M ! C T WV Mariposa W Amador W calaveras W Tuolumne

A Non-Profit Tribal Corporation

New Patient Registration (Minor Packet)

Section 1. Instructions

Return completed forms and supporting documentation to your local MACT Clinic or:

Mail: MACT Health Board, Inc. Fax: (209) 674-6200
Health Information Management Email: registration@macthealth.org
PO Box 939 Phone: (209) 754-6262

Angels Camp, CA 95222

Registration forms and supporting documentation will be reviewed for completeness and processed in the order
received. Incomplete forms will not be processed. Once registration forms have been processed, you will be
contacted to schedule your first appointment with each of the selected services in Section 2.

Section 2. Locations and Services

Please select the location and services that are of interest. Not all services are offered in all locations. A
representative will contact you with alternative options if we are unable to accommodate your primary
preference(s).

Locations: [ Jackson L1 Mariposa [L] San Andreas L1 Sonora
Services: L1 Behavioral Health [ Dental [ Medical

Specialty: (1 Native American Diabetic Program [J Neurology! [J Optometry! [J Pediatrics? (1 Podiatry®

1 Offered in San Andreas 2 Offered in Mariposa and Sonora 2 Offered in Jackson

Section 3. Waitlist

Note: Priority access is given to American Indian and Alaskan Native patients.

Are you interested in being added to a waitlist if your primary preference(s) cannot be accommodated at this
time? L1 Yes [ No (please contact your insurance company and request to change your PCP)

Section 4. Care, Custody, Control, and Conduct

Do any of the following apply? (Check all that apply. Additional supporting documentation required.)

[] Adoption [ Foster Care [ Legal Guardian

[ Caregiver [] Group Home (1 Legal Name Change

[] Court Ordered Parental Rights [] Guardian ad Litem (1 Self-sufficient Minor

[J Emancipated Minor [J Kinship Care [ Tribal Customary Adoption
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Section 5. Patient Information

Patient’s Legal Name:

Last First Middle
Gender Identity: [1 Male L1 Female [ Other: Date of Birth:
Social Security Number: Primary Language:
Physical Address:
City: State: Zip:
Mailing Address:
City: State: Zip:
Phone:

Home Work Cell

Preferred Contact: [0 Home OO Cell OO Work Okay to leave a detailed message? [ Yes [1 No

Email Address: Employer:

American Indian or Alaskan Native Eligibility

Tribe of Membership Roll Number Certificate of Indian Blood (CIB) State Where Enrolled

Race and Ethnicity

Please check one box that best describes your race or ethnicity.

] American Indian/Alaska Native Asian (1 Other Asian
[J Black or African American I Multiple Asian® [J Vietnamese
[J Hispanic or Latino [J Cambodian Pacific Islander
] White [] Chinese [ Multiple Pacific Islander?
[ Multiple Races? LI Filipino (] Guamanian
LI Indian (1 Hawaiian
[1 Japanese (] Samoan
[ 1 Korean [ Other Pacific Islander
[ Laotian

L1f you identify with Hispanic or Latino (alone or in combination with any other race)

2 1f you identify with more than one race that is not Hispanic or Latino, select Multiple Races.
% If you identify with more than one Asian ethnicity, select Multiple Asian.

* If you identify with more than one Pacific Islander ethnicity, select Multiple Pacific Islander.
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Section 6. Parent or Legal Guardian Information

Primary Parent or Guardian Name:

Gender Identity: O Male (O Female I Other: Date of Birth:
Relationship to Patient:

01 Parent O County Case Worker [0 Guardian ad Litem [ Other:
[0 Adoptive Parent O Court-ordered Custodial Parent [ Legal Guardian

[ Caregiver [ Foster Care Parent [ Social Worker

Social Security Number: Primary Language:

Physical Address:

City: State: Zip:

Mailing Address:

City: State: Zip:

Phone:

Home Work Cell
Preferred Contact: [0 Home OO Cell OO Work Okay to leave a detailed message? [ Yes [ No

Email Address: Employer:

Secondary Parent or Guardian Name:

Gender Identity: (0 Male 0 Female [0 Other: Date of Birth:
Relationship to Patient:

01 Parent O County Case Worker [0 Guardian ad Litem [ Other:
[0 Adoptive Parent O Court-ordered Custodial Parent [ Legal Guardian

[ Caregiver [ Foster Care Parent [ Social Worker

Social Security Number: Primary Language:

Physical Address:

City: State: Zip:

Mailing Address:

City: State: Zip:

Phone:

Home Work Cell
Preferred Contact: [0 Home OO Cell OO Work Okay to leave a detailed message? [ Yes [1 No

Email Address: Employer:
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Section 7. Insurance Information

Do you have insurance? [] Yes [] No

Are you interested in our sliding fee scale? [ Yes [1 No

Medical Insurance

Primary Insurance Company: LI N/A
Policy Number: Group Number:

Guarantor Name: Date of Birth:

Secondary Insurance Company: L1 N/A
Policy Number: Group Number:

Guarantor Name: Date of Birth:

Tertiary Insurance Company: LI N/A
Policy Number: Group Number:

Guarantor Name: Date of Birth:

Dental Insurance

Primary Insurance Company: L1 N/A
Policy Number: Group Number:

Guarantor Name: Date of Birth:

Secondary Insurance Company: L1 N/A
Policy Number: Group Number:

Guarantor Name: Date of Birth:

Vision Insurance

Insurance Company: L1 N/A

Policy Number:

Group Number:

Guarantor Name:

Date of Birth:

Effective:; 09/17

4|Page




Section 8. Financial Agreement

Financial Policy. MACT Health Board, Inc. “MACT” follows regulations and laws set by Indian Health
Services and the State of California. Depending on your status, you will be financially responsible for all, part,
or none of the services performed at any of our clinics, as well as any and all costs associated with the collection
of services rendered. Proof of eligibility for Medicare, MediCal, and contracted insurance companies is the
responsibility of the patient. It is your responsibility to know your insurance plan, covered benefits, and co-pays
and deductibles. MACT will submit insurance claims for patients whose insurance is provided by a health plan
in which it contracts however; MACT expects same day payment for all co-payments, deductibles, and non-
covered services. In cases where patients are required to pay cash for an appointment, a close approximation of
the cost must be paid on the day services are rendered. If the actual cost of the treatment amount is different, the
difference will be billed or refunded to the patient.

Authorization to Release Information and Assignment of Benefits. MACT has my permission to release
information as needed for insurance processing and for my insurance to release payment to MACT Health
Board, Inc.

Medicare Authorization: | agree that payment of authorized Medicare benefits be made on my behalf to
MACT for any services provided. | authorize any holder of my medical information to release to the Health
Care Financing Administration and its agents any information needed to determine these benefits or the benefits
payable for related services. | understand that my signature requests that payment be made and authorizes
release of medical information to pay the claim. If “other health insurance” is indicated in item 9 of the HCFA-
1500 form, or elsewhere on other approved claim forms or electronically submitted claims, my signature
authorizes release of the information to the insurer or agency shown. In Medicare assigned cases, the physician
or supplier agrees to accept the charge determination of the Medicare carrier as the full charge, and I will be
responsible only for the deductible, coinsurance, and non-covered services. Coinsurance and the deductible
amounts are based upon the charge determination of the Medicare carrier.

