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“ ‘5“\'\\6 Penﬂsylva,,,b THE DENTIST IS COMING TO YOUR SCHOOL!

_the mobile dentists  OUr school has joined with Smile Pennsylvania

T & to offer in-school dental care at
8% Q¢ NO COST" to you.

Taking care of your child’s teeth is important to keep them healthy.

EASY & CONVENIENT - A state licensed dentist will regularly check your child's mouth & teeth, as well as provide a cleaning, x-rays as
necessary, fluoride treatment and apply sealants, as needed. Additional care, such as fillings, may also be provided. A dental report card
will be sent home with your child. Includes initial dental care & follow-up visits. SIGN AND RETURN TO YOUR SCHOOL TODAY!

PLEASE COMPLETE

Child's Legal Name Birth Date [ male
[ Female

Address City State Zip
School Teacher Grade
Parent/Guardian Name Phone

( )
Email Alt Phone

( )

IMPORTANT HEALTH QUESTION )
Does your child have any past or present medical or dental conditions, disabillities or sociallbehavioral issues? This may include heart issues, breathing problems, brain/seizure disorders, allergies
(including drug allergies), diabetes, bleeding problems, communicable diseases or immune disorders etc. If Yes, explain below (attach additional pages as needed). IF NO, LEAVE BLANK.

List current medications List any dental concerns

IF CHILD HAS MEDICAID/PA CHIP Circle one of the following: Medicaid, Gateway, United Healthcare, Keystone First, AmeriHealth Caritas, UPMC, HealthPartners, Geisinger
CHIP, Aetna, United Concordia CHIP, Coventry Cares, Kidz Partners, Blue Cross CHIP Cther:

Enter Child’s Recipient
ID Number (RIN) HERE: —p>

*Medicaid & PA CHIP Program cover 100% of treatment

OR child’s Social Security # (if available) | || || |_| H l_[ ” H || l

IF CHILD HAS PRIVATE DENTAL INSURANCE JRS o e ey (TS R T BT )| Ins. Phone

Group # Employer name Co. phone
Name of Insured Adult BIRTH DATE of Insured Adult

Member ID/Policy # Social Security # of insured adult

| o] oM WVt (o o] =T VM E BTN [ed S (ALSO CHECK ONE BELOW) If paying for services, staple check or money order to this form & make payable to: Smile Pennsylvania.

|:] | will pay the reduced fee for a dental cleaning, screening & fluoride per visit. Ages 11 or younger: $49.00  Ages 12 or older: $55.00

|:| | request donated care to cover the cost of a dental cleaning, screening and fluoride for my child. (We will send you a donated care application. Available only
once per school year for preventive care only.)

If your child sees a dentist regularly, and you want to continue care with that dentist, you should do so.
READ & SIGN BELOW

| request that the dentist perform a dental check-up on my child at school which includes exam, cleaning, fluoride, sealants and x-rays as needed, as well as other
dental work as needed, including fillings, extractions of infected baby teeth, numbing the mouth and teeth and other procedures as described more fully on the back
of this page. This permission includes future dental visits. | have read the IMPORTANT HEALTH QUESTION above and will report any significant changes in my
child's health to 855-481-8639. | have also read the IMPORTANT NOTICE AND CONSENT ON THE BACK OF THIS PAGE and understand and agree to its terms.

SIGN & DATE HERE\ For your privacy, please
V/ DATE fold & secure.
QUESTIONS:1-888-833-8441 FAX: 1-888-330-4331 Visit us at: mobiledentists.com PA-COMPR-009V2 12/16
Elliot P. Schlang, D.D.S., General Dentist & Dental Director, Big Smiles Pennsylvania P.C. m
200 Barr Harbor Dr., Ste. 4004079, West Conshohocken, PA 19428 ESPA“OL AL REVERSO)’ E

