Is my responsibliity to cancel or reschedule these appointments.

| understand that this Is a maximum two-year program designed to improve my dental health. Once
my dental needs have been met to the extent that the program can provide, | will graduate from the
program at any point within two years. Upon graduation, | will receive resources and information on

dental insurance.

| have read these statoments, agree with them, and understand that | must follow all instruc-
tions the dental staff glves me.
Patlent Signature Date




]

Dental . Clinic

Authorization to Release Personal Protected Health Information to an Individual

Patient Full Namae:

Patient Date of Birth:
o | do not cuthorize the release of any dental informatian to any Individual except for treatment and

health care operations as specified in Samaritan Dental Clinic’s Notice of Privacy Practices.

o § hereby authorize the release and disclosure of my dental information to the following individuals.
My authorization extends to all protected health information for general information purposes. The
information that may be discussed includes but Is not limited to: records of ali visits, records of visits for
any and all dates, copies of records or reports provided to specialists, progress notes and consultation
reports. | understand this authorization does not expire uniess otherwise noted below.

{Please list the name of the individuals with whom we may discuss your protected dental information.)

Name Relationship to patient

e L

This authorization is given freely with the understanding that:
1. Any and all records, whether written or oral or in electronic format, are confidential and cannot be disclosed
without my prior written authorization, except as otherwise provided by law.

2. A photocopy of fax of this authorization is as valid as the original.

3. | may revoke this authorization at any time, except where infermation has already been released. The
revocation must be in writing. A revocation form is available from the receptionist.

4. This autherization will expire 1 year from the date of the signature.
5. Samaritan Dental Clinic, its employees, officers, and dentist are hereby released from any legal responsibility

or liability for disclosure of the above information to the extent of indicated and authorized herein.
6. Treatment, enroliment or eligibility for benefits may not be conditioned upon obtaining this authorization.
7. information used or disclosed pursuant to this authorization may be subject to re-disclosure by the reciplent

and is no longer protected.

Patient’s Printed Name

Patient’s Signature




i) Samaritan
Dental Clinic

[r:]
Patient Disclosure and Consent for Dental Treatment

Patient Disclosure:

Samaritan Dental Clinic (SDC) is a group of staff and volunteers providing dental care to low-income patients.
The staff and volunteer dentists, oral surgeons and other licensed health care professionals are exempt from
malpractice suits under the Volunteer Licensed Health Care Professionals Immunity Act/ Act 276 of 1997 and

the Retired Physician Immunity Act/ Act 844 of 1995,

Patients are also referred to other service providers within the community, SDC is not equipped to handle certain
serious needs that may require hospitalization, outpatient surgery or emergency room treatment. Additicnally, a
patient may be referred to the private office of the volunteer licensed dentist or oral surgeon or to other area
clinics. All referral service providers are also exempt from malpractice suits under the Tmmunity Act listed

above,
initial

Consent for Dental Treatment

| hereby authorize and direct the provider and whomever he/she may designate as his/her assistants to administer
such treatment as necessary. If unforeseen occutrences arise, the dentist will use his/her judgment to manage the
treatment in the most appropriate manner. This may include additional procedures.

I also certify that no guarantee or assurance has been made as to the results that may be obtained. 1 recognize the
possibility of post-operative/treatment problems, maost of which involve minor discomfort, but may alse include
more significant risks or damage. 1 understand that it is the policy of the Samaritan Dental Clinic to cvaluate me
in person before 1 am prescribed additional medication.

For the purposc of dental assistant education, 1 consent to the admittance of observers in the treatment rooms

(patient has the right to decline observers during the visit).
Initial

I have read these statements, consent to treatment and understand that it is my responsibility to follow all
instructions given to me by Samaritan Dental staff.

Patieat Signature Date

Witness Signature Date



Arkansas Department of Health

4815 West Markham Streat » Little Ravk, Arkansas 72205-3867 @ Telephana[501)561.2000
Governor 5arah Huckabee Sanders
Renee Maliory, RN, BSN, Interim Secretary of Health
Jennifer Dillaha, MD, Director

Required Notice to Persons Receiving Health Care Services at Registered Free
or Low-Cost Health Care Clinics

This clinic is registered through the Arkansas State Board of Hcalth as a Free or Low-Cost
Health Care Clinic. Pursuant to Arkansas law, any health care professional that renders
volunteer health care services at this location, shall not be held liable for any civil damages, for
any act or omission resulting from the rendering of the health care services unless the act or
omission was the result of the health care professional’s gross negligence or willful misconduct.

By my signature below, I acknowledge that any health care professional(s) providing volunteer
health care services to me (or my dependents) are not liable for civil damages, as provided under

Arkansas law.

Furthermore, | acknowledge that the Arkansas Board of Health and its members, the Arkansas
Department of Health and its agents and employces are exempt and immune from liability for
any claims or damages when performing their dutics under this section.