Section 9. Emergency Contact Information

Emergency Contact’s Name:

Last First Middle

Relationship to Patient: Phone Number:

LI I decline to provide an emergency contact

Section 10. Pharmacy

MACT Health Board, Inc. “MACT” participates in the 340B Drug Pricing Program which may increase access
and convenience to prescription drugs for our patients. Are you interested in changing your pharmacy to a
pharmacy that has contracted with MACT for 340B pricing? [ Yes L1 No

Preferred Pharmacy:

Phone: Fax:
Address:
City: State: Zip:
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Section 11 Acknowledgements and Authorization

By signing this document, you certify that the information provided throughout this form is true and accurate.
Additionally, you indicate receipt, understanding, and acceptance of the following MACT Health Board, Inc.
forms and policies:

e Appointment Cancellations and No-Shows

e Financial Agreement

e Notice of Privacy Practices

e Pain Management Agreement

e For Dental Patients: Dental Board of California’s Dental Materials Fact Sheet

Furthermore, you acknowledge and accept that MACT Health Board, Inc. employs and uses the services of
Non-Physician Medical Practitioners (NMPs) such as Physicians Assistants and Nurse Practitioners. You
may be treated by an NMP.

I/we certify that I/we have read and understand the above information to the best of my/our knowledge.
The undersigned patient, and/or responsible party gives permission for MACT Health Board, Inc. to
administer healthcare treatment and advice as necessary.

1

Print Name of Patient Signature of Patient MM DD YYYY Relationship to Patient
1

Print Name of Parent/Authorized Representative ~ Signature of Parent/Authorized Representative! MM DD YYYY Relationship to Patient

LIf this form is completed and signed by a non-custodial parent, including but not limited to a legal guardian,
person(s) having legal custody of the minor, or a caregiver of the child who is a relative of the child and who
may authorize medical care and dental care under Section 6550 of the California Family Code, supporting legal
documentation is required.

Section 12. Further Instructions

Please return the following forms to MACT Health Board, Inc. as instructed in Section 1:
[] Pages 1-6 of the Patient Registration Packet and supporting documentation

[ 1 Health History Questionnaire

[] For Medicare Patients: Medicare Secondary Payer Questionnaire

[I Authorization for Use or Disclosure of Protected Health Information, optional
[I Authorization for Third-Party Consent to Treatment of Minor Lacking Capacity to Consent, optional
LI Permission to Verbally Discuss Protected Health Information, optional
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M ! C T WV Mariposa W Amador W calaveras W Tuolumne

A Non-Profit Tribal Corporation

Health History Questionnaire (Minor)

Patient Name: Date:

Date of Birth: MRN:

Internal Use Only

1. Most Recent Physician’s Name: (] None
Phone: Fax:
Address:
City: State: Zip:

2. Most Recent Dentist’s Name: [ None
Phone: Fax:
Address:
City: State: Zip:

3. Most Recent Optometrist’s Name: L1 None
Phone: Fax:
Address:
City: State: Zip:

4. Have you been under the care of a medical doctor during the past two years? [ Yes [1 No

If Yes, for what?

Medications

5. Are you taking any medication including non-prescription drugs? [ Yes [ No
If yes, please list name(s) and dosage:

Medication: Dosage:

Effective: 09/17
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Medication:

Medication:

Medication:

Medication:

Medication:

Medication:

Medication:

Dosage:

Dosage:

Dosage:

Dosage:

Dosage:

Dosage:

Dosage:

6. Do you take BISPHOSPHONATE medications? [ Yes [] No [] Unsure

Household

7. Please list all those living in your/child’s home.

Name

Relationship to
You/Your Child

Date of Birth

Health Problems

8. Are there siblings not listed? If so, please list their names, ages, and where they live.

9. What is your/child’s living situation if not with both biological parents?

[J Lives with adoptive parents [1 Joint custody [ Single custody [ Lives with foster family

10. If one or both parents are not living in the home, how often does the child see the parent(s) not in the home?

Effective: 09/17
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Birth History

[1 Don’t know birth history

11.
12.

13.

14.

15.

16.

17.

18.
19.

Birth weight:

Was the baby born at term? [ Yes [J No [J Unsure

a. If no, how many weeks along?

] Unsure

Was the delivery [ vaginal L] cesarean? ] Unsure

a. If cesarean, why?

Were there any prenatal or neonatal complications? [] Yes [J No [J Unsure

a. If yes, explain:

Was a NICU stay required? [ Yes [J No L] Unsure

a. If yes, explain:

During pregnancy, did mother: [] Use tobacco [] Drink alcohol [] Use drugs or medications
(1 Use prenatal vitamins

Was initial feeding: [ formula [ breast milk?

How long were you/your child breastfed?

Did you/your baby go home with mother from the hospital? [J Yes L[] No [1 Unsure

General

20.
21.
22,
23.
24,
25.

Do you consider yourself/your child to be in good health? [] Yes L1 No LI Unsure

Do you/your child have any serious illnesses or medical conditions? [] Yes [L1 No L1 Unsure
Have you/your child had any surgery? L1 Yes [] No L1 Unsure

Have you/your child ever been hospitalized? [1 Yes L1 No LI Unsure

Are you/your child allergic to medicine or drugs? [1 Yes L1 No I Unsure

Do you feel your family has enough to eat? [ Yes [L1 No L1 Unsure

Allergies

26. Are you aware of having an allergic or adverse reaction to any medication, food or substance? [1 Yes L1 No

[J Sulfa drugs [J Metals (nickel, mercury, etc.) [] Sedatives

[ Barbiturates [ Penicillin or other antibiotics (] Aspirin

[] lodine [J Local anesthetics (e.g. Novocain) [J Latex
Medication/Food/Substance: 1 Allergic L1 Adverse
Medication/Food/Substance: L1 Allergic L1 Adverse
Medication/Food/Substance: L1 Allergic L1 Adverse
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Past History and Current Conditions

27. Indicate which of the following you/your child have had, or have at present (check all that apply):

[ 1 Heart (surgery, disease, attack)
[] Chest pain

[ Congenital heart disease

[J Heart murmur

[1 High blood pressure

L1 Mitral valve prolapse

[J Artificial heart valve

[ ] Heart pacemaker

[ Arthritis/rheumatism

[J Swollen ankles

[] Stroke

[ I Diet (special/restricted)

[ 1 Obesity

L1 Artificial joints (hip, knee, etc.)

