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" ...the mobile dentists

Taking care of your child’s teeth is important to keep them healthy.
Please complete, sign & return to your teacher in 2 days
Includes initial dental care & follow-up visits!

1. ABOUT YOUR CHILD your child already sees a dentist regularly, continue to go to that dentist.

School or Program Name

County

Teacher

Room # Grade AM/PM

Child’s Legal Name

Child’s Date of Birth Male/Female

Child’s Social Security Number

(circle one}

Parent/Guardian Name

(PRINT CLEARLY & SIGN BELOW)

Address

City/Zip

Email

Phone ( ) Alt. Phone ( )

2. INSURANCE INFORMATION MEDICA

[ ] CHILD HAS MEDICAID/PA CHIP

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

iD & PA CHIP COVER 100% OF TREATMENT

Circle one of the following: Medicaid, Gateway, United Healthcare, Keystone First, Ameritealth Caritas, UPMC, HealthPartners, Geisinger CHIP,
Aetna, United Concordia CHIP, Coventry Cares, Kidz Partners, Blue Cross CHIP Other:

*|f your child is insured by Medicaid or PA CHIP.

CHILD HAS PRIVATE DENTAL INSURANCE
Ins. Company name (other than Medicaid)

[]

ins, Phone

Group #
Name of Insured Adult

Employer name

Co. phone
BIRTH DATE of insured Adult

F(iLD

Member ID/Policy #

Social Security # of insured adult

CHILD HAS NO DENTAL INSURANCE If paying for services. please make check or money order payable to Smile Pennsylvania & staple to this form.

[]

[:] [ am able to pay the full fee for a dental cleaning, screening & fluoride per visit. Ages 11 or younger: $137.00  Ages 12 or oider: $146.00

D | certify that | need to pay for a subsidized service because | am unable to pay the full fee. It will cover dental cleaning, screening & fluoride per visit.

Ages 11 or younger: $49.06  Ages 12 or older: $55.00

[:] | certify that | am unable to pay the full or subsidized fee and request full financial assistance, which will cover dental cleaning, screening & fluoride
(donated care unavailable for restorative treatment). We will send you a donated care application. Donated care available only once per school year.

CHECK EACH CONDITION THAT APPLIES TO YOUR CHILD

Notify us of any medical history changes.,
List allergies (including allergies to medications)

O Recent Dental Problems 0O Sickle Cell Anemia Name/phone # of child’s physician

O Asthma or Wheezing O Fainting /Epilepsy/Seizures

O Behavioral Problems [0 Liver Problems/Hepatitis
OO0 Communicable Diseases/TB [ Kidney Problems

Use space below to provide additional details on your child's health, including current medical
treatment, other significant past iinesses, alcohol & tobacco use (including smokeless). List current

O Rheumatic Fever O HIV/AIDS medications. Attach another page as needed.

U Diabetes [ Cancer
1 Hemophilia/Bleeding Problems L1 Heart Problems - Describe
00 CHECK IF ANTIBIOTIC PRE-MEDICATION REQUIRED FOR DENTAL TREATMENT

Approx. date of last dental visit.

OFFICE USE ONLY

4. READ AND SIGN BELOW

st

6mo

exam, prophy, flucride

| request that the dentist perform a dental check-up on my child at school which includes exam, cleaning, fluoride, sealants and

exam. prophy

x-rays as needed, as well as other dental work as needed, including fillings, extractions of infected baby teeth, numbing the mouth

{4)bwx or {2bwx

and teeth and other procedures as described more fully on the back of this page. This permission includes future dental visits. | have

PA films for diagnosis

read the IMPORTANT NOTICE AND CONSENT ON THE BACK OF THIS PAGE and understand and agree fo its terms.

seal (M)molars {MBjmolars & bicuspids

(  }esfor(sojscreen only

SIGN & DATE H£R§>

Visit us at: mobiledentists.com

ESP

QUESTIONS:1-888-833-8441 Fax:1-888-330-4331

. Elfiot P. Schlang, D.D.S., General Dentist & Dental Director, Big Smiles Pennsyivania P.C.