©Big Smiles Pennsylvania P.C., 2016
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IMPORTANT NOTICE & CONSENT / AVISO IMPORTANTE Y CONSENTIMIENTO

| understand and authorize Big Smifes Pennsylvania P.C. {Provider) and its affliated dentists to provide the following services for the named child for whom | am the custodial parent
or legal guardian: dental exam & oral hygiene instruction, teeth cleaning, fiuoride treatment, x-rays & dental sealanis. | authorize the dentist to {ill any cavities or to place a crown aver
the icoth if needed. | authorize Provider fo extract any problem haby ieeth or perform a pulpotomy (treatment of the nerves inside the tooth) as needed. | understand that there are
risks fo dental treatment including swelling or pain that may occcur from the injection of a focal anesthetic or allergic reaction. (For additional information regarding the risks of freaiment
and freatment aitematives, please call the number provided.} | authorize & direct Provider to bill & collect payment from any Medicaid, insurance, or other payer. If | have private dental
insurance, 1wil be billed for & agree to pay any deductibles and/ar co pays. Treatment by the in-school dentist may affect future benefits that your child may receive under private
insurance, Medicaid or CHIP. Unless | have made pre-arrangements to attend, and am there at the time of service, services wili be providad without my presence. We may send you
text massages about the school dental program. Message and/or data fees may be charged by your wireless service provider; to discontinue, reply “STOP" to any message received
from us. You also agree {o receive pre-recorded and/or auie-dialed telephone calls refating to the school dentat program at the land-line and/or rmabile telephone numbers provided

on this consent form. | have received the Notice of Privacy Practices (NPP) attached fo this form and consent to the refease of my child's medical record information, including records
obtained from other providers, and any HV/AIDS, communicable disease, sexually transmitted disease, drug and alcohal, and anemia information. | authorize release of such
information by Provider o any responsible payor and/or administrative service pravider and their subcontractars for use and disclosure relating to my child's treatment, payment for
services and heaith care operation purposes. This signed consent authorizes my child's inittal and future dental visits. | may withdraw this consent at any fime in writing.

Entiendo y autorizo a Big Smiles Pennsyivania P.C. (Proveedor) y a sus dentistas afiliados a proveer los siguientes servicios al nifia(a) mencionado del cual soy el padre custodio o tutor legat:
examen dental, impieza de los dientes, fratamiento de flucruro, rayos-x y sellantes. Autorizo al dentista a que alienda cualquier carie o coloque una corona scbre el diente si es necesario.
Autoriza at Proveedor a exiraer cualquier diente de feche con problema o realizar una endodoncia {iratamiento de los nervios dentro del diente), como sea necesario. Entiendo que existen
riesgos al recibir ratamientes dentales incluyendo inflamacian o dofor que puede ocurir de fa inyeccidn de fa anestesia o una reaccién alérgica. (Para infermacion adicional sobre los riesgos del
tratamiento dental y fratamientos alternos por favor fame al ndmero propercionada.) Autorize v dijo al Proveedor a faciurar y recofectar pago de Medicaid, seguro privado o fercera persena. Si
tengo seguro dental privado, seré facturado y acuerdo & pagar cualquier deducible yic co-pago. El fratamianto realizado por el dentista escolar pudiera afectar los beneficios de su nifio en enun
futuro bajo su cobertura privada, Medicald o CHIP. Al menos de que alld hecho algiin areglo previamente para atender y estoy ahi al momento de los setvicios, el servicio serd proveido sin mi
presencia. En ocasiones podremos mandatle un iexto scbre el programa dental escelar. Cobros de mensaje ofy de datos pueden ser aplicados por su proveedor de servicios inalambrico; para
descentinuar, responda "STOP" a cualquier mensaje que reciba de nosolros.Usted también acepta recibir transmision pre grabada /o auto llamadas telefonicas relacionadas con el programa
dental escolar a los numeros telefonicos que usted proporciono en esta forma de consentimiento. He recibido e} Aviso de Praclicas Privadas (NPP) adjuntas a este formulario y el consentimiento
para la divulgacion de [z informacidn yio expediente médico de mi hijo{a), incluyendo los registros obltenidos de otros provesdores, y cualquier otra enfermedad como: VIHISIDA, enfermedades
confagivsas, enfermedades de transmisian sexual, drogas, alcohol, y anemia. Yo autorizo la divulgacion de dicha infermacién por parte de proveedores para cualquier pagador responsabie yfo
provesdor de servicios administrativos y de sus subcontratistas para el uso y divulgacion de informacion relacionada con el tratamiento de mi hijo(a), pago para el mantenimiento y operacion de
cuidado dental, Esta fenma de consentimiento firmada autoriza la visita dental inicial y visitas de seguimiento. Puede retirar mi consentimiento en cuakjuler momento por escrito..