[1 Kidney disease or urologic malformations

[I Drug or alcohol use/abuse

[] Tobacco use

[I Thyroid or other endocrine problems
[1 Ulcers

[I Diabetes

[J Glaucoma

[J Emphysema

] Chronic cough

[J Tuberculosis

[] Asthma, bronchitis, or pneumonia
[J Latex sensitivity

[ Allergies or hives

[] Nasal allergies

[ Sinus trouble

[1 Radiation therapy

[] Chemotherapy

[J Tumors/cancer

[] Anemia or bleeding problem

[J Malignancy/bone marrow transplant
[ Hepatitis A, B, C

[ Sexually transmitted infection

1 AIDS

L1 HIV

Effective: 09/17

[J Cold sores/fever blisters

[J Blood transfusion

[] Hemophilia

[ Sickle cell disease

L1 Bruise easily

[ Liver disease

[I Neurological disorders and/or convulsions

L1 Epilepsy or seizures

[I Fainting or dizzy spells

[ 1 Frequent headaches

[J Nervousness/anxiousness

[1 Psychiatric/psychological care

[I ADHD/anxiety/mood problems/depression

I Chickenpox

L1 Frequent ear infections

[1 Problems with ears of hearing

1 Problems with eyes or vision

[1 Organ transplant

[I Frequent abdominal pain

[I Constipation requiring doctor visits

[J Recurrent urinary tract infections and problems
[] Congenital cataracts/retinoblastoma

[] Metabolic/genetic disorders

[ Bed-wetting (after 5 years old)

[1 Sleep problems; snoring

1 Chronic or recurrent skin problems (acne, eczema)
[J History of serious injuries/fractures/concussions
[] Developmental delay

[1 Dental decay

1 History of family violence

1 Other:

For Females
1 Problems with your/her periods
[] Has had first period
L1 Age of first period:
[ 1 Pregnancy
] Nursing
I Taking birth control pills
4|Page




Biological Family Medical History

28. Do any of the following conditions run in your family? (check all that apply)

[ None

[ I Childhood hearing loss

[1 Nasal allergies

[1 Asthma

I Tuberculosis

[ 1 Heart disease (before age 55)
[1 High cholesterol/takes cholesterol medication
] Anemia

[1 Bleeding disorder

[1 Dental decay

[ Cancer

[ Liver disease

[1 Kidney disease

[ I Diabetes (before age 55)
[ 1 Bed-wetting (after age 10)
[ 1 Obesity

[ 1 Epilepsy or convulsions
[J Alcohol abuse

[1 Drug abuse

[1 Mental illness/depression
[J Developmental disability
[J Immune problems, HIV, or AIDS
[] Tobacco Use

[] Other:

Immunizations

29. Please provide the approximate dates of the following immunizations or select L1 Unknown

Tetanus: Influenza:

Month Year

Pneumonia:

Year Month

Year

Present Dental Conditions, Treatments, and Appliances

30. Do your gums bleed while flossing or brushing? [1 Yes L1 No

31. Do you experience tooth sensitivity to hot/cold foods/liquids? [1 Yes L] No

32. Do you experience tooth sensitivity to sweet/sour foods/liquids? L[] Yes L1 No

33. Are you experiencing the presence of sores or lumps in or near your mouth? [ Yes [ No
34. Are you experiencing pain in a specific location? L] Yes [ No

35. Do you have a history of head, neck or jaw injuries? L1 Yes [] No

36. Are you experiencing jaw pain (joint, ear, side of face)? L1 Yes L1 No

37. Are you having difficulty opening or closing? [1 Yes L1 No

38. Do you bite your lips and/or cheeks frequently? [1 Yes L1 No

39. Do you experience jaw clicking? [ Yes L1 No

40. Do you have difficulty chewing? [1 Yes L1 No

41. Do you experience frequent headaches? L1 Yes [1 No

42. Do you clench your teeth? [] Yes L] No

43. Do you grind your teeth? [1 Yes L1 No

44. Have you experienced prolonged bleeding? [1 Yes L1 No

45. Have you undergone orthodontic treatment? [1 Yes [1 No

46. Do you have full or partial dentures? [1 Yes [J No

47. Do you snore while sleeping? [ Yes [1 No

48. In the past, have you had to take an antibiotic before dental treatment? L1 Yes [1 No

Effective: 09/17
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Vision History

49. When was your last eye exam? L1 N/A
50. Do you wear glasses? [1 Yes [1 No

51. Do you have blurry vision? [] Yes [J No

52. Have you ever had any eye surgery in the past? L[] Yes [1 No

53. Have you ever had any of the following symptoms? [Jitching (Iburning Cltearing Clpain Clflashes [CIfloaters
54. Do you have any disease, condition, or problem not listed above? [1 Yes [ No [

If Yes, please explain:

Acknowledgement

I understand the above information is necessary to provide me with medical, dental, behavioral health, and/or
vision care in a safe and efficient manner. | have answered all questions to the best of my knowledge. Should
further information be needed, you have my permission to ask the respective health care provider or agency,
who may release such information to you.

Additionally, if | ever have any changes in my personal information, health status, or my medication, I will
inform my provider(s) at my next appointment, at the latest.

I/

Print Name of Patient Signature of Patient MM DD YYYY Relationship to Patient
I/

Print Name of Parent/Authorized Representative ~ Signature of Parent/Authorized Representative? MM DD YYYY Relationship to Patient

LIf this form is completed and signed by anyone other than a custodial parent(s) of a minor, including but not

limited to a legal guardian(s), person(s) having legal custody of the minor, or a caregiver of the child who is a
relative of the child and who may authorize medical care and dental care under Section 6550 of the California
Family Code, supporting legal documentation is required.

For Internal Use Only

HT: WT: BP: / P: TEMP: BG: AGE:

Reviewed By: Date:
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M ! C T WV Mariposa W Amador W calaveras W Tuolumne

A Non-Profit Tribal Corporation

Medicare as a Secondary Payer Questionnaire

As a Medicare provider, MACT Health Board, Inc. is required to obtain and complete Medicare payer
information from every Medicare beneficiary (patient), at least every ninety (90) days. You will be asked to
provide this information at the time of your visit however; you can complete this questionnaire in advance to
expedite the process.

Patient Information

Patient’s Legal Name:

Last First Middle

Date of Birth: Medicare Number:

Accident and Insurance Details

1. Istoday’s visit due to a work-related accident and/or condition? [] Yes [1 No
Check all that apply:

[ Work-related accident L1 Auto accident [1 Other accident (e.g. in store or restaurant)

Date of Incident:

If you answered YES to the question above, please provide your No Fault/Liability Insurance
information below.

Insurance Company

Mailing Address

City State Zip Code
Phone No. Policy ID No. Group ID No.
Insured’s Name Employer Name

Benefits

2. Are you receiving benefits from any of the following programs? [ Yes [] No
Check all that apply:
[J Black lung [ Research grant [ Veteran Affairs
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Eligibility

3. Are you eligible for Medicare as a result of any of the following? [I Yes L1 No
Check all that apply:
[1 Age 1 Disability [ End-stage renal (kidney) disease

Employment/Group Health Plan Information

4. Are you currently employed?
5. Do you have Group Health Plan (GHP) coverage?
a. If yes, how many employees are there?
[J Under 20 [J Over 20 LJ Over 100

b. Group Health Plan Name:
6. Are you retired?

a. If yes, what was your retirement date?

