School of Dentistry

Dental Mission Week
February 1-5, 2021

Dear Applicant,

The School of Dentistry is seeking candidates for free dental treatment.
Applications are now being accepted for screening appointments to
determine dental needs. This application is for screening purposes only,
no dental treatment will be done at the time of screening. If you are

selected for treatment, you will be contacted for an appointment for
dental care.

Please include a working phone number where you can be reached.

Applications are available at the School of Dentistry and/or your local
Veterans Affairs facility or liaison.

Faxed or emailed applications will not be accepted.
Applications can be picked up and returned to the following address:

School of Dentistry

2500 North State Street
Jackson, MS 39216

Thank you for your interest in participating.



MRN e (). UN{MC Dental Mission Week

February 1-5, 2021
Last Name (Apellidos) First Name (Nombre) Date (Fecha) School of Dentistry L

Date of Birth (Nacimiento) Age (Edad)  Gender (Genero) Phone Number (Telefono) VETERAN __Yes__ No

Address (Direccion) Alternate Phone Number ( Alternativo Telefono)

City (Ciudad) State (Estado) Zip (Codigo Postal) (Necesldades Dentales Principales)

Chief Dental Need(s):
CURRENT MEDICATIONS (List ALL medicines you are cumently taking along with the date and time of last dose.)

MEDICATION NAME DOSAGE m TIME ALLERGIES

Drug Allergy___ Lisk:

Food Allergy___ List:
Insect Allergy___ List:
Latex Allergy___ List:
Pet Allergy___ List:
Pollen Allergy___ List:
Other__ List:
Other___ List:

HEALTH HISTORY (Check and list ALL that apply.)

Cardiovascular Digestive System |Ear/Nose/Throat |Endocrine Eyes Hematology/Lymphdtic

Heart Disease Heart Stent _ |Ulcers____ Hearing Loss Diabetes Vision Loss Anemia___
High Blood Pressure Pacemaker GERD Last A1C Wear Glasses Excessive Bleeding__
Low Blood Pressure Hepatitis Date AI1C Wear Contacts

Mitral Valve Prolapse

Heart Murmur

Heart Valve Replacement

_ Urinary System Immune System Muscular/Skeletal Respiratory System |Nervous System

Organ Transplant___ History of Kidney Disease __ | HIV+_ Rheumatoid Arthritis__ |Asthma___ Seizures__
Radiation Treatment__ AIDS___ Osteoarthritis_ Chronic Bronchitis__
Tobacco Use__ Smoke ___ Lupus___ loint Replacement___ | COPD___

Dip ___ Chew __ Vaping __ Scarlet Fever__ Tuberculosis__

Other___ List Rheumatic Fever___

Other___List___

Blood Thinners Other Medical History

Are you taking blood thinners? (i.e. Are you or have you taken bone YES_ NO__
Warfarin (Coumadin),Aspirin, Pradaxa, strengthening drugs?

Xarelto, Plavix, or Other) NO é .
Other List : Presently under a physician's care? YES_NO__
If yes, what/when was your most recent INR? Last Medical Visit: Date Reason for Visit:

INR Date

Signature indicates that the information provided by the applicant is true.

(sign)



AUTHORIZATION FOR THE RELEASE OF
PATIENT’S NAME, IMAGE, PROTECTED HEALTH INFORMATION BY
THE UNIVERSITY OF MISSISSIPPI MEDICAL CENTER

Patient’s name Date of Birth

P.O. Box, Apt. No., Street Cy State Zip

1, (name of patient) hereby permit and authorize the University of Mississippi
Medical Center (UMMC) and its employees, agents, and personnel who are acting on behalf of the University of
Mississippi Medical Center and its affiliated entities to use my name, my image (photo, video and/or audio), or other likencsses
of me, and protected health information (PHI) including name, age, hometown, biographical information,
diagnosis, hecalth care trcatment and prognosis on news and marketing items, including, but not limited to, feature
stories, social media content, photo and vidco cssays, all forms of advertising and press relcases produced by UMMC.

I understand that my name, art work, photograph, video image or other likencss and PHI may be copied and distributed to
various media outlets, including but not limited to ncwspapers, wire services, the digital and broadcast media, video
presentations, press rcleases, mailouts, electronic and static outdoor boards or signs, brochures, presentations or placement on
UMMC wecbsites. | hereby release, discharge, and agree to hold harmless UMMC from any and all claims, damages,
liabilitics, costs and cxpenses that [ now have or may hereafter have by reason of any usc of my image, likeness or PHI.

