Nombre del Paciente:

Direccion:

SPANISH MEDICAL HISTORY

Fecha de Nacimiento:

Telefono:

Nombre de la Madre:
Nombre del Padre:

Nombre del Seguro D
¢, Hemos visto a otros
¢ Quién recomendd e

. Cual es la razon de

Ciudad/Estado/Codigo Postal

Empleador:

ental:

Empleador:

Telefono:

Telefono:

sta oficina?

nifos de su familia?

a visita de hoy?

¢ Esta el paciente actualmente bajo el cuidado de un meédico?

Por favor liste todos los medicamentos que el paciente este tomando actualmente:

. Es el paciente alérg

co a medicaciones?

. Ha presentado alguna de las siguentes enfermedades?

Problemas del Corazon si

Murmullos del Corazon

Cancer si
Diabetes Si
Fiebre Reumatica si
VIH/ SIDA Si
Hemofilia si
Problemas del Higado/ si
Rinon

Inhabilidades si
Alergias Si

Por favor mencione ¢

no

no

no

no

no

no

no

no

no

Defecto Cardiaco
Congenito

Convulsiones/ Epilepsiz
Hemorragias

Problemas de la
Audiencia

Cirugias
Asma

Hepatitis

Tuberculosis

aulquier otra cirugia o condicion medica que haya tenido:

. Si

si
si

Si

Si
Si

si

s_i

no

no

no

no

no

no

no

no

Tengo pleno conocim

proporcionada.

Firma del Pariente o Guardian

iento de la informacion anterior, y garantizo, a mi entender, que es correcta y completa.
Entiendo que es mi responsabilidad informar a esta oficina sobre cualquier cambio en la informacion

Fecha



HIPAA (SPANISH

Your Rights
Following is a statt

You have the ri

L

ement of your rights with respect to your protected health information.

ht to_inspect and copy vour protected health information. Under federal law, however, you may not

inspect or copy th
civil, criminal, or
access to protected

You have the righ

e following records; psychotherapy notes; information compiled in reasonable anticipation of, or use in, a
administrative action or proceeding, and protected health information that is subject to law that prohibits
health information.

t to request a restriction of your protected health information. This means you may ask us not to use or

disclose any part of
may also request th
involved in your ca
specific restriction 1

Your physician is 1
permit use and disg

your protected health information for the purposes of treatment, payment or healthcare operations. You

at any part of your protected health information not be disclosed to family members or friends who may be
re or for notification purposes as described in this Notice of Privacy Practices. Your request must state the

equested and to whom you want the restriction to apply.

ot required to agree to a restriction that you may request. If physician believes it is in your best interest to
losure of your protected health information, your protected health information will not be restricted. You

then have the right to use another Healthcare Professional.

to request to receive confidential communications from us by alternative means or at an alternative
the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept
ely i.e. electronically.

You have the right
location. You have
this notice alternativi

right to have your physician amend your protected health information. If we deny your request for
e the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and
h a copy of any such rebuttal.

You may have the
amendment, you hay
will provide you wit]

t to receive an accounting of certain disclosures we have made, if any, of vour protected health

You have the righ
information.

to change the terms of this notice and will inform you by mail of any changes. You then have the right to

provided in this notice.

We reserve the right
object or withdraw as

Complaints

You may complain
violated by us. You
against you for filin

fo us or to the Secretary of Health and Human Services if you believe your privacy rights have been
may file a complaint with us by notifying our privacy contact of your complaint. We will not retaliate
y a complaint. :

This notice was published and becomes effective on/or before April 14, 2003.

law to maintain the privacy of, and provide individuals with, this notice of our legal duties and
h respect to protected health information. If you have any objections to this form, please ask to
Compliance Officer in person or by phone at our Main Phone Number.

We are required by
privacy practices wi
speak with our HIP

Signature below is only acknowledgement that you have received this Notice of our Privacy Practices:

,FIRMA __

!{- NOMBRE, __FECHA

USOS DE SU INFORMACION PERSONAL.

: OR
INFORMACION MEDICA PUEDE SER UTILIZADA POR SU DOCT - o
ggestro personal de oficina y otros fuera de nuestra oficina que esta involucrado

i i i i icios de salud a usted,
en su cuidado y tratamiento con el fin de proporcionar servi d
PARA PAGAR SUS FACTURAS DE SALUD, PARA LA OPERACION SUPPERT DE PRACTICA

0 CUALQUIER OTRO USO REQUERIDO POR LA LEY.



Cuestionario para evaluar el riesgo dental

A los padres y personas que cuidan a ninos: utilice esta formulario
Para decirnos sobre la salud oral de su nino. La presente sera parte
Del expediente medico de su nino.

Nombre de Padre / Madre / Tutor legal

Fecha

Nombre del nino

Edad del nino

Si No

1. Toma su familia agua que contiene fluoruro, o toman sus ninos

tabletas de fluoruro?
2. Usa sunino una pasta de dientes que contiene fluoruro?
3. Ayuda usted a su nino a cepillarse los dientes?
4. Lleva un biberon a la cama su nino?
5. Lleva un Usa sunino un vazo entrenador?
6. Usa su nino habitos orales? Por favor circule?

Ejemplo: un chupete/chupon, el pulgar o los dedos
7.  Como esta su propia salud dental? Buena Pasable Mala

Usted sabe?
Entre cada 100 ninos de edad escolar, se pierden mas de 5 dias de escuela
Por ano debido a enfermedades dentales.

Una Buena salud dental es importante!




