
Th e Sm i l e T i m e Te a m is co m i n g t o sci io o l ! 

R E G I O X A I . D E N T A L C L I X I C 

Culpeper County 

Farmington Elementary 

09/ 19/ 20114,01/ 2015, 03/ 2015 

A G Richardson Elementary 

09/ 22/ 2014,01/ 2015, 03/ 2015 

Emerald H il l Elementary 

09/ 24/ 2014,01/ 2015,03/ 2015 

Yowell Elementary 

10/ 07/ 2014,01/ 2015,04/ 2015 

Sycamore Park Elementary 

10/ 02/ 2014,01/ 2015, 04/ 2015 

Pearl Sample Elementary 

10/ 06/ 2015,01/ 2015,04/ 2015 

FT Binns M iddle and Culpeper M iddle School 

"o be determined based upon participation -

return forms to school by 09/ 30/ 2014 

November -June dates are tentative based upon school schedule, 

participation, and weather. Confirmed dates w ill be assigned 

closer to the time and posted on PRDC's website at mw .vaprdc.o rg 

PRDCs Smile Time Team brings oral health care to you! 

Services provided by the Smiie Time Team: 

• Comprehensive Dental Exam 

• Digital x-rays 

• Fluoride Varnish 

• Prophy (teeth cleaning) 

• Sealants (a thin, plastic material painlessly 

applied on the chewing surfaces of the back 

teeth to prevent too th decay) 

Dental Care Goodie Bag including toothbrush, 

toothpaste and flosser 

Report fro m your child's Smile Time visit 

telling you exactly what care your child 

received and any additional needs 

Follow up call w ill be made from a representative 

of o iir team 72 hours after the Smile Time visit 

to help coordinate fo llow up care if needed 

Return this applicat ion w it hin 5 days of receipt  w it h all connpleted 

informat ion to be seen by the Smile Time Team! 

• • • 
All children are eligible for a Smile Time Visit  - See enclosed applicat ion for specifics. 

PRDC is in networi( with ali forms of Virginia M edicaid, Delta Dental, 

will also file other dental insurances, and offers discounted 

services for those who qualify. 

*  Please Keep This Page For Your Records 

These materials and activity described herein, are not sponsored by the Culpeper County School Board. 



N O T I C E O F P R I V A C Y P R A C T I C ES 

THIS NOTICE DESCRIBES HOW HEA LTH INFORMA TION A BOUT YOU 

MA Y BE USED A N D DISCLOSED A N D HOW YOU CA N GET ACCESS TO 

THIS IN FORMA TION . THE PRIVACY OF YOUR HEA LTH IN FORMA TION 

IS IMPORTA NT TO US. 

O URLEGA LD UTY 
W e are re q u i re d by ap p iicab ie fed eral a n d stale law U> m ai n ta i a fhe p r i v ac y *-sf ) ' o u f i^eaUh inibnnai- io is. W e arezyxwvutsrqponmlkjihgfedcbaZYXWVUTSRQPONMLKJIHGFEDCBA -dho re q u ire d 

So g iv e y o u th i s N o ti c e ab o u t o u r p r i v ac y p ractices, o u r legal d uties, an d y o u r rig hts c o n c e rn in g y o u r heal th i n i o n r i a t i o n . 

W e must f o l l o w the p r i v ac y p ractices that are d escribed in this N o tic e w'hile itzyxwvutsrqponmlkjihgfedcbaZYXWVUTSRQPONMLKJIHGFEDCBA K in eifect. l l i i s N o ti c e takes effect 04/ 01/ 03 

, an d w i l l re m ai n i n eifect u n t i l w e rep lace i t. 

We reserv e the r i g h t to chang e o u r p r i v ac y p ractices an d the te rm s o f this N o ti c e at any time, p ro v i d e d such changes are 

p e r m i tte d b y ap p licab le law . W e reserve the r i g h t to m ake the cisanges i n o u r p r i v ac y p ractices an d the new te rm s o f o u r 

N o ti c e ef fectiv e f o r all l i e ai th i n f o r m a t i o n that w e m ai n ta i n , i n c l u d i n g h e al th intb rm al io . tt wc c reated o r receiv ed befo re w e 

m ad e the changes. Befo re w e m ake a s ig n i f i c ant chang e i n o u r p riv ac y p ractices, w e w i l l change this N o ti c e an d m ake the 

new N o ti c e av ailable u p o n request. 