Family Member(s)’ Employment/Group Health Plan Information

7. Is your spouse or other family member currently employed?
8. Does your family member have Group Health Plan (GHP) coverage?
a. If yes, how many employees are there?
[J Under 20 [J Over 20 [J Over 100

b. Group Health Plan Name:

9. Is your spouse or family member retired?

a. If yes, indicate retirement date:

Acknowledgement

I certify that I have answered these questions to the best of my knowledge.

[/

Print Name of Patient Signature of Patient MM DD YYYY Relationship to Patient

[/

Print Name of Parent/Authorized Representative ~ Signature of Parent/Authorized Representative! MM DD YYYY Relationship to Patient

LIf this form is completed and signed by an authorized representative of an adult or anyone other than a
custodial parent(s) of a minor, including but not limited to a legal guardian(s), person(s) having legal custody of
the minor, or a caregiver of the child who is a relative of the child and who may authorize medical care and
dental care under Section 6550 of the California Family Code, supporting legal documentation is required.
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M ! C T WV Mariposa W Amador W calaveras W Tuolumne

A Non-Profit Tribal Corporation
Authorization for Third-Party Consent to Treatment of a Minor Lacking Capacity to Consent

I/We, the undersigned individual(s) who has/have legal authority to consent to the treatment of

, @ minor, whose date of birth is

Minor’s Name

/ / , do hereby authorize
Month Day Year Agent’s Name

as agent for the undersigned, to consent to any medical or surgical diagnosis or treatment, anesthetic or x-ray
examination, or any other clinical care which is deemed advisable by, and is to be rendered under the general or
special supervision of the child’s provider(s) at MACT Health Board, Inc.

It is understood that this authorization is given in advance of any specific diagnosis or treatment being required,
but is given to provide authority to the above-named agent to give specific consent to any and all such diagnosis
and treatment which a MACT Health Board, Inc. clinician may, in the exercise of her/his best judgement, deem
advisable. This authorization is given pursuant to the provisions of California Family Code Section 6910.

I/We hereby authorize MACT Health Board, Inc. to surrender physical custody of the minor to the above-
named agent following treatment given pursuant to the provisions of California Family Code Section 6910. This
authorization is given pursuant to California Health and Safety Code Section 1283.

This authorization expires:

[J When | revoke it in writing, [ One (1) year from the date signed, or [J On / /
Month Day Year

Authorizations revoked in writing shall remain in effect until a valid revocation request has been received by:

MACT Health Board, Inc.
Privacy Office

PO Box 939

Angels Camp, CA 95222

[/

Print Name of Parent/Authorized Representative ~ Signature of Parent/Authorized Representative? MM DD YYYY Relationship to Patient

[/

Print Name of Parent/Authorized Representative ~ Signature of Parent/Authorized Representative MM DD YYYY Relationship to Patient

LIf this form is completed and signed by anyone other than a custodial parent(s) of a minor, including but not
limited to a legal guardian(s), person(s) having legal custody of the minor, or a caregiver of the child who is a
relative of the child and who may authorize medical care and dental care under Section 6550 of the California
Family Code, supporting legal documentation is required.
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Decline or Start Sharing/Information Request

PLEASE CHECK (\) THE STATEMENT(S) BELOW THAT APPLY:

MY FULL NAME: RELATIONSHIP TO PATIENT
Oser O parent/guardian

Name of Patient: Patient’s Street Address:
Patient Date of Birth: Patient’s City/Zip Code:
Patient ID (optional): Patient County:

Patient Phone:

DECLINE SHARING

O | DECLINE to allow my/my child’s immunization/ tuberculosis (TB)
screening test record to be shared with other health care providers,
agencies, or schools in the California Inmunization Registry (CAIR).*

* Note: The immunization record/TB Tests may still be recorded in the registry for use by your
physician’s office. By law, public health officials can also access immunization/TB test records
in the case of a public health emergency.

START SHARING (Declined earlier, now have changed mind and wish to share.)

O 1 ALLOW my/my child’s immunization/TB test record to be shared with other
health care providers, agencies, or schools in CAIR.

REQUEST INFORMATION

O | REQUEST a list of agencies who have viewed my/my child’s CAIR
immunization/TB test record.

O | REQUEST to review or correct my/my child’s CAIR immunization/TB test record.
| understand that any changes made to this record must be verified by appropriate
documentation from my health care provider.

Signature: Date:

Fax or email this form to the CAIR Help Desk at
1-888-436-8320, CAIRHelpDesk@cdph.ca.gov

California Department of Public Health, Immunization Branch IMM-892 E/S 10/16/2013
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A Non-Profit Tribal Corporation

PLEASE READ

All documents following this page are to be retained by the
patient. Do not send these documents back with your
registration packet. Please keep them for your records.

Thank you,
MACT Health Board, Inc.
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WV Mariposa W Amador W Calaveras W Tuolumne

MACT s

A Non-Profit Tribal Corporation

Notice of Privacy Practices
(Pursuant to 45 CFR 164.520)

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.

This Notice is effective on July 1, 2017.
If you have any questions about this notice, please contact:

MACT Health Board, Inc.

Privacy Office

Attn: Compliance and Privacy Officer
PO Box 939

Angels Camp, CA 95222

Toll Free Hotline: (866) 811-0192
A. WHO WILL FOLLOW THIS NOTICE
This notice describes the privacy practices of MACT Health Board, Inc. and that of:

e Any health care professional authorized to enter information into your health record.
e All departments, units, clinics, facilities, and offices.
o All employees, staff and other personnel.

All these entities, sites and locations follow the terms of this notice. In addition, these entities, sites and
locations may share your information with each other for treatment, payment or health care operations purposes
described in this notice.

B. OUR PLEDGE REGARDING MEDICAL, DENTAL, AND BEHAVIORAL HEALTH
INFORMATION

e We understand that information about you and your health is personal.
e We are committed to protecting information about you.

We create a record of the care and services you receive. We need this record to provide you with quality care and to
comply with certain legal requirements. This notice applies to all of the records of your care generated by us, whether
made by our personnel or your provider.

This notice will tell you about the ways in which we may use and disclose information about you. We also
describe your rights and certain obligations we have regarding the use and disclosure of your information.

We are required by law to:
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e Make sure that information that identifies you is kept private (with certain exceptions);
e Give you this notice of our legal duties and privacy practices with respect to information about you; and
e Follow the terms of the notice that is currently in effect.

C. HOW WE MAY USE AND DISCLOSE MEDICAL, DENTAL, AND BEHAVIORAL HEALTH
INFORMATION ABOUT YOU

The following categories describe different ways that we use and disclose information. For each category of
uses or disclosures we will explain what we mean and try to give some examples. Not every use or disclosure in
a category will be listed. However, all of the ways we are permitted to use and disclose information will fall
within one of the categories.

1. DISCLOSURE AT YOUR REQUEST

We may disclose information when requested by you. Disclosures at your request may require a written and
signed authorization by you.

2. FOR TREATMENT

We may use information about you to provide you with medical treatment or services. We may disclose
information about you to doctors, nurses, technicians, health care students, or other personnel who are involved
in taking care of you. For example, a doctor treating you for a broken leg may need to know if you have
diabetes because diabetes may slow the healing process. Another example is a doctor treating you for a mental
health condition may need to know what medications you are currently taking, because the medications may
affect what other medications may be prescribed for you.