1 understand that UMMC and affiliated entities and its employees, agents and personnel acting on its behalf, cannot warrant or
guarantee that use of my name, photograph, video image, likeness, or health or medical care information by the media and
further disscmination of my name, photograph, video image or likencss, or health or medical carc information will be subject
to UMMC supervision and/or control. Accordingly, 1 release the University of Mississippi Medical Center, its ecmployces,
agents and personnel acting on its behalf from any and all liability related to dissemination of my name, photograph, video
image, likeness, health or medical care information.

Unless otherwise indicated or revoked by the patient or Legal Representative (if paticnt is under the age of 18 or unable to sign),
permission for UMMC and its affiliated entitics to release the information expires 25 years after the date this authorization is
signed. You have the right to revoke this authorization at any time. If you do so, it does not affect the information that has
alrcady been released or is currently in the process of being printed or distributed. To revoke your permission, send a written notice,
which has been signed and dated by the patient whose authorization it is (or their Legal Representative), to UMMC at the following
address: Attention: Office of Compliance, The University of Mississippi Medical Center, 2500 North State Street, Jackson, MS
39216-4505. The notice should have the following information on it: (1) the paticnt’s name; (2) a description of the information
and material about you that UMMC had permission to rclease; (3) the name or other specific identification of the mecdia,
person(s), or class of persons, to which the Medical Center was going to send the information to (if known); and (4) the date
that the permission was signed.

You may refuse to sign this Authorization. UMMC will not refuse to treat you if you do not sign this form.

I have carefully read and understand the above, and do herein expressly and voluntarily sign this authorization. I may receive a
copy of this signed authorization at my request.

Signaturc of Patient or Legad Representative Date
(Form must be completed before signing)

Description of Personal Representative’s Authority

Signature of University of Mississippi Medical Center Representative Date

Approved by the UMMC Office of Compliance September 21, 2015



Medical Record Number

University of Mississippi
Medical Center
Acknowledgement of Receipt
of Notice of Privacy Practices

Effective Date: January 1, 2020

| agree that | have received a copy of the UMMC Notice of Privacy Practices.

Print patient's name, Date

Signature of patient or representative

Description of personal representative’s authority

UMMC Use Only

The following should be completed only if the patient cannot sign or refuses to sign the acknowledgement

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy
Practices, but UMMC was unable to obtain acknowledgement because:

Employee signature ID number

Date

Form #1882 - Compliance Committee Approved Page10of7



UNIVERSITY OF MISSISSIPPI MEDICAL CENTER
NOTICE OF PRIVACY PRACTICES

Revised Effective Date: January 1, 2020

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED BY UMMC AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE READ CAREFULLY.

UMMC creates a record of the care and services you receive from us. We call this record your
health information. We are required by federal law to keep your health information private. We
are also required to provide you with this Notice so that you will know how we use and disclose
your health information and how you can get access to this information. This Notice also lists the
rights you have regarding your health information. We will abide by the terms of the Notice. This
Notice covers your care provided at all UMMC sites of service. We reserve the right to change
the terms of this Notice and our privacy practices at any time. Any changes will apply to the health
information we already have. When we make changes to our privacy practices, we will post an
updated Notice in the places where you may receive treatment from UMMC. You can also request
a copy of this Notice at any time, and you may view a copy of the Notice on our web site at
www.umec.edu.

Uses and Disclosures That Do Not Require Your Signed Permission

e Treatment. We may use or disclose your health information to doctors, nurses,
technicians, medical students, students in other health care fields, or other personnel who are
involved in taking care of you. For example, a doctor treating you for chest pain may need
to know if you have any existing heart problems so that he/she can make an informed
decision concerning your treatment. Additionally, we will/may contact you to (1) remind
you of your appointment by calling, e-mailing, texting, or mailing a postcard, or through the
patient portal; or (2) discuss treatment alternatives or other health related benefits that may
be of interest to you as a patient.

e Payment. We may use or disclose your health information in order to bill and receive
payment for services you receive. For example, we will disclose some of your health
information to your health insurance company in order to receive payment for your treatment.

e Health Care Operations. We may use and disclose your health information to conduct
activities that are called healthcare operations. For example, UMMC personnel or others that
perform services for UMMC may review your health information to assure the quality and
appropriateness of the care you receive.

¢ Fundraising Activities. We may contact you about UMMC fundraising activities. You
will have the opportunity to opt out of any fundraising material and directions on how to do
so will be included in that material. Opting out of fundraising will in no way, affect the care
you receive from UMMC.

