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Student Services                                             
Parent Permission for Dental Services

   BOTH SIDES OF THS FORM MUST BE COMPLETED

Dear Parents,


Your child’s school will soon be visited by the Smiles on Wheels Children’s Dental Bus as a joint effort of the Jackson County Public Schools and the Jackson County Health Department, to provide free dental services for Pre-K through 3rd grade students on Medicaid or eligible for the Free Lunch Program.  Limited dental examinations, cleanings, fluoride treatments, and sealants (protective coating on the chewing surfaces of the back teeth to help protect the teeth against decay) will be available to these students at no cost to parents.  Your child will not be given any sedatives or other medications, nor will X-rays be performed at this initial exam.  Permission is required from one parent or guardian.
IF YOUR CHILD IS ON MEDICAID OR ELIGIBLE FOR THE FREE LUNCH PROGRAM AND YOU WOULD LIKE FOR YOUR CHILD TO RECEIVE THESE SERVICES, PLEASE COMPLETE AND SIGN THE FRONT AND BACK OF THIS FORM, THEN RETURN IT TO YOUR CHILD’S TEACHER IMMEDIATELY.  Parents do not have to be present when the services are provided.  After this examination, you will be notified if further treatment is required. If you have any questions, you may call 850-482-1359.  
PRINT Legal Name of Child_________________________________________________________________________




                       (Last)

                                   (First) 

                                           (Middle) 

Date of Birth_______________ Age _____ Child’s Social Security # ______-____-_______ Free Lunch: Yes/No ______

             (Month)  (Day)  (Year)                             (SS# required for eligibility determination pursuant to Rule 64F-10.006(1)(a), FL Admin. Code)
Sex ______ Race ______________ Hispanic Yes/No _______ Medicaid # (if eligible) ____________________________

Mailing Address ____________________________________ City ________________________ Zip Code ___________

Residence Address (If different) ______________________________________ How long at this address? ____________

Home Phone Number(s) ______________________________ Alternate phone #_________________________________

PRINT Parent or Guardian Name _________________________________________ Relationship __________________


            Yes, I hereby give consent for my child, _______________________________, to be examined by the dentist on the Smiles on Wheels Children’s Dental Unit and to receive the preventative treatment recommended. I understand that these dental services are being provided by the Jackson County Health Department and not by Jackson County Schools. I give consent for disclosure of my child’s eligibility for the Free Lunch Program to the Smiles on Wheels Dental Program.

          No, It is my desire that no dental services be provided for my child.  I understand that these services are provided free-of-charge to the parent.  I do not hold Jackson County School Board or Jackson County Health Department responsible for any future dental problems resulting from lack of dental treatment.

Signature of Parent or Guardian X _______________​​​_​________________________ Date ______________
School _________________________________ Teacher ________________________________  Grade _____________
IMPORTANT:  The Health History Information and Medical Release on the next page  

                                     MUST BE COMPLETED and SIGNED before dental services can be provided.       
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       HEALTH HISTORY FOR ________________________
                                                                (Print Child’s Name)
· Has your child received a dental examination or dental treatment within the last year?
Yes(   )  No(   )

If yes, Name of Dentist: _________________________________________________

· Has your child ever had rheumatic fever?






Yes(   )  No(   )

· Does your child have a heart murmur?






Yes(   )  No(   )


If yes, does your child require medications before dental treatment?


Yes(   )  No(   )

If yes, is your child currently under the care of a physician for the murmur?

Yes(   )  No(   )

Name and phone number of Doctor: ______________________________________

· Has your child been seriously ill?  If yes, please list all serious illnesses:


Yes(   )  No(   )

· Has your child ever had a reaction to medicines?  If yes, list medication:


Yes(   )  No(   )

· Is your child allergic to anything?  If yes, what:





Yes(   )  No(   )

· Is your child currently taking any medications?  If yes, please list and give reason:

Yes(   )  No(   )

· Is your child currently under the care of a physician?  If yes, please give reason:

Yes(   )  No(   )

· Is there anything else we should know about the health of your child?

· Name of your child’s doctor: ___________________________________  Phone# ______________________

CONSENT TO RELEASE INFORMATION FOR TREATMENT, PAYMENT AND HEATH CARE OPERATIONS

I consent to the Jackson County Health Department, PO Box 310, Marianna, FL 32446 located at 3045 4th Street, Marianna, FL 32446 the use and disclosure of my child’s medical information; including medical, dental, tuberculosis, sexually transmissible disease, HIV/AIDS, substance abuse prevention, psychiatric/psychological, and case management; for treatment, payment and health care operations.  Please note that we have only the dental record and do not have access to other records maintained by your local health department.  This release is for dental treatment and dental billing purposes only. The consent you sign on this page will remain in effect until you request in writing that your consent be withdrawn, which you may do at any time. 
ASSIGNMENT OF BENEFITS (only applies to Third Party Payers such as Medicaid, Kids Care, and Insurance) 

As Client/Representative signed below, I, assign to the Jackson County Health Department all benefits provided under any health care plan or medical expense policy.  The amount of such benefits shall not exceed the medical charges set forth by the approved fee schedule.  All payments under this paragraph are to be made to above agency.  I am personally responsible for charges not covered by this assignment. 
MY SIGNATURE BELOW VERIFIES THE ABOVE INFORMATION AND RECEIPT WITHIN THE LAST TWO YEARS OF AN ELECTRONIC OR PAPER COPY OF THE NOTICE OF PRIVACY RIGHTS

X_______________________________________________              ____________________________              _______________________  
             Signature of Parent or Guardian                     Relationship to Child                           Date                   
     

X________________________________________________              ____________________________

 Witness, if signature is an X                                                                                   Date
Health History Reviewed by: ____________________________________________          ___________________
                                                                         Signature of JCHD Dentist



         Date