MANTENGA PARA SUS ARCHIVOS

ELLIOT P, SCHLARG, DDS -

GENERAL DENTIST, DENTAL DIRECTOR

Beneral Denlists -Pooja Aguish, PMD, Cher Basco, DMD, Thomas Berard. CMD, Danicl Bonneovie, DDS, Hal Cohen, DMD, Sanue! Dornsky, DD, Joelen Drosinski, DDS, Stanley Feldinan, DDS, Dwight Fox, DD, Amy Gala, DDS, Timothy Goufd, DMD,

Ginger Grigco, P0S, Alan Hafl, DDS, Shiley Hub, DMD, Cynithia iseman. OMD, Pairicia Johnsun, OMD, Deboral Kahin, DMD. Randy Kalp, DMD, Brillany Kinol, DM, Bemard Kurek, DMD, George Lo

o, DRAD, Linda Lewis, DDS, Robart daxwel, DDS5.

Janice Movay, BDS. Allison Moals, DMD. Melarie Mormw, DMD, Msuszlay Meret, DO, Edward Palloila, DMD, Sulomon Pusis, PDS. Maryna Pelrasticuskaya, 0DS, Dennls Petricain, DOS, Janine Read, DOS, Eliat Sthlang, DDS. Any Statt, OVD,
And Shiee, DDS, Thomas Sinrell, BMD, Nalalie Surhelio, DDS, Barry Stein, DMD. Ananda Stougly, DMD. Lisa Toaldo, DMD, Qinotola Ugochul, DMB, Leslie Wahf, DDS, Gregory Yo, DD

) ) AVISO SOBRE PRACTICAS DE PRIVAGIDAD
ESTE AVISO DESCRIBE COMO SU INFORMACIQN MEDICA PUEDE SER USADA Y DIVULGADA, Y COMO USTED PUEDE OBTENER ACCESO A DICHA
INFORMACION, POR FAVOR LEA ATENTAMENTE. MANTENGA PARA SUS ARCHIVOS
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Contacto oficial: Oficial de HIFAA
Telefono: BaB-B33-8441

Fax: B88-030-4331

email: hipaaokicer@smilepronrams . com
Fecha wfectiva: Augusl 1, 2016



ce Peﬂnsylva,,,b jEL DENTISTA VENDRA A SU ESCUELA!

Shomohilotent cte Nuestra escuela se unié con Smile Pennsylvania

(W para ofrecer cuidado dental en la escuela
S 3
'@"1’@ @ SIN COSTO" para usted.

Y

Cuidar de los dientes de su nifio(a) es importante para mantenerlos sanos.
FACIL Y CONVENIENTE - Dentistas licenciados en el estado peridédicamente revisara la boca y dientes de su hijo, igual proporcionara una

limpieza y tratamiento de fluoruro. También proporcionara sellantes y rayos-x tal sean necesarios. Tratamiento adicional como rellenos
podrian ser propocionados. El reporte incluye el tratamiento recibido y tratamiento requerido. jIFIRME Y REGRESE A LA ESCUELA HOY!

LLENE POR FAVOR
Nombre Legal del Nifio(a) Fecha de Nacimiento | []Hombre
L1 Mujer
Direccion Ciudad Estado Cddigo Postal
Escuela Maestro Grado
Padre/Tutor Legal Teléfono
( )

Correo electrénico Teléfono Alt.

( )

PREGUNTA DE SALUD IMPORTANTE )

DO;ILE

NINO(A) TIENE MEDICAID/PA CHIP Circule uno de los sigulentes: Medicaid, Gateway, United Healthcare, Keystone First, AmeriHealth Caritas, UPMC, HealthPartners,Geisinger

&Su hijo tiene alguna discapacidad o condiciones médicas o dentales en el pasado o presente o alguna incapacidad social / problemas de comportamiento? Puede incluir problemas del
corazén, problemas de respiracién, trastorno del cerebro/convulsiones, alergias (incluye alergia a medicamentos), diabetes, problemas de sangrado, enfermedades transmisibles o desorden

inmunitario, etc. Si es asi, por favor explique abajo (adjunte hojas adicionales si es necesario). Si No, deje el espacio abajo en blanco.