3. FOR PAYMENT

We may use and disclose information about you so that the treatment and services you receive may be billed to
and payment may be collected from you, an insurance company or a third party. For example, we may need to
give information about treatment you received to your health plan so it will pay us or reimburse you for the
treatment.

4. FOR HEALTH CARE OPERATIONS

We may use and disclose information about you for health care operations. These uses and disclosures are
necessary to run our facility and make sure that all of our patients receive quality care. For example, we may
use information to review our treatment and services and to evaluate the performance of our staff in caring for
you.

5. INCIDENTAL USES AND DISCLOSURES

There are certain incidental uses or disclosures of your health information that occur while we are providing
services to you or conducting our business. For example, other individuals waiting in the same area may hear
your name called. We will make reasonable efforts to limit these incidental uses and disclosures.

6. FUNDRAISING ACTIVITIES

We may use information about you for fundraising purposes, but only with a valid signed authorization from
you.

Effective: 07/17 2|Page




7. FAMILY MEMBERS OR OTHERS YOU DESIGNATE

If a request for information is made by your spouse, parent, child, or sibling and you are unable to authorize the
release of this information, we are required to give the requesting person notification of your presence in our
facility. Unless you request that this information not be provided, we must make reasonable attempts to notify
your next of kin or any other person designated by you, for your release, transfer, serious illness, injury, or
death only upon request of the family member.

8. TO INDIVIDUALS INVOLVED IN YOUR CARE OR PAYMENT FOR YOUR CARE

We may release information about you to a friend or family member who is involved in your medical care. We
may also give information to someone who helps pay for your care. In addition, we may disclose information
about you to an organization assisting in a disaster relief effort so that your family can be notified about your
condition, status and location.

9. RESEARCH

Under certain circumstances, we may use and disclose information about you for research purposes. For
example, a research project may involve comparing the health and recovery of all patients who received one
medication to those who received another, for the same condition.

10. AS REQUIRED BY LAW
We will disclose about you when required to do so by federal, state or local law.
11. TO AVERT A SERIOUS THREAT TO HEALTH OR SAFETY

We may use and disclose information about you when necessary to prevent a serious threat to your health and
safety or the health and safety of the public or another person.

12. HEALTH INFORMATION EXCHANGE

We may share your health information electronically with other groups through a Health Information Exchange
network. These other groups may include hospitals, laboratories, doctors, public health departments, health
plans, and other participants. Sharing data electronically is a faster way to get your health data to the providers
treating you. For example, if you travel and need treatment, it allows other doctors that participate to
electronically access your information to help care for you. We are also involved in the Affordable Care Act
and may use and share information as permitted to achieve national goals related to meaningful use of
electronic health systems.

13. SPECIAL SITUATIONS
a. ORGAN AND TISSUE DONATION

We may release information to organizations that handle organ procurement or organ, eye or tissue
transplantation or to an organ donation bank.

b. MILITARY AND VETERANS

If you are a member of the armed forces, we may release information about you as required by military
command authorities.

Effective: 07/17 3|Page




c. WORKERS’ COMPENSATION

We may release information about you for workers’ compensation or similar programs. These programs provide
benefits for work-related injuries or illness.

d. PUBLIC HEALTH ACTIVITIES

We may disclose information about you for public health activities. These activities may include, without
limitation, the following:

To prevent or control disease, injury or disability;

To report births and deaths;

To report regarding the abuse or neglect of children, elders and dependent adults;

To report reactions to medications or problems with products;

To notify people of recalls of products they may be using;

To notify a person who may have been exposed to a disease or may be at risk for contracting or

spreading a disease or condition;

e To notify the appropriate government authority if we believe a patient has been the victim of abuse,
neglect or domestic violence. We will only make this disclosure if you agree or when required or
authorized by law;

e To notify emergency response employees regarding exposure to HIV/AIDS, to the extent necessary to

comply with state and federal laws.

e. HEALTH OVERSIGHT ACTIVITIES

We may disclose information to a health oversight agency for activities authorized by law. These oversight
activities may include audits, investigations, inspections, and licensure. These activities are necessary for the
government to monitor the health care system, government programs and compliance with civil rights laws.

f. LAWSUITS AND DISPUTES

If you are involved in a lawsuit or a dispute, we may disclose information about you in response to a court or
administrative order. We may also disclose information about you in response to a subpoena, discovery request,
or other lawful process by someone else involved in the dispute, but only if efforts have been made to tell you
about the request (which may include written notice to you) or to obtain an order protecting the information
requested. We may disclose mental/behavioral health information to courts, attorneys, and court employees in
the course of conservatorship, and certain other judicial or administrative proceedings.

g. LAW ENFORCEMENT
We may release information if asked to do so by a law enforcement official:

e Inresponse to a court order, subpoena, warrant, summons or similar process;

e To identify or locate a suspect, fugitive, material witness, escapees and certain missing persons;

e About the victim of a crime if, under certain limited circumstances, we are unable to obtain the person’s
agreement;

e To report abuse, neglect, or assaults as required or permitted by law

e To report certain threats to third parties

e |f the police bring you to our facility and ask us to test your blood for alcohol or substance abuse;

e About a death we believe may be the result of criminal conduct;

e About criminal conduct at our facility;
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e In emergency circumstances to report a crime; the location of the crime or victims; or the identity,
description or location of the person who committed the crime;
e When requested by an officer who lodges a warrant with the facility;

e If you are in police custody or are an inmate of a correctional institution and the information is necessary
to provide you with health care, to protect your health and safety, the health and safety of others or for
the safety and security of the correctional institution.

h. CORONERS, MEDICAL EXAMINERS, AND FUNERAL DIRECTORS

We may release information to a coroner or medical examiner. This may be necessary, for example, to identify
a deceased person or determine the cause of death. We may also release information about patients to funeral
directors as necessary.

i. NATIONAL SECURITY AND INTELLIGENCE ACTIVITIES

We may release information about you to authorize federal officials for intelligence, counterintelligence, and
other national security activities authorized by law.

J. PROTECTIVE SERVICES FOR THE PRESIDENT AND OTHERS

We may disclose information about you to authorized federal officials so they may provide protection to the
President, elective constitutional officers and their families, or foreign heads of state or conduct special
investigations.

k. ADVOCACY GROUPS

We may disclose mental/behavioral health information to Disability Rights California for the purposes of
certain investigations as permitted by law.

. DEPARTMENT OF JUSTICE

We may disclose limited information to the California Department of Justice for movement and identification
purposes about certain criminal patients, or regarding persons who may not purchase, possess or control a
firearm or deadly weapon.

m. MULTIDISCIPLINARY PERSONNEL TEAMS

We may disclose information to a multidisciplinary personnel team relevant to the prevention, identification,
management or treatment of an abused child and the child’s parents, or elder abuse or dependent adult and
neglect.

n. SPECIAL CATEGORIES OF INFORMATION

In some circumstances, your information may be subject to restrictions that may limit or preclude some uses or
disclosures described in this notice. For example, there are special restrictions on the use or disclosure of certain
categories of information—e.g., tests for HIV or treatment for mental health conditions or alcohol and drug
abuse. Government health benefit programs, such as Medi-Cal, may also limit the disclosure of beneficiary
information for purposes unrelated to the program.