Yo u m ay request a c o p y o f o u r N o ti c e at a o ja i m e . f o r m o re i n f o r m a t i o n ab o u l o u r p riv ac y p ractices, o r f o r ad d itio sial co p ies 

o f this N o ti c e , p lease c o ntac t us using th e i n f o rm ati o n listed at the e n d o f this N o ti c e . 

USES A N D DISCLOSURES OP HEA LTH IN FO RM A TIO N 

W e use arid d isclo se health, i a f o m i a t i o n ab o u t y o u f o r treatinerd -, p av iv ient, aad healthcare o p eratio ns. Fo r exam p le : 

Tre a f m e n t : W e m a y use o r d isclo se y o u r health i n f o n r i a i i o n lo a p lry sic ian o r oSber iseaithcare j>ro v id er p r o v i d i n g (.real'' 

m e n t to y o u . 

Pay m e n t: W e .may use an d d isclo se y o u r health i rd b rm ati o n to o htaio p a/ iu eat fo r serv ices w e p ro v id e to y o u . 

H e al th c are O p e rat i o n s : \Vc m ay use a n d d isclo se y o L t r health i n f o r m a t i o n in c o n n e c ti o n w i t h o u r i ieahhcare o p eratio ns. 

-+ie;il^he.H'e-ejp enttio ns-ttieitttie-tp :t;tf ily assesstnettHttid lnlp^m'emet\Htcti^'^ti^?s^reviCT^4ng th.e Cj' ?mp d cncc or q iiaiif icatK.tns 

o f healthcare p ro fcssio nais, ev alu ating p rac ti ti o n e r an d p ro v id e r p erf o rm anc e , c o ud ucEing tra i n i n g p ro g ram s, ac c red i tatio n , 

c e rti f i c atio n , l ic ensing o r c red ential ing ac tiv ities. 

Y o u r A i i t h o r l s a l i o n : In ad d i t i o n to o u r use o f y o u r i iealtb i n l o r m a t i o n to r treatm ent, p ay m ent o r beaU'hcare o p eratio ns, 

y o u m ay g iv e us \v ritten au th o ri z ati o n tozyxwvutsrqponmlkjihgfedcbaZYXWVUTSRQPONMLKJIHGFEDCBA E\se y o ur health irsto rm atio n o r to d isclo se it to any o ne fo r any p u rp o se . I f y o u g iv e 

us an au th o ri z ati o n , y o u m ay rev o ke it m ' i v ri ting at any tim e . Yo ur re v o c ati o n w i l l no t affect any use o r d isc lo sures p e rm i tte d 

b y y o u r au th o r i z ati o n w h i l e it w as i n effect. Unless y o u g iv e us a w r i t te n au lho riz atJo a, w e c anno t use o r d isclo se y o u r bealtl.; 

i n f o r m a t i o n fo r any reaso n excep t tho se d esc rib ed i n th is N o ti c e . 

T o Yom Fam i l y a n d Fr i e n d s ; W e m u st d lsck)se y o u t heaitis i n f o rm ati o n to y o u , as d escribed i n the Patient .Rights sec tio n 

o f this N o ti c e . W e m ay d isc lo se y o u r h e ak h i n f o r m a t i o n to a .family m em b er, f r i e n d o r o ther p erso n to the exre.nt necessary 

to help w i t i i y o u r healthcare o r w i t h p ay m e n t f o r y o u r healtiicare, b u t o n ! ) ' i f y o u agree that w e m ay d o so . 