Anote cualquier problemas dental

Anote los medicamentos que este tomando

CHIP, Aetna, United Concordia CHIP, Coventry Cares, Kidz Partners, Blue Cross CHIP, Otro:

Escriba el nimero de identificacion
(RIN) del nifio(a) beneficiado AQUI: —p

*Medicaid y PA CHIP cubren 100% del tratamiento

| IﬂIO(A) (el 1=, 1= el s{e N o] = 'l -V SN (POR FAVOR MARQUE UNA OPCION ABAJO) En caso de pagar por los servicios, engrape el cheque o giro postal en esta forma, y haga el pago a: Smile Pennsylvania,
Edad 12 o mayor: $55.00

O Numero de seguro social del nifio(a) (si esta disponible) | | I | | | - | l l | = | I | [ | I | |

31800

Tel. del Seg.

NINO(A) TIENE SEGURQO DENTAL PRIVADO FN e o o g N e ey e L
Empleador Tel. del Empleador

# Grupo
FECHA DE NACIMIENTO del adulto Asegurado

Nombre del Adulto Asegurado
# Pdliza/lD Seguro Social del Adulto Asegurado,

|:| Voy a pagar la tarifa reducida para una limpieza dental, examen y fluoruro por visita. Edad 11 o menor: $49.00
|:| Certifico que no puedo pagar por el costo reducido y pido asistencia financiera completa la cual cubrira la limpieza, examen y fluoruro. (Le enviaremos una

aplicacion por correo. Disponible para tratamiento preventivo solo una vez por afio escolar.)

Si su hijo(a) ya tiene una dentista y gustaria seguir tratamiento con él, deberia continuar con su mismo dentista.

LEAY FIRME ABAJO

Solicito que el dentista realice una revisién dental a mi hijo(a) en la escuela la cual cubrira el examen dental, limpieza, fluoruro, sellantes, y rayos-x como sean necesarios, asi
como otros trabajos dentales segtin la necesidad, incluyendo rellenos, extracciones de dientes de leche infectados, adormecimiento de la boca y dientes y otros procedimientos

como se describe con mas detalles en la parte posterior de esta pagina. Este permiso incluye visitas al dentista en el futuro. He leido la PREGUNTA IMPORTANTE DE SALUD
al anterior y les informaré de cualquier cambio significante del salud de mi hijo(a) a 855-481-8639. He leido la ADVERTENCIA IMPORTANTE Y CONSENTIMIENTO EN LA

PARTE POSTERIOR DE ESTA PAGINA, entiendo y estoy de acuerdo con sus términos.

FIRME Y FECHA AQUB Para su privacidad doble
vd FECHA y asegure.
PREGU NTAS:1 '888"833'8441 FAX: 1-888-330-4331 Visitenos en: mobiledentists.com PA-COMPR-009V2 12/16
Elliot P. Schlang, D.D.S., General Dentist & Dental Director, Big Smiles Pennsylvania P.C.
£

200 Bamr Harbor Dr., Ste. 4004079, West Conshohocken, PA 19428
©Big Smiles Pennsylvania P.C., 2016



IMPORTANT NOTICE & CONSENT / AVISO IMIPORTANTE Y CONSENTIMIENTO

| understand and authorize Big Smiles Pennsylvania P.C. (Provider) and its affiliated dentists to provide the following services for the named child for whom | am the custodial parent
or legal guardian: dental exam & oral hygiene insfruction, teeth cleaning, fluoride treatment, x-rays & dental sealants. | authorize the dentist to fill any cavities or to place a crown over
the tooth if needed. | authorize Provider to extract any problem baby teeth or perform a pulpotomy (treatment of the nerves inside the tocth) as needed. | understand that there are
risks to dental freatment including swelling or pain that may occur from the injection of a local anesthetic or allergic reaction. (For additional information regarding the risks of treatment
and treatment alternatives, please call the number provided.) | authorize & direct Provider to bl & collect payment from any Medicaid, insurance, or other paysr. If | have private dental
insurance, | will be billed for & agree to pay any deductibles andfor co pays. Treatment by the in-school denfist may affect future benefits that your child may receive under private
insurance, Medicaid or CHIP. Unless | have made pre-amangemenis o attend, and am there at the time of service, services will be provided without my presence. We may send you
text messages about the school dental program. Message and/or data fees may be charged by your wireless service provider; to discontinue, reply "STOP" to any message received
from us. You also agree to receive pre-recorded andfor auto-dialed telephone calis relating to the schoof dental program at the land-line and/or mobile telephone numbers provided

on this consent form. | have received the Notice of Privacy Practices {(NPP} attached to this form and consent to the release of my child's medical record information, including records
oblained from other providers, and any HIVIAIDS, communicable disease, sexually iransmitted disease, drug and afcohol, and anemia information. | authorize refease of such
information by Provider fo any responsible payor and/or administrative service provider and their subcontractors for use and disclosure refating to my child's treatment, payment for
services and health care operation purposes. This signed consent authorizes my child's initial and future dental visits. | may withdraw this consent at any time in wiiting,