Patient Name: ~ Date:



t Samaritan

COMMUNITY CENTER

P.0. Box 939 Rogers, AR 72757 FPhone — 479-636-4198

Release Form for Media Recording /T\ |

1, the undersigned, do hereby consent and agree that Samaritan Community Center/Samaritan

Shop have the right to take phatographs, videotape, or digital recordings of
and ko use these in any and all media, now or

hereafter. 1 further consent that my name and identity may be revealed therein or by descriptive
text or commentary.
I do hereby release to Samaritan Community Center/Samaritan Shop all rights to exhibit this

work in print and electronic form publicly or privately and to market and sell copies. I waive any
rights, claims, or interest I may have to control the use of my identity or likeness in whatever

media used.

1 understand that there will be no financial or ather remuneration for recording me, gither for
initial or subseguent transmission or playback.

1 also understand that Samaritan Community Center Is not responsible for any expense o liability
incurred as a result of my participation In this recording, including medical expenses due to any
sickness or injury incurred as a result,

I represent that 1 am at Jeast 18 years of age, have read and understand the foregaing
statemment, and am compeatent to execute this agreement. If under the age of 18 a parent or

guardian must sign.

Patient Signature: Cate: ___

Check one; Accepts Media Release Declines Media Release



5 Samaritan
Dental..Clinic

Acknowledgement of Receipt of Privacy Notice

By signing this form, you are agreeing that you have received a copy of the Samaritan Dental
Clinic Notice of Privacy Practices.

Patient Signature Date

PTTEETTREIeRnrE aaaS wae e S TS AR L LA L L S S S S S S SRS S LR
PRI PR e e RS e E SRS S S SRS LS S A A S S A L

STAFF USE ONLY

We provided the Notice of Privacy Practices to the individual above /patient. Wiritten
acknowledgemant could not be obtained because:
An Emergency prevented us from obtaining acknowledgement

A Communication barrier prevented us from obtaining acknowlegement

Patient or representative declined to sign the Acknowledgement of Receipt

Other (please specify)

Printad Name of SDC Staff Member or Volunteer

Signature of SDC Staff Member or Volunteer Date



5 Samaritan
Dental.Clinic

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCL.OSED AND
HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

This Notice is provided on behalf of the Samaritan Health Clinic.

PURPOSE: This Notice of Privacy Practices describes how we may use your Protgcted Health Information to carry out trealment,
payment or healthcare operatians and for other purpeses permitied or required by law. "Protected Health Information” is information
that may identify the patient and that relates to the patienl's past, present or fulure physical or mental health, and may include
name, address, phone numbers, and other identifying information,

nformation. We must abide by this

on of this Nolice, with required
HIPAA Officer, 1211 West Hudson

We are required lo give you this Notice and to maintain the privacy of your Prolected Health |
Notice, but we reserve the right to change the privacy practices described In it. A cusrent versi
revisions, if any, may be obtained by sending a written request to the Samaritan Health Ciinic,

Road, Rogers, AR 72756,

We undersiand that medical information about you and your health is personal and confidential, and we ara committed to protecting
the confidentiality of your medical information. We create a record of the care and services you receive, We need this record to
provide services to you and to comply with certain legal requirements. This Notice will tell you about the ways we may use and
disciose your information. We also describe your rights and ceriain cbligations we have to use and disclose your health information.

If you believe your Privacy Rights hava been viclated, you may complain to us or to the U.S. Secretary of Health and Human
Services, To file a complaint with us, you may send a letter describing the violation to the clinic HIFAA Office, Samaritan Health
Clinic, 1211 West Hudson Road, Rogers, AR 72755. There wilt be no retaliation for filing 2 complaint.

If you have questions or need more information, contact the clinic HIPAA Officer at {(479) 635-4198,

WHO WILL FOLLOW THIS NOTICE: The Notice describes the practices of the Samaritan Health Clinic healthcare professionals,
amployeas, volunteers and others who work or provide healthcare services.

ACKNOWLEDGEMENT: You will be asked to sign an Acknowledgement of receipt of this Natice. The delivery of your healthcare
services will in no way be condilioned upon the signing of this Acknowladgement.

Your Privacy Rights. You have the following rights relating to your Protected Heaith Iinformation and may:

=  Oblain a current papear capy of this Natice,
« Inspect or obtain a copy of your records. Your request to oblain a copy of your madical records must be in wriling, You may be

charged a fee for the cost of copying, mailing or olher supplies. We are allowed to deny this request under ceriain
circumstances. in some situations, you have the righ! ta have the denial of your request reviewed by a licensed healthcare
protessional identified by the Samaritan Health Cllnic who was nat involved in the original denial decision. We will comply with
the oulcoma of this raview.