Persois.s In v o l v e d In C are : We m ay use o r d isclo se he al th i n f o rm ati o n to no ti f y , o r assist i n the n o ti f i c ati o n o f { i n c l u d i n g 

i d e n t i f y i n g o r lo c ating ) a f am i l y m em b er, ) ' o ur p erso nal rep resentativ e o r ano ther p erso n resp o nsib le f o r ) ' o u r care, o f y o i i ) ' 

l o c atio n , y o u r g eneral c o n d i t i o n , o r d e ath . I f y o u are p resent, titen p r i o r to use o r d isc lo sure o f y o u r heal th i n f o r m a t i o n , w e 

w i l l p ro v i d e y o u w i t i i an o p p o r tu n i ty to o b jec t to such uses o r d isck)sures. I n the ev ent o f y o u r incap ac ity o r em erg enc y c ir-

cumstances, w e 'iv ifl d isc lo se health in f o rm atio .a based o n a d elern-sinatio n u sing o u r p ro fessio nal ju d g m e n t d !sck)sing o n l y 

health i n f o r m a t i o n that is d i re c tl y re lev ant to the person's inv o lv e m e nt h i y o u r healthcare. W e w i l l also use o u r p ro fessio nal 

ju d g m e n t an d o u r exp erience w i t h c o m m o n p ractice to m ake reaso nable inferences o f y o u r best interest in a l l o w i n g a pcr.so n 

to p i c k u p f i l l e d p resc rip tio ns, m ed ic al sup p lies, x-ray s, o r o ther s im i lar f o rm s o f heal ih i n f o r m at i o n . 

M a r k e t i n g H e a l th - R e l ate d Serv ices: \Ve w i l l no t use y o u r heaUh i n f o r m a t i o n f o r m ark e ti n g co ran- ii inicalio ns ^ v i iho u t y o u r 

w r i i te n aut]5o ri?_atio n. 

R e q u i r e d b y l o w ; \Ve m ay use o r d isc lo se y o u r heaith i i i l b r m a i i o n 'ivhenzyxwvutsrqponmlkjihgfedcbaZYXWVUTSRQPONMLKJIHGFEDCBA w o arc recii.uFc;.i. to d o bv hv/. 

A b u se o r N e g k c l t \Ve may d isc lo se y o u r he al th i n f o rm ati o n t o ap p ro p riate au tho ri ties i f \vt: reaso nabl} ' ' b e l iev e that y o n 

are a p o ssib le v i c t i m o f abuse, neg lect, o r d o m esti c v io lerice o r the p o ssib le v i c t i m o f o ther c rim es. W e m ay d isclo se y o u r 

jiealth i n f o r jn at i o n to the extent necessari ' to av ert a serio us threat to y o u r heal th o r safety o r the he al th o r safety o f o thers. 

N a t i o n a l Se c u ri ty : W e m ay d isc lo se to m i l i ta r y au tho ri ties the he al th i n f o r m a t i o n o f .\ rm e d Fo rces p e rso n n e l u n d e r c ertain 

c ircum stances. W e m ay d isc lo se to au tho riz ed f ed eral o fHclals heal th i n f o r m a t i o n req u ired f o r l a w f u l inte l l ig enc e , c o unter-

intell ig ence, an d o ther n ati o n al security activitievS. W e m ay d isclo se to c o rre c ti o n al i n s t i tu t i o n o r la^v e n f o rc e m e n t o f f i c i a l 

h av i n g l a w f u l c u sto d y o f p ro te c te d health i n f o r m a t i o n o f in m ate o r p ati e n t u n d e r c ertain c irc tm istances. 

A p p o i n t m e n t Re i n i i Kl e rs : W e m ay use o r d isc lo se y o u r health i n f o r m a t i o n to p ro v id e y o u w i t h a p p o i n tm e n t re m ind e rs 

(such as v o ic ernail messages, p o stcard s, o r letters} . 

PA TIENT RIGHTS 
.Access: Yo u h a v e the r i g h t t o l o o k a l o r get co p ies o f y o u r heahh i n f o r m a t i o n , w i t h l i m i te d excep tio ns. Yo u m a y req iiesl 

t i u i l w e p ro v i d e co p ies i n a f o rm at o ther th an p ho to c o p ies. W e w i l l use th e f o rm at y o u request unless w e c an n o t p rac tic ab ly 

d o so . ( Yo u m u st m ake a rec|uest i n w r i t i n g to o b ta i n access to y o u r h e al th i n f o r m a t i o n . Yo u m ay o b ta i n a . f o rm to request 

access b y u s ing the co ntac t i n f o r m a t i o n l isted at the e n d o f this N o ti c e . Y o u m ay also request access by s e n d i n g u.s a letter to 

the ad d ress at the e n d o f th is N o ti c e , i f y o n i - e q u e s t co p ies, w e w i l l no t charge y o u f o r each page, f o r staf f t i m e to lo cate an d 

c o p y y o u r heal th jn f t j r m a t i o n , an d po stage i f y o u w ant the co p ies m ai l e d to y o u . 