Entiendo y autorizo a Big Smiles Pennsylvania P.C. (Proveedar) y a sus dentistas afiliados a proveer fos siguientes servicios al nifio{a) mencicnado de! cuat soy el padre custedic o tutor legal:
examen dental, limpieza de ios dientes, tratamiento de fluoruro, rayos-x y sellantes. Auforize at dentista a que atienda cualquier catie o cologue una corona sobre el dienle si es necesario.
Autorizo al Proveedor a extraer cualquier diente de leche con problema o realizar una endodoncia (tratamiento de fos nervios dentro det diente), como sea necesario. Entiendo que existen
riesgos al recibir tralamientos dentales incluyendo inflamacion o dolor que puede ocurir de la inyeccion de la anestesia o una reaccién alérgica. (Para informacion adicienal sobre los riesgos det
tratamiento dental y tratamientos altemas per favor lame al nimero proporcionada.) Autorizo y dirijo al Proveedor a facturar y recolectar pagoe de Medicaid, segure privado o tercera parsona. Si
tengo seguro dental privado, seré facturado y acuerdo a pagar cualquier dedusible ylo co-page. El fratamiento realizado por ef dentista escolar pudiera afectar los beneficios de su nifio en en un
futuro bajo su ccheriura privada, Medicaid o CHIP. Af menos de que alla hacho algun ameglo previamente para atender y estoy ahi al momento de los senvicios, el servicio seré proveido sin mi
presencia. En ocasiones podremoes mandarie un texto sobre et programa dental escolar. Cobros de mensaje ofy de datos pueden ser aplicados por su proveedor de servicios inalambrico; para
descontinuar, respenda “STOP” a cualquier mensaje que reciba de nosotros.Usted también acepta recibir transmisién pre grabada vio auto llamadas telefonicas relacionadas con el programa
dental escelar a los numeros telefonicos que usted proporciono en esta forma de consentimiento. He recibido el Aviso de Practicas Privadas (NPP) aduntas a este formuiaric v ef consentimiento
para |z divulgacion de la informacian ylo expadiente médico de mi hijo(a), inciuyendo los registros obtenidos de ofros proveedores, y cualquier otra enfermedad como: VIH/SIDA, enfermedades
contaginsas, enfermedades de transmision sexual, dragas, alcohol, y anemia. Yo autorizo la divulgacion de dicha informacién por parte de proveedores para cualquier pagador responsable yfo
proveedor de servicios administrativos y de sus subcontratistas para el uso y divulgacion de informacion refacicnada con el ratamiento de mi hijo(al, pago para el mantenimiento y cperacidn de
cuidade dentat. Esta forma de consentimiento firmada autoriza la visita dental inicial y visitas de seguimiento. Puedo retirar mi consentirniento en cualquier momento por escirito..

KEEP FOR YOUR RECORDS

ELLIOT P SCHLANG, DDS -

Gengral Bentists -Pooja Agnish, OMD, Cheri Bases, DMB, Thomias Boradi, DMD, Dan
Girggtr Grieco. ODNS, Alan Hull, DOS. Shitey Hul. DMD, Cyathia [semsan, DD, Pa
Janice Movay, DS, Allison Moata, MO, Malanie oo, OME, Miroszlay Memet OMB, B
A Shree, DDE

GENERAL DEMTIST, DEMTAL D

Bannevie, 05, Hal Cohen, DD, Samuc Domsky, DD, |
i Johinson, DD, Deboraly Kobe, OMO, Randy Katp. BA0, Briltany 1Kool, DD Bermard iKure
and Pallotta, DMD, Sofornen Pasis, D3, Maryea Petrasheuskays, DOS, Dennis Pad :
3, Thamas Simrell, DRD, Matalie Sortbella, DRES, Barey Sein, DI Ananda Stosigh, R0, Lisa Toalkdo, DMEY, ol Lgechahu, DD Le

