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SmileHealthy has arranged for dental services for you or a child under your care which may include an exam, cleaning, flusride
treatment, sealanls and in sume cases restorative care. Licensed Dentists, Hygienists, and Assistants will pecform at the clinic wath
portable dental equipment. Fn addition you or the child may reccive fillings. extractions and anesthetic based on the treatment
i rfnnm:d at i rtsmratwt s:hm{: Y{Jll o th-: child may also recelve x-rays.

School/Site Name: Grade/Chassroom . AM. PM.
MName: . ..

Home Address: — = ApL &

City: Zipr . ... .. County:

Date of bith: ¢/ Bex: Mate /Female Phonc number: { ) -

Race {check all that apply, for research purposes only, not requited for eligibiliy):

[C)Hispanic [(CJNon-Tiispanic (JWhite _JAfrican American

[ 1Asian/Pacific 1slander  [_lAmerican Indian/Alaskan Native

] L'thr [ JUnknown

ki ASTIrance 1N jormAaong o
Dy ],n:n-u oT the -:-hl]d quallf'-.-' for and receive benelity from Medicaid, KidCare, AllkKads, ot Medical Card?  Yes/ No
IF YOU CIRCLED “YES”, YOU MUST COMPILETE THE FOLLOWING:

9-Digit Number on Medicasd card :

Are you or the child covered by private deotal nsurance plan?  Yes /No I you circled You, please provide:
Insurance (o, Address:

Insurance Co. Name: Group or Policy #:

[dentification #:

Fmployer ame: Insurance Co. Phong. | | -
wame of Policy Holder: Emplover Phone: { |
Tolicy Lolkder Bicthdate: Poticy Holder’s Secial Security Nomber: - -
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If you have no medical conditions, please initial here:
Flease check the box of any condition you ar the child may have had or are currenly suffering from:

U Tleart Murmur [IMitral Valve Prolapse [ Anificial Heart Yalve

[J Aantificial Jaints [ Tuberculosis [iallergy to Latex/Colored Dyes
AL STV Positive or Other [ Rheumatic Fever [ IBlocd Disorder

[JAsthma [l Hepatitis AR [} Cardiae Suryery

[ 3 Allergies [l Epilepsy [ Paychiatric Treatment

() 1Tigh/Low blood Pressui [[) Pregnant [ Dnabetes

() Other medical conditions {J Oral Contraceptives

IT you checked any of the boxes, please explain: _ ) e e
Please list any medications you or the chitd are taking: . L

The above information is accurate and complete to the best of my knowledge and 15 only for use in treatment, billing and
processing of insurance for benefits for which 1 or the child [ am caring for (s sntitled. [ authorize the dentists to release
any information, including the diagnosis and the records of any treastment or examination rendered to me or the child
during the period of such dental care, to third party pavers andior other heaith practitioners, laotharize my insurance
comparty to pay directly to the demtal office the benefits otherwise pavable to me. IUno current public or private dental
insurance plan is made available to the provider, 1 anderseand that 1 may be billed Jor the services provided. Fatients
without insurance will be charged for care but tay be eligible for grant support. [also give pernission tor dental
providers to return to techeck dental sealants. By signing below, | acknowledge that | have resd and understand this
aulhorization as it pertains to me or @ child in my care and have read and understand the HIPPA policy regarding myself

or a child in my care,

Printed Name: Signatare: Drate:.




AUTHORIZATION AND RELEASE
1 heceby authorize the SmileHealthy Dentist for to provide recommended dental services and/or to administer local anesthetics
{mjection that makes the treatment area nizeb). [ am fully-informed and fully understand that there are inhierent risks involved in the
administration of any drug, medicament, antibiotic, or local anesthetic. I am informed and fully understand that there are inherent
tisks invohved in any dental treatment and extractions {tooth mmoval). The most commen nisks can include, but 2re not limited to, the
following:
Bleeding , rwelling, brulsing, discomfort, stiff jaws, infection, aspiralion, paresthesia, nerve disturbartee oF dumage either emporary
or perrmanent, adverse drug response, allevgic reaction; cardiae arrest
I realize that it is mandatory that I follow amy instruction given by the dentist andfor his or her associates and take any medication as
directed.
Altemnative treatment options, including no treatment, have been discussed with me. 1 understand the e options. Mo guarantees have
been made to me as to the results of treatmemt. A full explanation of all comphications is available to m# upon reguest.

You Must Check A Box if Representing A Patient As Their Parent Or Legat Guardiap

[ 11 de not give my perission for my child’s dental treatment to be administersd without my presence or the presence of
one of my desipnated attendees. 1 do pledge w attend or 1 have a desipnated attendee schedule md keep all appointments
necessary to complete the recommended treatment.

OR
[ 11 bave seen and approved the treatment plan and give permission for my child’s dental treatment 1o be administered

without Iy presence.

Attention parents: In some cases, refusal 1o receive necessary treatment can be decmed to be Medical Neglect

Legal GuardianParent Signature: Date: f !

I anthorize the following individuals to be in attendance during dents] trestments in my sbsence il needed:

1. 3. A

YOU MUST SIGN FOR YOUR CHILD TO PARTICIPATE
Frganiegeng Celipyitasae

Decay | Filled | Missing Sealants Flaced Sealant Present on Prescribed Recommend
Freviously | By SH Exam by Dr. Sealunt Reseal
Prescribed | For Reb
Check

[ Treatment- Restorative  LJ Urpent Referral  {TJNo Treatment  (Maintain Periodic Preventive Carc)
Treztment performed today: () PE (Periodic Exam) () CP (Child Prophy-Cleaning) OFFICE USE ONLY

[} CF2 (Child Fluoride) [(] Seal (Sealant) Submit: __ f  /
(J Restorative O ol - Data Entry: __/_ /
Oral Hygiene: Good _ Fair . Poor Age. Inmitial: ___
Tx: Sent Sealant Grant:  / /
Dr. Signature: Date: ; ; Eligible for: Circle all that apply

PE CP (F2 Seal QHI