0. SENATE AND ASSEMBLY RULES COMMITTEES

We may disclose your information to the Senate or Assembly Rules Committee for purpose of legislative
investigation.
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p. PSYCHOTHERAPY NOTES

Psychotherapy notes means notes recorded (in any medium) by a health care provider who is a mental health
professional documenting or analyzing the contents of conversation during a private counseling session or a
group, joint, or family counseling session and that are separated from the rest of the individual’s medical record.

We may use or disclose your psychotherapy notes, as required by law, or:

For use by the originator of the notes

In supervised mental health training programs for students, trainees, or practitioners

By the covered entity to defend a legal action or other proceeding brought by the individual

To prevent or lessen a serious and imminent threat to the health or safety of a person or the public
For the health oversight of the originator of the psychotherapy notes

For use or disclosure to coroner or medical examiner to report a patient’s death

For use or disclosure to the Secretary of DHHS in the course of an investigation

D. YOUR RIGHTS REGARDING MEDICAL, DENTAL, AND BEHAVIORAL HEALTH
INFORMATION ABOUT YOU

You have the following rights regarding information we maintain about you:
1. RIGHT TO INSPECT AND COPY

You have the right to inspect and obtain a copy of information that may be used to make decisions about your
care. Usually, this includes medical and billing records, but may not include some mental health information.

To inspect and obtain a copy of information that may be used to make decisions about you, you must submit
your request in writing to the Health Information Management Department, PO Box 939, Angels Camp, CA
95222. If you request a copy of the information, we may charge a fee for the costs of copying, mailing or other
supplies associated with your request.

We may deny your request to inspect and obtain a copy in certain very limited circumstances. If you are denied
access to mental health/behavioral information, you may request that the denial be reviewed. Another licensed
health care professional chosen by us will review your request and the denial. The person conducting the review
will not be the person who denied your request. We will comply with the outcome of the review.

2. RIGHT TO AMEND

If you feel that information we have about you is incorrect or incomplete, you may ask us to amend the
information. You have the right to request an amendment for as long as the information is kept by us. To
request an amendment, your request must be made in writing and submitted to the Privacy Office, PO Box 939,
Angels Camp, CA 95222. In addition, you must provide a reason that supports your request.

We may deny your request for an amendment if it is not in writing or does not include a reason to support the
request. In addition, we may deny your request if you ask us to amend information that:

e Was not created by us, unless the person or entity that created the information is no longer available to
make the amendment;

e Is not part of the information kept by or for us;

e Is not part of the information which you would be permitted to inspect and copy; or

e Is accurate and complete.
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e Even if we deny your request for amendment, you have the right to submit a written addendum, not to
exceed 250 words, with respect to any item or statement in your record you believe is incomplete or
incorrect. If you clearly indicate in writing that you want the addendum to be made part of your health
record we will attach it to your records and include it whenever we make a disclosure of the item or
statement you believe to be incomplete or incorrect.

3. RIGHT TO AN ACCOUNTING OF DISCLOSURES

You have the right to request an “accounting of disclosures.” This is a list of the disclosures we made of
information about you other than our own uses for treatment, payment and health care operations (as those
functions are described above), and with other exceptions by law.

To request this list or accounting of disclosures, you must submit your request in writing to the Privacy Office,
PO Box 939, Angels Camp, CA 95222. Your request must state a time period which may not be longer than six
years and may not include dates before April 14, 2003. Your request should indicate in what form you want the
list (for example, on paper or electronically). The first list you request within a 12-month period will be free.
For additional lists, we may charge you for the costs of providing the list. We will notify you of the cost
involved and you may choose to withdraw or modify your request at that time before any costs are incurred. In
addition, we will notify you as required by law following a breach of your unsecured protected health
information.

4. RIGHT TO REQUEST RESTRICTIONS

You have the right to request a restriction or limitation on the information we use or disclose about you for
treatment, payment or health care operations. You also have the right to request a limit on the information we
disclose about you to someone who is involved in your care or the payment for your care, like a family member
or friend. For example, you could ask that we not use or disclose information about a surgery you had.

We are not required to agree to your request, except to the extent that you request us to restrict disclosure to a
health plan or insurer for payment or health care operations purposes if you, or someone else on your behalf
(other than the health plan or insurer), has paid for the item or service out of pocket in full. Even if you request
this special restriction, we can disclose the information to a health plan or insurer for purposes of treating you.

If we agree to another special restriction, we will comply with your request unless the information is needed to
provide you emergency treatment.

To request restrictions, you must make your request in writing to the Compliance Office, PO Box 939, Angels
Camp, CA 95222. In your request, you must tell us 1) what information you want to limit; 2) whether you want
to limit our use, disclosure or both; and 3) to whom you want the limits to apply, for example, disclosures to
your spouse.

5. RIGHT TO REQUEST CONFIDENTIAL COMMUNICATIONS

You have the right to request that we communicate with you about health matters in a certain way or at a certain
location. For example, you can ask that we only contact you at work or by mail. To request confidential
communications, you must make your request in writing to the Compliance Office, PO Box 939, Angels Camp,
CA 95222. We will not ask you the reason for your request. We will accommodate all reasonable requests.
Your request must specify how or where you wish to be contacted.
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6. RIGHT TO A PAPER COPY OF THIS NOTICE

You have the right to a paper copy of this notice. You may ask us to give you a copy of this notice at any time.
Even if you have agreed to receive this notice electronically, you are still entitled to a paper copy of this notice.

You may obtain a copy of this notice at our website: macthealth.org/privacy

To obtain a paper copy of this notice: Visit your local MACT Health Board, Inc. clinic, send a written request to
MACT Health Board, Inc., Privacy Office, PO Box 939, Angels Camp, CA 9522 or call toll-free (866) 811-
0192.

E. CHANGES TO THIS NOTICE

We reserve the right to change this notice. We reserve the right to make the revised or changed notice effective
for information we already have about you as well as any information we receive in the future. We will post a
copy of the current notice in the facility. The notice will contain the effective date on the first page.

F. COMPLAINTS

If you believe your privacy rights have been violated, you may file a complaint with us or with the Secretary of
the U.S. Department of Health and Human Services. All complaints must be submitted in writing. You will not
be penalized for filing a complaint. To file a complaint with us, contact:

MACT Health Board, Inc.

Privacy Office

Attn: Compliance and Privacy Officer
PO Box 939

Angels Camp, CA 95222

Toll Free Hotline: (866) 811-0192

G. OTHER USES OF MEDICAL, DENTAL, AND BEHAVIORAL HEALTH INFORMATION

Other uses and disclosures of information not covered by this notice of the laws that apply to us will be made
only with your written permission. If you provide us permission to use or disclose information about you, you
may revoke the permission, in writing, at any time. If you revoke your permission, this will stop any further use
or disclosure of your information for the purposes covered by your written authorization, except if we have
already acted in reliance on your permission. You understand that we are unable to take back any disclosures
we have already made with your permission, and that we are required to retain our records of the care that we
provided to you.
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Appointment Cancellation and No-Show Policies

MACT Health Board's mission is to provide our patients with the best possible care. We want to be able to offer
all patients a chance to have access to health care. We understand unforeseen events do occur and we will do
our best to assist you with your health care needs.

