UNMC COLLEGE OF DENTISTRY

: | /
APPLICATION FOR DENTAL TREATMENT
CHILD'S NAME ADDRESS
“PHONE oIty STATE : ZiP
“SEX T BIRTHDATE SOCIAL SECURITY NUMBER PRIMARY LANGUAGE
Parent/Guardian Name EMERGENCY CONTACT
PMT Please tnitial in the boxes tkat you understand, agree o, consent toor have received as appropﬂam for the. ngfmnaaon fo the
INITIALS _ right of the box. . i _

| hereby apply fmr aceeptance of my child as & paﬁent atthe cwege of Denﬂstzy | am aware zhat dental treatment will
be rendered by stuclents under the supemsion of faculty who ara !ieensed practfﬂuners.

| undarstand that r my child's' trestmant by students wil require eonslderably more tima than If it were to be performed by -

. an experisnced dentel pragtiioner. | understand that there is a possibility that only a portion of my child's total dental -
needs will be provided due to the unique requirements of teaching institutions. | also understend thet there ls no

guarantee or warranty that the resulta of the temhnbntto be rendered will be to my complets satisfaction, aithough ikis
befieved thatsunh resultswﬁl be saﬁsfaatory

mepaat

. I will make known any dhaasas, elergtaa, or unusud reactions to druga or medicines that have occurrad to ry child in

E undamlmd thet all original dental records, X-ray fims, and dggnoaﬁs nlds are the prupaﬂy efthe Un{vargty of

Nebrasiea and cannot he iaken. ar asnt. fram the calleg- of Dentiatry. cnp!gs will be pmvlm upen requeat.

| have naaai\fed [ copgf ﬁﬂha Uﬂivemi:y of Nebrm Medical center F‘ﬁvacy Nﬂﬁﬂe

! wn&eﬂt tn dantal eare and n'emtmsnt for my chilcl hr:ﬂurﬁnl but not ﬁmmd to diqgnosﬁc pmmdurea demin!
sxamination and treatment by students, faculty and staff of the UNMC Coflege of: Dentistry. | acknowledge thet no

‘SIGNATURES

o guamnm heve b&an made to me as to the results of the cﬂagnoms, h'eatmenta tasm or axammaﬁons :

SIGNATURE OF PAT[ENT OR E'ESF'ONSIBLE PE’RSDN (AGE ‘l! OR ULDER) . | DATE SlGNE!J {MFY)

SIGNATURE OF WITNESS

. Does your chid have Medicaid?

Does your ¢hild have Kids Connection? Yes: No

Yes - No_ I Yes, What is your child's Medicaid number

" If Yes, What i your child's Kids Connection number?

Dental Day pt.doc



UNMC COLLEGE OF DENTISTRY
MEDICAL HISTORY

Chiid’s Name _ ' i * Child's Age _

. Please answer each question about the medical history of your child. .Please give: dezails g’ Yyou answer yes forany
question, :

Has. your chdd had: | - Circle Yesor No Please 'explain Ef yes
1 Heartor blood pressure crisan: Yes No o o
(including heart murmur)
o :Convufsﬁone;':.ueizures or numbness Yes No
3 Problems witl the: lungs (inc!udmg ' ?es No
. asthmd and tuberculosis) : :
4. _Kidnay ur.b!atlder problems SRR Ye;c_ ﬁo
6. Hepatitis or mhw'li\im'phhlems  Yes  No
6. Stomach or intestinal probléms " Yes No
7. ‘_Dlabetae. o _ Yee;‘ ‘No

8.- Thyrold or other hormone problems Yes No
8. Arthritis or theumatism o Yes No

-10. Biood disorders, gnemia or transfusions. Yes  No

11 Blaéding pratiems . Yes No
12, HIV or AIDS L Yés  No
13. Eye, ear, nose or thféat prablems. - Yea  No

14. Allergles (Including anhhiotics, dental  Yes Mo
anesthetlcs, Iatex, pain pllls) . &

15. 'Cancerortumors __ | _ ‘Yes No

18. Radiation therapy (for cancer or tumors) Yes  No

17. Other miedical problems . Yes Mo
" 18. Is your child currently underthes careof . Yes No .
& Physiclan? o s
19, Is your child c:urr_ently taking any Yes. MNo

medications? If so, please list. .

~ Parent/Guardian Signature et . ‘ Date

4/1072003 : ' : ) . Dearial Dy Med HX.doo



Medical Center

COLLEGE OF DENTISTRY
Office of Academic Affairs

DENTAL DAY

PARENTAL AUTHORIZATION TO |
ADMINISTER PAIN CONTROL MEDICINE

Sometimes patients experience irritation and soreness in their mouth after.
seeing the dentist. This form authorizes the College of Dentistry to administer
a pain control medication after the dental appointment in order to make your
~child more comfortable during the ride home. If you agree to authorize: the
administration please circle the approved medication and sign below. The
supervising - dentist will prescribe and administer the most -appropriate
medication for your child at the College. @~ = = - '

| approve of using:

" IBUPROFEN

Signature of Parent
- or Legal Guardian;_

Date

40" & Holdrege, P. O. Box 830740, Lingoln, NE 68563-0740
(402) 472-1344 / FAX (402) 472-6681/ E-mall: dgbrown@unme. edu



MEDIA AUTHORIZATION FORM

Name: -

Address:; ' ‘ City:__ State: ZIP:

Description of Information to be released:

Reporter/Affiliation: _ . Possible air/publication date:
Consentto: ] interview [} photography [ videotape []other
in the interest of education and advancement of the health sciences, |, the undersigned, voluntarily authorize The Nebraska
- Medical Center/University of Nebraska Medical Center (Hospital/lUNMC) and its employees and agents to take photographs,
produce newspaper or mageazine articles, television programs, videotape racordings, Internet materials and other visual and/
or audio recordings in which | may be included in whole or in part for showing to the general public for publicity and promotion.
| have had the opportunity to ask guestions about the potential uses of the interview/photograph/videotape or other audiovisual.
{1 consent to having my name identified with the materials. (11 prefer not to be identified by name.
| grant this authorization and give my consent aé a voluntary contribution to the advancement of medical and other heaith
sciences and education, Therefore, | waive the following: (1) any proprietary rights in the materials, and (2) any right | may
have to inspect or approve the finished materials prior to publication. ‘ :

| understand that the entlties that receive the information may not be c'overeﬁ by federal privacy regulations, and that the
information described above may be used again by the recipient.

| understand that Hospitall UNMC [ will[] will not recelive compensation for its use/disciosure of the information.

i ﬁnderstand that | may refuse to sign this authorization and that my refusal will not affect my ability to obtain treatment (if
applicable). '

| understand that | may withdraw this authorization in writing at any time by notifying

, : | , (staff name/phone)
! understand that Hospital/lUNMC may not be able to Hanor my raquest to withdraw this authorization if the Information has
already beeh releazsd, . '

I release The Nebraska Medical Center/University of Netraska Medical Center and ts employees and agents from any claims
arising from the use of such materials.

Signature of Individual : ' Signature of parent, guardian, or authorized Representative
Date | : Relationship of above person to individuai
Witness

1% - T

CLALKET § FMIVERLTY Medorray

I MEDIA AUTHORIZATION FORM

White Copy~=PubiicRelationy YeRow Copy —Patiant



