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CERTIFICATION OF NO MEDICAL CONTRAINDICATION- DENTAL
Homa of Fakent Client Mo,

Facility Mame and Address:

To the patient's attending practitioner:

When determining the amount that the patient must pay for his care in a nursing facility, this department allows a
deduction from the patient's income for the cost of routine dental services, Your certification that these services
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Routine Dental Care: Exam, X-rays, Cleaning and further Treatment if required
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Are not medically contraindicated for the patient is required before the department can allow this deduction.

Please complete this form and return it in the postage-paid envelope. (The department cannot pay you for
completing this form.)

TO BE COMPLETED BY ATTENDING PRACTITIONER
As the above-named patient's attending practitioner, | certify that the following dental service(s)required

Routine Dental Care

ImrmEnEE.

ls/are not medically contraindicated for the patient.

Signature-Practiionar Date

Hame of Practtoner (please type or prn) ' Type of Pracics * ' Teiuphase Mo, (nchude Ama Gode)

Bddrass

* MD, DO, nurse practitioner, clinical nurse specialist, or physician assistant
Dental Treatment Plan: [_| Approved [ ] Disapproved

signature CADS Regional Nurse: Date:

Authorization to Release Medical Information / Autorizacion para divulgar informacion meédica



Form H1253B

SECTION |
Hame of Patient

The Health and Human Services Commission [HHSC) is
raguesting completion of a medical report to determine your
@llgipiity for services. When you sign this authorization, you
are giving HHSC permission to contact your docters and
medical facilithes 1o request coples of your health information
2 indicated balow. Your signaters is required on this
authorization form to determine your eligibility for services,

Il authorire (Write the name of the Doctor, Medical Facilities,
ar oiher Health Care Providers)

LifeCycle Dental Resource Inc.

SECCION |
Mombre del pacients

La Camzicn de Salud y Servicios Humanos da Texas (HHSC) ha pedida un
iriferme médico completo para determinar s usted liere derecha a los
serdcios. Al fimar esta autarizacking le da permiso ala HHSC para
comuricarse con 59 dosler ¥ cantios médicos para padirles copias de sy
informiaciin médica como s& indica a contiruasdn, Su fima as necesans en
edla audorizacién para determinar 5i tiene desecho 8 los sarvicios

¥ awonizo @ (Escnba & nombre del docler, cariio médics u alro provesdar
o atencién medsca)

to complete Form H1263, Certification of Medical Necessity,
and release to the Health and Human Services Commission,

Far the authsrization Lo obtain your medical information,
please indicale an expiration date or indicate open-anded if
you prefer no date of expiration,

This authorization expires:
[ Date: [ spen-ended

para que lkene la Farna H1283, Carificacién de necesiadad madica, v ia
enilregue & k& Comisian de Safud y Servicips Humanes de Taxes

Esia autorizacidn se vence el:

SECTION If SECCION Il

Client or Personal Representative's Signature | Fima ded Cliene o del Representante Persanal

Date ! Fecha

|:| i you are signing for the client, please describe your authority to act for the client:
Si usted firma por el cliente, haga el faver de describir la sutoridad con la gue aclia por el cliente:

NOTE: Ifthe person requesting the release of case
information cannot sign his name, two witnesses to
hig mark (X) must sign below:

WOTA: s la persona que pide la divulgacion de |a informackin del
Gaso no puede firmar su nombre, debe poner una marca (%) ante dos
tesligos, gue deben firmar a continuacion:

Witnss | Tesligo

Drate | Facha

Wilness | Tesiigo

Date | Fecha

SECTION Il
Notice to Client

HHSC, as recelvar of this information, will protect your
personal heslth infarmation in accondance with federal and
state privacy regulations, | you authorize refease of your
healih information to other parties it may no longer be
protected by peivacy regulations.

You can withdraw permission you have given your doctor or
health care provider io uss o dacloss health information
that identifies you, unless they have already taken action
based on your permission. You muwest withdrae your
pErmistion in writing.

SECCION I

Aviso a los clientes

La HHEC como receplor de esta informacidn, protagerd su mfoemackin
midica personal de eouendo con l#s regulaciones federales y estatoles de la
vida privada. 5| suboriza la fulgacsin de tu informacian médica a tercerns,
tal vez ¥wa na lenga ka proteccidn de las regulaciones de |8 vida privada,

Pugde retirar ¢l pemise qua e ha dade al dechar o &l provesdor de alensidn
migdica para diedigar b infarmasian médica que 1o derifica a usted, a mencs
nue aale ya haya stluado con su permiso. Teene qua rebirar U panmiEa por

You, ﬂ'm client, or authorized representative are responsible to pay the deduction amount you are
fr:q:;hng from your income to the dentist effective upon notification of change in your payment to the
c a

If you, as the receiver of the service, or your authorized representative have a complaint about the

services, you are responsible for making the complaint directly to the Texas State Board of Dental
Examiners at 800-821-3205.