Missed/Broken Appointments

A patient who fails to arrive at the clinic or call to cancel their appointment 24 hours prior to the scheduled time
will be considered a "broken appointment.”

Late Patients

A patient is considered late if they arrive 15 minutes after the scheduled appointment time. MACTSs goal and
desire is to see all patients and we will do our best to accommodate you.

First Late Appointment

If the appointment can still be done in the remaining time, the visit will be initiated and our late policy will be
reviewed with the patient.

Second Late Appointment

A second late appointment within a one (1) year time frame is considered a missed appointment and you may be
seen at the discretion of our providers. No future appointments will be made at this time. You will be asked to
come in for a "walk-in" appointment. Please be aware "walk-in" appointments are based on provider
availability.

Cancellations
When cancelling an appointment, 24 hour notification is required.

Patients who establish a reliable pattern of keeping their appointments will be allowed to schedule appointments
in advance based on provider recommendation.

We appreciate your cooperation in making health care accessible to all of our patients.
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Immunization Registry Notice to Patients and Parents

Immunizations or ‘shots’ prevent serious diseases. Tuberculosis (TB) screening tests help to determine if
you may have TB infection and can be required for school or work. Keeping track of shots/TB tests you
have received can be hard. It's especially hard if more than one doctor gave them. Today, doctors use a
secure computer system called an immunization registry to keep track of shots and TB tests. If you change
doctors, your new doctor can use the registry to see the shot/TB test record. It's your right to choose if you
want shot/TB test records shared in the California Immunization Registry.

How Does a Registry Help You?

= Keeps track of all shots and TB tests (skin tests/chest x-rays), so you don’t miss any or get too many
= Sends reminders when you or your child need shots

= Gives you a copy of the shot/TB record from the doctor

= Can show proof about shots/TB tests needed to start child care, school, or a new job

How Does a Registry Help Your Health Care Team?

Doctors, nurses, health plans, and public health agencies use the registry to:

= See which shots/TB tests are needed = Prevent disease in your community
= Remind you about shots needed = Help with record-keeping

Can Schools or Other Programs See the Registry?

Yes, but this is limited. Schools, child care, and other agencies allowed under California law may:
= See which shots/TB tests children in their programs need

= Make sure children have all shots/TB tests needed to start child care or school

What Information Can Be Shared in a Registry?
= patient’s name, sex, and birth date = limited information to identify patients
= parents’ or guardians’ names = details about a patient’s shots/TB tests

What's entered in the registry is treated like other private medical information. Misuse of the registry can be
punished by law. Under California law, only your doctor’s office, health plan, or public health department
may see your address and phone number.

Patient and Parent Rights

It's your legal right to ask:

= not to share your (or your child’s) registry shot/TB test records with others besides your doctor”
= not to get shot appointment reminders from your doctor’s office

= to look at a copy of your or your child’s shot/TB test records

= who has seen the records or to have the doctor change any mistakes

If you DO want your or your child’s records in the registry, do nothing. You're all done.

If you DO NOT want your doctor’s office to share your immunization/TB test information with other registry
users, tell your doctor or download a “Decline or Start Sharing/Information Request Form” from the CAIR
website (http://cairweb.org/cair-forms/) and FAX or email it to the CAIR Help Desk at 1-888-436-8320 or
CAIRHelpDesk@cdph.ca.qgov.

For more information, contact the CAIR Help Desk at 800-578-7889 or CAIRHelpDesk@cdph.ca.gov

* By law, public health officials can also look at the registry in the case of a public health emergency.

California Department of Public Health: Med Office 1Z Registry Disclosure Letter rev 7/13 IMM-891 E/S




Dental Materials — Advantages & Disadvantages

PORCELAINFUSED
TO METAL

This type of porcelain is a glass-
like material that is “enameled”
on top of metal shells. It is tooth-
colored and is used for crowns
and fixed bridges

Advantages

Good resistance to further
decay if the restoration fits well

Very durable, due to metal
substructure

The material does not cause
tooth sensitivity

Resists leakage because it can
be shaped for a very accurate
fit

Disadvantages

*  More tooth must be removed
(than for porcelain) for the
metal substructure

e Higher cost because it requires
at least two office visits and
laboratory services

GOLDALLOY

Gold alloy is a gold-colored
mixture of gold, copper, and other
metals and is used mainly for
crowns and fixed bridges and
some partial denture frameworks

Advantages

Good resistance to further
decay if the restoration fits well
Excellent durability; does not
fracture under stress

Does not corrode in the mouth

Minimal amount of tooth needs
to be removed

Wears well; does not cause
excessive wear to opposing
teeth

Resists leakage because it can
be shaped for a very accurate
fit

Disadvantages

e Is not tooth colored; alloy is
yellow

e Conducts heat and cold; may
irritate sensitive teeth
e High cost; requires at least two

office visits and laboratory
services
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Dental Materials Fact Sheet

What About the Safety of Filling Materials?

Patient health and the safety of dental treatments are the
primary goals of California’s dental professionals and the
Dental Board of California. The purpose of this fact sheet is to
provide you with information concerning the risks and benefits
of all the dental materials used in the restoration (filling) of
teeth.

The Dental Board of California is required by law* to make this
dental materials fact sheet available to every licensed dentist

in the state of California. Your dentist, in turn, must provide

this fact sheet to every new patient and all patients of record
only once before beginning any dental filling procedure.

As the patient or parent/guardian, you are strongly encouraged
to discuss with your dentist the facts presented concerning the
filling materials being considered for your particular treatment.

* Business and Professions Code 1648.10-1648.20
Allergic Reactions to Dental Materials

Components in dental fillings may have side effects or cause
allergic reactions, just like other materials we may come in
contact with in our daily lives. The risks of such reactions are
very low for all types of filling materials. Such reactions can be
caused by specific components of the filling materials such as
mercury, nickel, chromium, and/or beryllium alloys. Usually, an
allergy will reveal itself as a skin rash and is easily reversed
when the individual is not in contact with the material.

There are no documented cases of allergic reactions to compos-
ite resin, glass ionomer, resin ionomer, or porcelain. However,
there have been rare allergic responses reported with dental
amalgam, porcelain fused to metal, gold alloys, and nickel or
cobalt-chrome alloys.

If you suffer from allergies, discuss these potential problems
with your dentist before a filling material is chosen.

PORCELAIN
(CERAMIC)

Porcelain is a glass-like material
formed into fillings or crowns
using models of the prepared
teeth. The material is tooth-
colored and is used in inlays,
veneers, crowns and fixed
bridges.