Request that we amend your record, if you feel the information is incamplete or incorrect. We are allowed to deny this request
in certain circurnstances and may ask you to put these requests in writing and provide a reason that supperis your request.
Request in writing a restriction on certain uses and disclosures of your information. We are not required to agree to these
restrictions in all circumstances.

= Obtain a record of certain disclosures of your Protected Health Information,
Make a reasonable request to have confldential communications of your Protected Health Information sent to you by alternative

means or al allarnative locations.
We will obiain your written permissions for uses and disciogures of your Protected Health Information that are not covered by

the Notice or permitted by law. Except 1o the extent thal the use or disclosure has already oceurred, you may cancel this

permission. This request lo cancel must be put in writing.
Submit any written requests to inspect, copy ar amend your records to the Medica Recards Depariment,

Our Responsibilifies. We are required to protect the privacy of your Protected Health information, abide by the tamms of the Motice,
make the Notice available to you and to notify you if we are unable lc agree to a requasted rastriction ar an alternative rueans of

communicating.

Examples of Uses and Disclosures




will yge vour Prote ealth Information for nt. Certain information obtalned by a nurse, doctor, or cther healthcare
worker will be put into your record and used fo plan and manage your treatment. We may provide reports or other information o
your doctor or other authorized persons who are involved ih your care.

witl our P Haalth Infermation for pavment, A bill may be sent to you andfor your insurance company with
information about your diagnasis, pracedures and supplies used.

will use your Prolected Health Information for r ¢ healthcare operations, The Medical Staff and other healthcare workers
may use your Protecled Health informalion to check on the care you received, how you responded to it, and for other business
purposes relatad to oparating the clinic.

Business Assackites: We may share some of your Protected Health Information with outside paople of companies who provide
services for us, such as typing physician repors.

Nolification: We may use or disclose your Protacted Heslth Information o notify.a family member or other psrson involved in your
care, your localion and general condilicn unless you tell us not do so.

Communication with Family; We may share your Brotected Health Informalion with a family member, a clese personal klend, ora
person you identify, if we determine they are involved in your care of in payment for your care, unless you iall us not to do so.

Research; Your Protected Health Information may be used for research purposes in cortain oireumnsiances with your permission, of
after we receive approval from a spacial review board whose members review and approve the research project.

Coroners, Medical Examiners, Funeral Directoss: We may disclose your Protected Health informatian lo these people, 1o {he extent
altowed by law, so that they may carry out their duties.

Organ Doner QOrganizations: We may share your Protected Health Information wilh the organ donation agency for the purpase of
tissue or ergan donatian in certain circumstances and as required by law.

Contacls; Yve may contacl you to provide appointment rerninders of to tell you about new trealments or services.

Fundraising and Marketing: We may contactyou as @ part of any fundraising or marketing effort.

Food Drug Administration (FDA); We may share your Protected Health Infarmation with cerlain government agencies like the
EDA so they can recall drugs or equipment.

Workers Compensation: We may disclose your Protected Health Infarmation for workers' compensation claims.

Public Health; We may give your Public Heallh Information to public health agencies who are charged with praventing or contralling

disease, injury or disability and as requirad by faw,

&: We may disclose your Protected Haalth [nfarmation o a person who may have been exposedtoa

mmunicable Di
% of conlracting or spreading the disease or condition, if autherized by law to do

cammunicable disease or may otherwise be at ris
s0, such as a disease requiring isohalion.

Carregtional tnstitution: If you are an inmate of a correctional institution, we may disclose your Protected Health Infarmalion needed
for your health or the health and safaty of others.

Law Enforgement; We may disclose your Protected Health Information for law enforcement purpases as required by law.
As Reguired by Law: We must disclose your Protecte

Health Oversight: We must disclose your Protected Heallh information to a health aversight agency for activities authorized by law,
such as investigations and inspections. Oversight agencies are ihose that oversee the heaithcare system, government henafl

programs, such as Medicald, and other government regulatory programs.
th Information to government authorities that are authorized by law to

d Healih Information when requirad by fedsral, state or local taw,

Abuse or Neglgct; We must disclose your Protected Heal
raceive reports of suspected abuse or neglect.

Legal Progeedings: We may disclose your Protected Heakh information In the course of any judicial or administrative procaeding or

in responsa to a court order, subpoena, discovery request or other lawful process.

- We must make disclosures when required by the Secretary of the Depariment of Health and

Required Lise: Disel
Privacy Regulations.

Human Servicas to investigate or determine our compliance with the HIPAA

To Avoid Harm: We may use and disclose information about you when necessary to prevent a serious threal to your health or safety

of the health or safety of the public or another person.

For Specific Government Funclions: In cerlain situations, we may disclose Protected Health Information of military personne! and
veterans. We may disclose your Pratected Health Information for national securlly activities as required by law.