Page 2 of 7



e  Health Information Exchanges. We may make your health information available
electronically to other healthcare providers or other healthcare entities for treatment, health
care operations, or payment purposes by a state, regional, or national information exchange
service. In doing this, we may receive information that they maintain about you so that you
may have continuity in health care, treatment, or payments for health care services. We have
implemented technologies that allow UMMC and community providers to create, maintain,
and share a common electronic health record of their patients for the purpose of coordinating
the care of these patients.

e Emergencies. We may use or disclose your health information in an emergency
treatment situation.

e Food and Drug Administration. We may use and disclose your health information to
a person or company required by the Food and Drug Administration to track adverse events
and as otherwise required.

o Workman’s Compensation. We may use and disclose your health information as
necessary to comply with workman’s compensation laws and other similar legally-
established programs.

e Federal, State or Local Law. We may use and disclose your health information when
required by law.

e Government Agencies and Law Enforcement. We may use or share your health
information to government agencies for law enforcement purposes or with a law enforcement
official.

e Order by a Court, Tribunal or Other Judicial Proceeding. We may disclose your
health information when ordered by a court, tribunal or other judicial proceeding, or in
response to a subpoena.

e  Public Health Reasons. We may use or disclose your health information for public
health reasons. For example, we can share health information about you for certain situations
such as: preventing disease; helping with product recalls; reporting adverse reactions to
medications; reporting suspected abuse, neglect, or domestic violence; or preventing or
reducing a serious threat to yours or anyone’s health or safety, such as instances of child
and/or elderly abuse or neglect.

e Coroners, Medical Examiners and Funeral Home Directors. We may disclose your
health information to a coroner, medical examiner or funeral home director.

o Health Oversight Reasons. We may disclose your health information to the government
to be used to oversee the healthcare system.

e Organ and Tissue Donation. We may use and disclose your health information for
organ and tissue donation.
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¢ Research. We perform research here. Our researchers may look at your health records
to prepare or perform research. They may also share your health information with other
researchers. All patient research conducted at UMMC goes through a special process
required by law that reviews protections for patients involved in research, including privacy.
We will not use your health information or disclose it for research reasons without either
getting your prior approval or determining that your privacy is protected.

¢ Disaster Relief Reasons. We may disclose your health information for the reason of
coordinating disaster relief efforts.

e Specialized Government Functions. We may disclose the health information of military
personnel and veterans in certain situations to the government. We may also disclose your
health information for national security reasons.

¢ Inmates. We may disclose your health information if you are an inmate of a correctional
facility or under the custody of law enforcement.

o Patient Reunions. UMMC contacts specific patient groups for participation in activities
or reunions such as the Neonatal Intensive Care unit patients or Transplant patients. If you
have been a patient in one of these groups UMMC may use your information to contact you
and invite you to reunions/events.

o Health Fairs/Screenings. We may use your information to contact you with the results
of any screenings that are not available on the day of the health fair/screening. We may keep
a copy of your screenings to verify that you received screenings at a health fair.

o Business Associates. We may disclose your health information to outside companies or
persons we have hired to carry out activities for or on behalf of UMMC. We call these
outside companies or persons a business associate. For example, when you request a copy
of your health information, we may use a copy service to make copies of your health
information. . To protect your health information, however, we require the business
associate to appropriately safeguard your health information.

e Treatment alternatives. We may use and disclose your health information to manage
and coordinate your healthcare and inform you of treatment alternatives and other health
related benefits that may be of interest to you. This may include telling you about treatments,
services, products and/or other healthcare providers. For example, if you are diagnosed with
diabetes, we may tell you about nutritional and other counseling services that may be of
interest to you.

e Data Registries. UMMC participates in various data registries that further healthcare
operations of UMMOC, its mission as an academic medical center and its research mission.
Your information may be shared with one or more data registries. If your information is
shared with a data registry for the purpose of healthcare operations, the registry is consider a
business associate and your health information will be protected as described above under
the topic “Business Associate”. If your information is shared with a data registry for
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purposes of research, your information will be protected as described above under the topic
“Research.”

Uses and Disclosures to Which You Have the Opportunity to Object

o People Who Help Take Care of You. We may provide your health information to a
family member, friend or other person, if they help take care of you, or if they are responsible
for paying for your care, unless you tell us not to. In emergencies, you will not be given the
chance to tell us not to provide information to those who take care of you.

¢ Hospital Directory. If you are admitted to one of our hospitals or units, your name,
location within the hospital and religious affiliation will be listed in the hospital directory,
unless you tell us not to list you. This information may be disclosed to persons who ask for
you by name, such as family and friends, and to members of the clergy.