Advantages

Very little tooth needs to be
removed for use as a veneer;
more tooth needs to be re-
moved for a crown because its
strength is related to its bulk
(size)

Good resistance to further
decay if the restoration fits well

Is resistant to surface wear but
can cause some wear on
opposing teeth

Resists leakage because it can
be shaped for a very accurate
fit

The material does not cause
tooth sensitivity

Disadvantages

* Material is brittle and can break
under biting forces

e May not be recommended for
molar teeth

» Higher cost because it requires
at least two office visits and
laboratory services

NICKEL OR COBALT-
CHROMEALLOYS

Nickel or cobalt-chrome alloys
are mixtures of nickel and
chromium. They are a dark silver
metal color and are used for
crowns and fixed bridges and
most partial denture frameworks.

Advantages

Good resistance to further
decay if the restoration fits
well

Excellent durability; does not
fracture under stress

Does not corrode in the mouth
Minimal amount of tooth needs
to be removed

Resists leakage because it can

be shaped for a very accurate
fit

Disadvantages

e Is not tooth colored; alloy is a
dark silver metal color

e Conducts heat and cold; may
irritate sensitive teeth

e Can be abrasive to opposing
teeth

e High cost; requires at least two
office visits and laboratory
services

e Slightly higher wear to
opposing teeth

The Facts About Fillings 7



Dental Materials — Advantages & Disadvantages

GLASS IONOMER
CEMENT

Glass ionomer cement is a self-
hardening mixture of glass and
organic acid. It is tooth-colored
and varies in translucency. Glass
ionomer is usually used for small
fillings, cementing metal and
porcelain/metal crowns, liners,
and temporary restorations.

Advantages
Reasonably good esthetics

May provide some help against
decay because it releases
fluoride

Minimal amount of tooth needs
to be removed and it bonds
well to both the enamel and the
dentin beneath the enamel

Material has low incidence of
producing tooth sensitivity

Usually completed in one
dental visit

Disadvantages

e Cost is very similar to compos-
ite resin (which costs more
than amalgam)

e Limited use because it is not
recommended for biting
surfaces in permanent teeth

e As it ages, this material may
become rough and could
increase the accumulation of
plaque and chance of periodon-
tal disease

+ Does not wear well; tends to
crack over time and can be
dislodged

RESIN-IONOMER
CEMENT

Resin ionomer cement is a mixture
of glass and resin polymer and
organic acid that hardens with
exposure to a blue light used in the
dental office. It is tooth colored
but more translucent than glass
ionomer cement. It is most often
used for small fillings, cementing
metal and porcelain metal

crowns and liners.

Advantages
Very good esthetics

May provide some help against
decay because it releases
fluoride

Minimal amount of tooth needs
to be removed and it bonds
well to both the enamel and the
dentin beneath the enamel
Good for non-biting surfaces

May be used for short-term
primary teeth restorations

May hold up better than glass
ionomer but not as well as
composite

Good resistance to leakage
Material has low incidence of
producing tooth sensitivity

Usually completed in one dental
visit

Disadvantages

e Cost is very similar to compos-
ite resin (which costs more than
amalgam)

* Limited use because it is not
recommended to restore the
biting surfaces of adults

e Wears faster than composite and
amalgam

Toxicity of Dental Materials

Dental Amalgam

Mercury in its elemental form is on the State of California’s
Proposition 65 list of chemicals known to the state to cause
reproductive toxicity. Mercury may harm the developing brain of
a child or fetus.

Dental amalgam is created by mixing elemental mercury (43-
54%) and an alloy powder (46-57%) composed mainly of silver,
tin, and copper. This has caused discussion about the risks of
mercury in dental amalgam. Such mercury is emitted in minute
amounts as vapor. Some concerns have been raised regarding
possible toxicity. Scientific research continues on the safety of
dental amalgam. According to the Centers for Disease Control
and Prevention, there is scant evidence that the health of the vast
majority of people with amalgam is compromised.

The Food and Drug Administration (FDA) and other public health
organizations have investigated the safety of amalgam used

in dental fillings. The conclusion: no valid scientific evi- dence
has shown that amalgams cause harm to patients with dental
restorations, except in rare cases of allergy. The World Health
Organization reached a similar conclusion stating, “Amal- gam
restorations are safe and cost effective.”

A diversity of opinions exists regarding the safety of dental
amalgams. Questions have been raised about its safety in preg-
nant women, children, and diabetics. However, scientific evi-
dence and research literature in peer-reviewed scientific journals
suggest that otherwise healthy women, children, and diabetics are
not at an increased risk from dental amalgams in their mouths.
The FDA places no restrictions on the use of dental amalgam.

Composite Resin

Some Composite Resins include Crystalline Silica, which is on
the State of California’s Proposition 65 list of chemicals known
to the state to cause cancer.

It is always a good idea to discuss any dental treatment
thoroughly with your dentist.



Dental Materials — Advantages & Disadvantages

DENTALAMALGAM FILLINGS

Dental amalgam is a self-hardening mixture of silver-tin-copper alloy
powder and liquid mercury and is sometimes referred to as silver
fillings because of its color. It is often used as a filling material and

replacement for broken teeth.

Advantages

Durable; long lasting

Wears well; holds up well to
the forces of biting
Relatively inexpensive
Generally completed in one
visit

Self-sealing; minimal-to-no
shrinkage and resists leakage
Resistance to further decay is

high, but can be difficult to
find in early stages

Frequency of repair and
replacement is low

Disadvantages

e Refer to “What About the
Safety of Filling Materials”

e Gray colored, not tooth colored

e May darken as it corrodes; may
stain teeth over time

e Requires removal of some
healthy tooth

e In larger amalgam fillings, the
remaining tooth may weaken
and fracture

* Because metal can conduct hot
and cold temperatures, there
may be a temporary sensitivity
to hot and cold.

e Contact with other metals may
cause occasional, minute
electrical flow

he durability of any dental restoration is

influenced not only by the material it is made
from but also by the dentist’s technique when
placing the restoration. Other factors include the

supporting materials used in the procedure and
the patient’s cooperation during the procedure.
The length of time a restoration will last is
dependent upon your dental hygiene, home care,
and diet and chewing habits.

COMPOSITE RESIN FILLINGS

Composite fillings are a mixture of powdered glass and plastic resin,
sometimes referred to as white, plastic, or tooth-colored fillings. It is
used for fillings, inlays, veneers, partial and complete crowns, or to

repair portions of broken teeth.

Advantages

Strong and durable
Tooth colored

Single visit for fillings
Resists breaking

Maximum amount of tooth
preserved

Small risk of leakage if bonded
only to enamel

Does not corrode
Generally holds up well to the

forces of biting depending on
product used

Resistance to further decay is
moderate and easy to find

Frequency of repair or replace-
ment is low to moderate

Disadvantages

e Refer to “What About the
Safety of Filling Materials”

e Moderate occurrence of tooth
sensitivity; sensitive to
dentist’s method of applica-
tion

» Costs more than dental
amalgam

e Material shrinks when
hardened and could lead to
further decay and/or tempera-
ture sensitivity

e Requires more than one visit
for inlays, veneers, and
crowns

e May wear faster than dental
enamel

e May leak over time when
bonded beneath the layer of
enamel

The Facts About Fillings
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