e, - Little Smiles New Jersey.he mobile dentists
o lille Vol are coming to shine your smile!
f};}? @/ﬂ Please return;this form to your child's teacher in the next 2 days

© Signature required. Signed consent includes initial visit and S-month check-ups when appropriate.
© Praventive treatment may include cleaning. screaning and luorde, exams, radiogsaphs, sealants and referral when necessary.”

© Insurance such as Medicaid and MN.J Family Cere covar your child 100%

PLEASE PRINT CLEARLY IN INK

Schooi or Program Name: County:
Teacher: /Grade:_____ /Childattends: M T W TH F (circle) AM PM
Child's Legal Name:
{Fursi) (Mrddie) (Last)
Child's Date of Birth: Child's Sex: M F Last Dental Visit:
{Manth) (Day) (Year) (Circle ane)
Your child's Social Security number: - -
Parent/Guardian Name; Cell or Phone:{ )
{signing below) . (area code}
Address; City/Zip:
Relationship to child: E-MAIL:
Has your chiid had any history of, or conditions related to, any of the following: Explain beiow. D NONE
Asthma Y N Latexallergy Y N Heasmumw nofrequinng pre-medication) Y N Allergies - What? Y N
Heamophilia Y N Diabetes Y N Headmemmo req diee pre-medication) Y N
Biood disorder Y N Hepatitis Y N HAAIDS Y N Other Y N
Denial pmblemns - explzinbelow Y N HeatValveReplacement Y N Snunts or arificz pints Y N
% IMPORTANT: List all medications, health history, medical and dental conditions below. Attach another page if more Space is neecded PLEASE [NFORM
US AT THE 6-MQ R ANY CHANGE AL & C BY FILLIN A NEW PERMISSION FORM.

Medicaid/NJ Family Care

We accapl Medicaid, NJ Farmily Care and most private insurance.

Child's 16-digit CCN Number 77 7

Name of Private Dental Insurance Company (other than Medicaid); Ins. Phone:
(3roup number; Employer name: Co. Phone:
Name of parson under whom child is coverad: BIRTH DATE of Insured Adult:
Social 3ecurity number of insured adult; Coniract/ID number:

Insurance Name: Policy Holder: Date of Birth:

Secondary insurance information:
1D Number: Employer Phone: Insurance Co. Phone # _____ —

Lo e I T W T o ET TR GETITET L Only Check ONE Box

[:] 1 am able to pay the full fee for a dental deaning, screening & flucride per visit.
Ages 15 or younger: $94.00 Ages 16 or older: $118.00
Please make check or money order payable to Little Smiles New Jersey and staple to this form.
[:' I need to pay for a stubsidized service because | am unable to pay full fee. It will cover dental cleaning, screening & fluoride.
Ages 15 or younger: $76.00 Ages 16 or older: $98.00
Piease make check or money order payable to Littie Smiles New Jersey and staple to this form.

D Check here if you need financial aid for insurance co-pays/deductibles if any. Most insurance covers prevention 100%.
Check hare T you Have NO dental insurance AND you nesd full financial assistance for cleaning, screening & fluoride.
We will mail you a grant applicalion. Grants-are available gnly once per year,

IMPORTANT: Parent/Guardian Signature Required

fam o custodial pavent or legael gudedian of the miner child named above, [authorize and coryecs o This ciie sareninm thederigiiearsier o Jeze bed, and allow
the schon! aurse/schioo! representatives. the local public health department(s), andior o dentist of my cheading T olaen The fal s ddintal s ora eoa radiographs.
Fautforize arg direct Lite Smules New Jersey BC. 1o bill am iy behalf or the ehilds Behalf- and collest poymens 6 2m gey insura=ce of othe: th g perty payer that
7s the services provided to this child. | have had an opportunity to ask any Guestions abou? irealmest my chid may receivn | oekraslodae récaving a notice
0 privacy practices taday befare signing. | understand that this child will receive the results of the denrat exirm an an Ora) Heaith Report Coad gven 1o the child on

thedaveftreatrnent, IF1de not receive s ar need anather copy | will conract the toll free pumberisted baimw
- i o
x SIGN HERE Date:
(R e Tepigir e ey
it the child has a dentist, you may wish to camtinus dantal semices with ihal prowider To gyoil 2enlol serdice o0 Beoefl ~upiegton weare inform your denlist
wiich services were performed at school (se< rai m2aitn (600 canl proviasd afer schood dontal wail whiss wil IRCESte SEniass pro i
" Fadwgraphs aro teken & sealants apphed 5t denbst's discreton In 16573 wh=e S0TTE 1 BN 8% il Eanimd o Mm@ D 3o o OTE dan|s seess E a0 Zhain sl it sl it i e 4] (netr own choosing,
Q Elot P Schieng. Dontal Director, Liltle Smiles Naw Jerse, S0 Tre lastvwuy Sobie Baks 35000 hpass bl 0710 Phone:1-6686-833.-B441 Fsx.1-888-330-4324
Wit us at: www.mobliedantists.com Sl Shmiss Nk nlessE D, 22 FORM 1001