200 Barr Harbor Dr., Ste. 400-4079, West Conshohocken, PA 19428
©Big Smiles Pennsyivania P.C., 2015

For your privacy, please fold & secure.
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IMPORTANT NOTICE & CONSENT / AVISO IMPORTANTE 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 instruction, teeth cleaning, flucride 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 (freatment of the nerves inside the tooth) as needed. | understand that there are
risks to dental treatment 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 freatment alternatives, please call the number provided.) | authorize & direct Provider to bill & collect payment from any Medicaid, insurance, or other payer. If | have private dental
insurance, | will be billed for & agree fo pay any deductibles and/or 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 fo 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 and/or auto-dialed telephone calls relating to the school 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
obtained from other providers, and any HIV/AIDS, communicable disease, sexually transmitted disease, drug and alcohol, and anemia information. | authorize release of such
information by Provider to any responsible payor and/or administrative service provider and their subcontractors for use and disclosure relating 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 writing.

Entiendo y autorizo a Big Smiles Pennsyivania P.C. (Proveedor) y a sus dentistas afiliados a proveer los siguientes servicios al nifio(a) mencionado del cual soy el padre custodio o tutor legal:
examen dental, limpieza de los dientes, tratamiento de fluoruro, rayos-x y sellantes. Autorizo al dentista a que atienda cualquier carie o coloque una corona sobre el diente si es necesario.
Autorizo al Proveedor a extraer cualquier diente de leche con problema o realizar una endodoncia (fratamiento de los nervios dentro det diente), como sea necesario. Entiendo que existen
riesgos al recibir tratamientos dentales incluyendo inflamacion o dolor que puede ocurrir de la inyeccién de la anestesia o una reaccion alérgica. (Para informacion adicional sobre los riesgos del
tratamiento dental y fratamientos altemos por favor llame al niimero proporcionada.) Autorizo y dirijo al Proveedor a facturar y recolectar pago de Medicaid, seguro privado o tercera persona. Si
fengo seguro dental privado, seré facturado y acuerdo a pagar cualquier deducible y/o co-pago. El tratamiento realizado por el dentista escolar pudiera afectar los beneficios de su nifioenen un
futuro bajo su cobertura privada, Medicaid o CHIP. Al menos de que alfa hecho algiin ameglo previamente para atender y estoy ahi al momento de los servicios, el servicio sera proveido sin mi
presencia. En ocasiones podremos mandarie un texto sobre el programa dental escolar. Cobros de mensaje oly de datos pueden ser aplicados por su proveedor de servicios inalambrico; para
descontinuar, responda “STOP” a cualquier mensaje que reciba de nosotros.Usted también acepta recibir transmision pre grabada y/o auto llamadas telefonicas relacionadas con el programa
dental escolar a los numeros telefonicos que usted proporciono en esta forma de consentimiento. He recibido el Aviso de Practicas Privadas (NPP) adjuntas a este formulario v el consentimiento
para la divulgacion de la informacién ylo expediente médico de mi hijo(a), incluyendo los registros obtenidos de ofros proveedores, y cualquier otra enfermedad como: VIH/SIDA, enfermedades
contagiosas, enfermedades de transmisién sexual, drogas, alcohol, y anemia. Yo autorizo la divulgacién de dicha informacién por parte de proveedores para cualquier pagador responsable y/o
proveedor de servicios administrativos y de sus subcontratistas para el uso y divulgacidn de informacién relacionada con el fratamiento de mi hijo(a), pago para el mantenimiento y operacion de
cuidado dental. Esta forma de consentimiento firmada autoriza la visita dental inicial y visitas de seguimiento. Puedo retirar mi consentimiento en cualquier momento por escrito..
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NCOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABCUT YOU MAY BE USED AN SCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW [T CAREFULLY. KEEP FOR YOUR RECORDS
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LISES AND DISCLOSURES OF HEALTH INFORMATION
We use and disclose heslth information about you for & ayment, and healthcare ons.
For example:

Troatmpnt: W
orovider providi

Payment: We may use and disclose your health information 10 oblain payment for senvices we provide 1o you
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