OR
sid, D0E. Stanley Feldma

il

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABCUT YOU MAY GE USED AND DISCLOSIEDR AND HOW YOU CAN C
PLEASE REVIEWIT CAREFULLY. KEEP FOR YOUR RECORDS

5 TO THIS INFORMATION,

OUR LEGAL DUTY

The prvacy of your medical infarmation is imporiant (o us. We are required by applicalde federal and state law o
wyainfain the pivacy of your heallt irfonmation. We are also required (o give you this Notice abaut our privacy pracl
aur legal dulies, and your dghls concermnoing your health infonmation. Ye st follow the privacy practices ihat a
dascribed fn s Notice while iUs in effsct Wes will pediy you if your snsseursd madical inforrmmliog s breachied

We resaerve the right to change our privacy praclices and the lems of this Nolice at any time, provided such
changes are pennitted by applicable law, We reserve the dghl fo miske the changes in our privacy pracicss
and the nayw tenns of our Motice effective for all haalth information that wiz inaintain, inchuding haalily infarmation
we cresled o received before we made the changes, Belore we make a significant change in our privacy
practices, we will change this Notice and malke the now Notice available upon request.

You may reqiest 2 copy of our Nalice at any time. For more infonmation about our privacy praclicas, or for
additional copies of this Motice, plaase contact us using the informalion listed st the end of this Notics,

USES AND DISCLOSURES OF HEALTH #NFORMATION
We use and disclose healtly information abeout you for treatment, payment, anc healthcare operations.
For example:

Treaiment: We may use of disclose your healih information (o a physiciarn, school nurse, or other healthcare
provider providing treatment to you.

Payment: We may use and disclose your health Infermation o obiain payment for services we provide o you,

Healthcare Operalions: We may use and disclose your health inforimation in conieclion with our business
oparalions such as raviewing the compelence or qualifications of healtheare professionals and avalualing
praciifioner and provider parionmance,

Your Authorization: Uses or disclosures nol olhenvise described in Bis Notice may be made only wilh your
wriltan authorization, |n addilion, we must oblain your wiitlen authardzation ta sell your medieal information
or lo use or disclose your infonmation for marketing goods o sarvices to you whisre we are paid 1o make the
communication. If you give us an authorizalion, you may revole il in wriling al any time. Your revocation
will not affect any use o disclosures permitlad by your authorization while it was iy effect. Unless you give
us a wrllen autharization, we cannot use or disclose your health information for any reasan except those
described in this Nolice.

To Your Family and Friencds and Persons Involved in Your Care: We may disclose your healty informystion to s
family remiber, fend or other personinvolved in your care (o the extent necessary 1o help with your healthcare o
with payment ([ar your haalthcars, W may also disclese your medical infornation 1o digaster ralisf organdzations (o
help lzcate individuals during a disaster. We may also vee or disclose your medical information to nolify, or assist
in Ihe notification, of a family member, a personal representative or a person responsible lor your cane of your lecation,
generat condition or death. H you do nolwanl us o disciase your teedical information Lo Farily imembers or others in
fese crcumstances, please aolify our HIPAA Officer al 858-833-844 14,

Recquired hy Law: We may use or disclose your healllh information when we are required to do sa by faw,

Public Safety: We may need lo disclose medical inforrmalion to law enforcement officials, such as in
responss to a search warmanl or a grand jiry subpoena, or o assisl law enforcernant officialz in idantifylng o
ncating an individual, 1o reporl dealhs that may have resufied from criminal conduct, and Lo repord cirpinal
conducl on our premises.

Abuse or Negleck: We may discloze your heallh information io appropriate avhorilies il ve maszonably balieve that you are a
paossible victim of abwee, eglect, or domastic vielgnce or the possible victim of other cimes. We may discloss your heaith
information to the exient necessary o avert a seirous threat to your heaith or safety or the heaith or aafety of others.

Hatlonal Security; We inay discoss yous msdeal inforation b miltsry autborilios of A
under certain crormstances; O aulhodzed (ederal officials for favfa intelligence, countedn| e, or alfer palional
aclivikes, and to protect the president; and t 2 cornectional instifulion or iy erdoreeiment alficisl fraving lasiul custody of an
innate of patiant ueder certain cermistantes,
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