
Address; ~----- _
(St,eot)

Child's Legal Name: ~~------ _
(Firm (Middle) (La.t)

----------------------------------- Grade: Teacher: __

«;Ity) (ZIP)
Phone#: __

DatG of BIrth: ----/.·.--1 Age: _ M or F
(Month) (Day) (V06r) (CircleOne) Parent Email: _

Preferred Language (Check one): 0 English 0 Spanish 0 Other (Please Specify): " _

Which of the fOllowIng describes your child (Check One or More):0 Black/African American 0 White 0 HIspanic/Latino
o Asian CJ Arab American 0 American IndIan/Alaskan 0 Native Hawaiian/Other Pacific Islander tJ Other

o YES,I give my permission for my Child to receive: Fluoride varnish, oral screening, dental cleaning and sealants, if needed.
[J YES, I give my permission for my child to receive: Oral screening and sealants only.
o NO,I do not give my permission for my child to receive treatment with Smiles on Wheels,
Printed Parent Name: _

Date: ~ _

Signed Parent Name: ---~-~-------------------- liiiiiiiiiiiiiiiiii.EEVV:eE~Ni1T~I~NiFFi(O)iR~M~AA'TTiliCo)jiNiI__ •
Ttusconsen: will be vD/id for the J2~monthcertoa of tnls f)rogr<Jm Event Site: _

(Please circle):

YES/NO 1) Is your child allergic to anything? If yes, what? __ ~ _

YES/NO 2) Is your child taking any medications? If yes, whet? _

YES/NO 3) Does your child have any medIcal conditions such as heart disease,asthma, hay fever; hepatitis, cancer,diabetes,
or any other medical conditions? If YE.'S, what? __

YES/NO 4) Does your child have learning or emotional Impairments? Ify@s, what? _
5) When was your child's last dental visit? _

No payment isr.e.guired from 'iO,UtorJIll£.QLQS1rlJ[T).However, Medicaid/Healthy Kids Dental/MIChlld and other dental
insurance carriers will be billed to help cover the cost of this program. Please fill out insurance Information.

Event Dato(s):

Insured Name: ~ _

Medicaid #: ~------- Name of Insuranco: ~ _

(First)
(Last)

Date of Birth: - __ /_ 1 _
(Month) (Oay) (Vaer)

Group#: ___

Policy or ID #: _

Employer: _
------------ OR Insured SS#: _

Employer Phone #: _
Your child'3 {Jersonallnformation wI/I be kco! confidential and will not btl shore" with any {Jerson who is IInr directly inVOlved in thi core of ,vow child €I!; f)tJrt of theHealth Insurance Portaoility soa Accovntiilhility Act (HIPAA).

D(!ntal services /)lClY be obtained at the (JatleM's dentiill home ramer than with the mOOi/tJdental fa,ility and ootaWng dlJplicate!:erviCBS may affect Insurance
benefits that he or Shi fIlCeive$ from arivate Insurance. iI .~tilte or federal IJrogram. or other third-{)arty f)rovider of dental benefitli.

FOR OFFICE USEONLY _
Vilrnish: Screen: # Teeth: Fills: Cavities: ___

3 14 19 30 2 15 18 31 4 5 12 13 20 21 28 29

Varnish: Screen: II Teeth: Fills: Cavities:_
l 14 19 30 2 15 18 31 4 5 12 13 20 21 28 29

- Date: RDH: AD/CH Prophy: _
~ Sf) Needs: _ urgent Cilre/Absces$od #: SEAL #; NONe:
:; Notes:: __

~ Date;---- RDH: AD/CH Prophy: _

~ SP Needs: _ Urgent Care/Abscessed #: SEAL II: NONE

; Note$: ~ ~ _

')

- Sealant Retention Chet::k:
, Pate: -----_ RDH:--_ All Retained: REPLACED#; 3 14 19 30• :2 15 18 31 4 5 12 13 20 21 28 29

z-oo®
,rv T ,.,. ... ,..