Re.siric l io .n; Yo u hav e the r ig ji t t o request that w e p lace ad d i ti o n al restric tio ns o n o u r u s e o r d isc lo sure o.t y o u r health 

i n tb r m a t l o n . W e are n o t re q u i re d to agree to ihese ad d i ti o n al restric tio ns, b iU i f w e d o , w e w i l l ab id e b y o u r ag reem ent 

(excep t i n an em erg enc y ) . 

A l t e n i a t i y e C o m m i n i Ic a t i o n : Yo u h a v e the r i g h t to request t h a t SVQ c o m m u n i c ate w i t h y o u ab o u t y o u r h e al th in f o rnsatio n 

b y al teraai iv e m eans o r to alternativ e io catio ns^ { Yo u m u st m ake y o u r request i n \ ST i t i n g . } Yo u r request m u s t sp ecif } ' the 

alternativ e m eans o r l o c ati o n , an d p ro v id e satisfac to ry exp lanatio n h o w p ay m ents w i l l be h an d l e d u n d e r the alternativ e 

rnean.s o r l o c atio n y o u. request. 

A . n ! e i K i m e i i t ; Yo u h a v e the r i g h t to request that ^ve am e n d y o u r heal tl i i n f o r m a t i o n . ( Yo u r request inisst be i n - w ri ting , und 

It m u st e x p lain why the in . f o r in ati o n sho u ld be am end ed . ) W ê m ay d eny y o u r request u n d e r c e rtain c irc u m stanc es. 

.Elec tro nic N o t i c e ; Ef yciu receiv e t h i s N o ti c e o n o u r w eb s i t e o r by e lec tro nic m a i l ( e - m a i l ) , y o u a r e enti tl ed to receive this 

.N o tice i n w r i f tc n f o r m . 

QUESTIONS A N D COMPLA INTS 
I f y o u w an t m o r e i n f o r m a t i o n ab o u t o u r p riv ac y p ractices o r hav e c juestio ns o r co ncerns, p lease co ntac t us. I f y o u are c o n -

cerned Xhixt w e m a) ' hav e v i o i al e d y o u r p r i v ac y r i g h ts , o r y o u d isagree w i t h a d ec isio n w e m ad e ab o u t access to y o u r health 

i n f o r m a t i o n o r i n resp o nse to a request y o u m ad e to am e n d o r restric t the use o r d isc lo sure o f y o u r health i n f o r m a t i o n o r 

to hav e us c o m m u n i c ate •^vith y o u by alternativ e m eans o r at a l t e i T i a t i v e lo c atio ns, y o u m ay c o m p l a i n to us u s i n g the co ntact 

i n f o r m a t i o n listed at the e n d o f th is N o tic e . Yo u also m ay su b m i t a w r i t te n c o m p l a i n t to the U.-S. D e p artm e n t o f H e al th 

an d H u m a n Serv ices. W e ^ v il l p ro v i d e y o u w i t h the ad d ress to hie y o u r c o m p l ai n t w i t h the U S. D e p ar tm e n t o f H e al th and 

H u m a n Serv ices u p o n request. 

W e su p p o rt ) ' o ur r i g h t to the p riv ac y o f y o u r he al th i n f o r m at i o n . W e w i i j no t relaiiale i n ai iy way i f ) 'o u cho o se lo iWe a 

c o m p l a i n t ^vitb us o r w i t h the U.S. D e p artm e n t o f H eaUh an d H u m a n Serv ices, 

Contact: Kelli Mitchell 

Mep ho ne: 540-661-0008 Fax: 540-^661-1070 

E-mail: info@vaprtlc.org 

Address: 13296 fames Madison Highway • Orange, Virginia 22960 



PLEASE RETURN WITHIN 5 DAYS. 
Ri-X.IOXAL DENTAL CLINIC 

Print clearly in ink and completly fill out the form. Signature is required for your child to be treated. 