Other Uses and Disclosures Require Your Prior Written Permission

o Psychotherapy Notes. If we provide you with psychotherapy we will not disclose the
notes made by the mental health provider during the therapy services, unless you and your
provider give us written permission to disclose the notes.

e Marketing. Marketing information typically may only be used or disclosed by UMMC
if you provide UMMC with written permission to use or disclose your information.

o Sale of PHI. In the event that we were to sell your health information.

e Other Uses and Disclosures. Other uses and disclosures will be made, of your health
information, only with your written, signed permission. You may take back permission once
you have given it and your refusal to provide permission will not be held against you;
however, it may prevent us from completing a task you have requested, such an enrollment
in a research study or to create a report for your attorney. The request to take back the
permission must be made to UMMC in writing. You can take back your permission but only
if UMMC has not already acted in reliance of your permission.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION

You have the right to inspect and to get copies of your health information. With only a few
exceptions, you have the right to inspect, get hard copies of, and, with certain limitations, get
electronic copies of your health information. You must make this request in writing. If we do not
have your health information, but we know who does, we will tell you where to direct your request.
In certain situations, we may deny your request. We let you know if your request is accepted or
denied within 30 to 60 days after receiving your written request. If we deny your request will let
know in writing, why and explain your right to have the denial reviewed. If you request copies of
your health information, we may charge you a fee based on our cost. We may provide you with a
summary or explanation of the health information as long as you agree to accept a summary and
the cost in advance.
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You have the right to request a correction to your health information. If you believe that your
health information is incorrect or information is missing, you may request that the information be
changed or added. You must make the request in writing. You must also give us a reason for your
request. Under certain circumstances, we may deny the request. We will let you know if we accept
or deny your request within 60 days of receiving your request. If we deny your request, we will let
you know why in writing. We will also explain your right to file a written statement of
disagreement with the denial. If we approve your request, we will make the change to your
information. We will let you know when the change is made. We will also let concerned parties
know when the change is made.

You have the right to request a listing of disclosures we have made of your health
information. You have the right to request a listing of all disclosures we have made of your health
information without your permission, except those disclosures made for purposes of treatment,
payment, or healthcare operations, and those disclosures we made as required by law. We will
respond within 60 days of receiving your request. Your request must state the time period desired
for the accounting, which must be less than a six-year period prior to your request. The list will
contain the date of the disclosure, the name of the recipient and address, if known, a description of
the information disclosed and the reason for the disclosure. If you make more than one request in
the same year, you will be charged a fee based on cost for each additional request.

You have the right to request restrictions on uses and disclosures of your health information.
You have the right to request that we restrict the use and disclosure of your health information.
We are not required to agree to your requested restrictions. However, we will honor your request
to not disclose your health information to your health plan if the disclosure is for payment or
healthcare operations and is not otherwise required by law and the health information pertains
solely to items or services for which you have paid out of pocket in full. You may request a
restriction by submitting the appropriate UMMC form.

You have the right to choose how we communicate with you. You have the right to request
that we communicate with you in a certain way. For example, we encourage you to communicate
via your UMMC MyChart account, but you may request that we communicate with you by U.S.
mail. We require that you make your request in writing and we will agree to the request as long
as we can easily meet it.

You have the right to receive notification in the event your health information is breached.
In the event your unsecured protected health information is breached, we will notify you of the
occurrence.

If you would like more information on accessing, obtaining a copy or obtaining a listing of the
disclosures that we have made of your health information, you may contact UMMC’s release
information.

FILING A COMPLAINT: If you have any questions about this Notice, complaints about our
privacy practices or would like information on how to file a complaint with UMMC or the
Secretary of the Department of Health and Human Services, please contact: the UMMC Privacy
Officer, at The University of Mississippi Medical Center, 2500 North State Street, Jackson, MS
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39216 or call the Information Line at 855-241-2575. You will not be penalized or retaliated
against for filing a complaint.

NOTICE OF NONDISCRIMINATION: Patients have the right to: receive considerate,
respectful delivery of care regardless of age, race, color, national origin, culture, ethnicity,
language, socioeconomic status, religion, physical or mental disability, sex, sexual orientation,
gender identity or expression, or manner of payment. If you believe UMMC has discriminated on
the basis of race, color, national origin, age, disability, sex, sexual orientation, gender identity or
expression, you can file a grievance with UMMC'’s Civil Rights Coordinator.

ATTENTION: Language assistance services, free of charge, are available to you. If you need
these services, please contact Language Services at 601-984-2027.
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