Patient Demo g rap hics 

Scho o l o r O rg aniz atio n, 

Teacher/ Care M anag er_ 

Child 's Legal N ame 

M ale Female 

Parent/  Gaurd ian /  Responsible Party Info : 

N ame: 

A d d ress: 

_Co unty_ 

Ro o m #_ Grad e 

Date o f Birth 

Race: W hite Black/ A frican A m erican A sian O ther 

_City„  

.Co ntac t N u m b er ( 

StJte 

Relatio nship to C hi ld _ Em ail 

_Z ip _ _ C o u nty . 

Is this yo ur very first v isit to a dentist? Y or N If no please provide the name o f the dentist visited:_ 

W hen was yo ur child 's last dental checkup? 

H e al th & M e d i c a l In f o r m a t i o n 

Please list any m e d ic ati o ns y o u r c h i l d is c u rre n tl y taking :_ 

Please check the box that applies to the patient 

Has the child had any histo ry of, o r co nd itio ns related to , any o f the fo llo w ing : 

N o n e Diabetes 

Latex A llergy 

H eart M u r m u r ( re q u i r i n g p re - m ed ic atio n ) 

H e art M u r m u r ( no t re q u i r in g p re - m e d ic atio n ) 

A llerg ies: 

_ A sth m a 

.Seiz ures 

_ Blo o d D iso rd ers 

_Shunts o r A rti f i c i a l Jo ints 

_ H e m o p h i l i a 

_ A D H D 

_ H ep ati tu s 

_ K i d n e y Pro b le m 

H I V / A I D S 

.Tu b erc u lo sis 

_ H eart Valv e Rep lacem ent 

_ O ther: 

M ed i cai d 

M y c h i l d is co v ered b y V i r g i n i a M e d i c a i d / FA M IS. 

12 d ig it Med icaid ID number: 
D e n tal I n s u ran ce 

M y ch i l d is covered by a co m m erci al dental i nsurance an d I w o u l d l ike to have their S m i l e Time™ visi t sub m itted to their i nsurance. 

Insurance Carrier: Insurance Co mp any Phone: 

Subscriber: 

Birth date o f subscriber:. 

Emplo yer Name: 

llelatio nship to p atient:. 

Phone number o f subscriber: 

Insurance ID # Insurance Gro up # 

Uninsured Low Income Families 

M y child does no t have M ed icaid o r d ental insurance; ho w ever does receive free o r reduced lunch o r o ur family inco me is at 200% o r belo w federal p o v erty 

guid elines. I und erstand there is a $50 d isco unted rate fo r financially qualify ing , (please tirc le w hic h category applies to y o ur annual ho useho ld inco me) 

Family Size 

2 

3 

4 

A nnual Household Income 

$31,460 

$39,580 

$47,700 

Family Size 

5 

6 

A nnual Household Income 

$55,820 

$63,940 

_ I have attached a $50 mo ney o rd er fo r the Smile T i m e " v isit. 1 would like to pay by V isa/M astercard - Please call me at, 

N o M edicaid, N o D ental Insurance, or Financially O verqualif ied for discounted visit 

M y child does no t have M ed icaid , Dental Insurance, and o ur family 's ho useho ld is 200% 

I have attached a $125 mo ney o rd er fo r the Smile T i m e " v isit. I w o u ld like to 

o r above Federal Poverty Guid elines, 

pay by Visa/ Masterard - Please call me at 

IMPORTA NT: Parent/ Guard ian Sig nature Required 
Consent  for Services an d Care: As a cust o d ial par en t  or legal gu ar d i an o f t h e ch i l d l i st ed above,zyxwvutsrqponmlkjihgfedcbaZYXWVUTSRQPONMLKJIHGFEDCBA I au t h o r i ze PRDC t o t r eat  t h e ab o ve n am ed p at i en t  an d d isclose, w hen r eq u est ed , any and all infofmat ion for any illness or injury, m ed i cal h i st o r y consultat ion, p r escr ip t i o ns or t reatment and 

cop ies of all m ed i cal r ecor ds. I assign or au t h o r i ze d i r ect  p aym en t  t o the d esign at ed p r act i ced t o w ar d any m ed ical p r ocedu r es p e r f o r m ed an d au t h o r i ze PRDC to file claim s on my behal f . 1 agree that t h is au t h o r i zat i o n shal l be val i d u n t i l r escinded in w r i t i n g o r r ep laced by one of a lat er 

date. A p h o t o co p y o f t h is au t h o r i zat i o n shal l be co nsider ed ef f ect i ve an d val id as t h e o r iginaL I u n d er st an d t h at  I am r esponsib le for services n o t  cover ed by m y insur ance p lan , as w e l l as f o r services r en d er ed if I d i d n o t  choose PRDC as m y Pr im ar y Care Pr ovider o r i f m y insur ance is n o t  in 

effect at  t h e t i m e o f service. I u n d er st an d t h a i PRDC renders services w i t h o u t  r egar d l o race, cr eed , co lo r o r n at i o n al o r i g i n . By m y signat u r e I ackn o w l ed ge t h at  I have b een i n f o r m ed of Vi r gin ia state law r egar d i n g b l o o d t est i n g: In even t  t l i a t  a heal t h care p r o v i d er o r em p l o yee is exposed 

to t h e pat ien t ' s b o d i l y f l u ids in a m an n er w h i ch m ay t r an sm i t  disease, t h e p at i en t  w i l l bo d eem ed t o have co n sen t ed t o t est ing f o r HIV an d h ep at i t i s an d t o release o r d isclosur e o f t he t est  resu l t s t o t h at  h eal t h care p r o v i d er o r em p l o yee. 1 al l o w f o r schoo l nu r se/ schoo l r epr esen t at ives, 

an d / o r t he d en t i st  o f m y cho ice t o o b t ai n d en t al r ecords an d r ad iogr aphs, I ackn o w l ed ge r eceiving a n o t i ce o f p r ivacy pract ices bef o r e sign ing. I u n d er st an d m ^ ch i l d w i l l receive a d en t al t r eat m en t  p lan an d a co n t act  f o l l o w u p cal l w i l l be m ad e w i t h i n 72 hour s o f t h e d en t al visi t . 

I u n d er st an d by si gn in g t h is consen t is val i d f o r t h e en t i r e schoo l year . If I decide t o o p t  o u t  I m u st  p r o v id e a o p t  o u t  let t er t o PRDC, PO Box 151, Or ange, VA 22960. 

X S I G N H ER E Date 
(Parent / Guaidian) 

Pi ed m o n t Reg io n al Den t al Cl in i c -13296 Jam es M ad i so n H w y PO Box 151 • O r an g e, Vi rg in ia 22960 

Of f ice: 540.661.0008 • Fax: 540.661.1070 • w w w .vap r d c.o r g 



Who is eligible for FAMIS? 
Virginia offers several low and no cost  health insurance progranns for 

eligible children, pregnant  women and adults. To f ind out  nnore about  

each program visit  www.famis.org 

Famis Plus (Children's M edicaid) &  M edicaid for Pregnant  Women up t o 

143% FPL 

Fam i ly Size Yearly M o n t h l y 

1 $16,688 $1,391 

2 $22,494 $1,874 

3 $28,300 $2,358 

4 $34,106 $2,842 

5 $39,911 $3,326 

6 $45,717 $3,810 

7 $51,523 $4,294 

8 $57,329 $4,777 

A d d itio nal person add $5,806 
i 

$484 

FA MIS (for children) - up to 200% FPL 

Fam i ly Size Yearly M o n t h l y 

1 $23,340 $1,945 

2 $31,460 $2,622 

3 $39,580 $3,298 

4 $47,700 $3,975 

5 $55,820 $4,652 

6 $63,940 $5,328 

7 $72,060 $6,005 

8 $80,180 $6,682 

A n ad d itio nal 5% FPL "Standard Disregard" may be applied i f a family is over the upper bo und ary o f the inco me sho w n above for all 

programs: fo r 1 person subtract $49 f ro m the family 's gross inco me; for 2 $66; for 3 $82; for 4 $99; for 5 $116; fo r 6 $133; for 7 $150; 

fo r 8 $167; for any mo re subtract an ad d itio nal $17 each. 

If yo u require assistance or more info rmatio n on ho w you can apply, please contact Kelli Mitchell, Executive Directo r at 540-661-0008. 

We are here to help! 


