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IF CHILD HAS MEDICAID/CHIP

Sign Up Online!
THE DENTIST IS COMING TO SCHOOL! WW-MvSthoothsi-wm
Get in-school dental care at NO COST” to you. Scan the code 5% 5

* For patients covered by Medicaid or CHIP

Taking care of your child’s teeth is important to keep them healthy.
EASY & CONVENIENT - A state licensed dentist will regularly check your child’s mouth & teeth, as well as provide a cleaning, x-rays as necessary, | member |

fluoride treatment and apply sealants, as needed. Additional care, such as fillings, may also be provided. A dental report card will be sent home with ADA
your child. Permission includes initial dental care & follow-up visits. SIGN AND RETURN TO YOUR SCHOOL TODAY! e
Dental
Association®
PLEASE COMPLETE
Child's Legal Name Birth Date 1 Male
[ Female
Address City State Zip
School Teacher Grade
Parent/Guardian Name Phone
( )
Email Alt Phone
( )

IMPORTANT HEALTH QUESTION )

DOES YOUR CHILD HAVE ANY PAST OR PRESENT MEDICAL CONDITIONS, DISABILITIES, BEHAVIOR OR OTHER PROBLEMS? PLEASE CHECK EACH
CONDITION THAT APPLIES TO YOUR CHILD AND EXPLAIN IN THE SPACE PROVIDED. ATTACH ADDITIONAL INFORMATION TO THIS FORM AS NEEDED.
IF NO CONDITIONS APPLY, LEAVE BLANK.

] {\ctlve}contagious diseases O Allergies-foods/seasonal O Bleeding discrders O Diabetes 0O Kidney disease
(including COVID-19) O Allergies-medications 0O Breathing problems O Heart problems O Liver disease

O Asthma O Behavior problems O Dental problems O Immune disorders O Seizures

0O Other Explain

List current medications and/or dental concerns:

I Circle one of the following: Healthy Blue, Home State Health Plan, Missouri Medicaid (MO HealthNet), UnitedHealthcare

Enter Child's 8-digit
ID Number HERE: ————p

OR Child’s Social Security # (if available) I | | | | | - l | l I - | I | | ’ | | I
PRIVATE DENTAL INSURANCE .
Ins. Company Name (not Medicaid) Ins. Phone
Group # Employer Name Co. Phone
Insured Adult Name Insured Adult Birthdate
Member ID/Palicy # Insured Adult SS#
IF CHILD HAS NO DENTAL INSURANCE (CHECK ONE BELOW) If paying for services, staple check or money order to this form & make payable to: Nevin Waters, DDS.

To pay by credit card, call 855-481-8639.
[ 1 will pay the reduced fee for a dental cleaning, screening & fluoride per visit. Ages 12 or younger: $68.00 Ages 13 or older: $81.00
[ | request donated care to cover the cost of a dental cleaning, screening and fluoride for my child.
(We will send you a donated care application. Available only once per school year for preventive care only.)

If your child sees a dentist regularly, and you want to continue care with that dentist, you should do so.
READ & SIGN BELOW

| understand and authorize Nevin K. Waters D.D.S., P.C. (Provider), its affiliated dentists or dental hygienists, fo provide dental services at school fo the above named child for whom | am
the custodial parent or legal guardian, including an exam, cleaning, fluoride, sealants, x-rays and the application of Silver Diamine Flucride as needed. (The use of Silver Diamine Fluoride
may discolor any cavities to a brown or black color. SEE BACK FOR DETAILS.) | also authorize any other dental work such as fillings, exiractions of problem baby teeth, performing a
pulpotomy (baby tooth nerve treatment), numbing the mouth and teeth and other procedures as needed. | have read the IMPORTANT HEALTH QUESTION above and will report any
significant changes in my child's health to 855-481-8639. | have read the IMPORTANT NOTICE AND CONSENT ON THE BACK OF THIS PAGE and understand and agree fo its terms.

SIGN & DATE HERE ™ For your privacy,

This consent authorizes the initial and future dental visits. DATE please fold

QUESTIONS: 855-481-8639 FAX: 888-330-4331 Visit us at: BigSmilesDental.com
Nevin K. Waters D.D.S., P.C. ESPANOL AL REVERSO ~

435 Nichols Road, Suite 200, Kansas City, MO 64112
© Nevin K. Waters D.D.S., P.C., 2022

MO-COMPR-015V1 6/22 :

104



IMPORTANT NOTICE & CONSENT

and future dental visits. | may withdraw this consent at any time in writing.

I understand and authorize Nevin K. Waters D.D.S., P.C. (Provider) and its affiliated dentists or dental hygienists to provide the following services to the named child for whom | am
the custodial parent or legal guardian: dental exam & oral hygiene instruction, teeth cleaning, fluoride treatment, x-rays & dental sealants, as well as the application of Silver Diamine
Fluoride to treat the progression of tooth decay. (The use of Silver Diamine Fluoride may discolor any cavities to a brown or black color.) | also autharize the dentist to fill any cavities
or to place a crown over the tooth, extract any problem baby teeth, perform a pulpotomy (baby tooth nerve treatment), place space maintainers or perform other dental treatments as
needed. | understand that there are risks to dental treatment including swelling or pain that may occur from the treatment or injection of a local anesthetic, or allergic reaction. (For
additional information regarding the risks of freatment and treatment alternatives, please call the number provided.) | understand that a portion of my child's dental examination may
be performed remotely and that clinical information (such as x-rays) may be collected and sent electronically to another site for the dentist's evaluation. | consent to these teledentistry
services and understand that while confidentiality protections apply, the use of third party electronic transmissions may present additional privacy risks. | understand that | have the
right to access medical information related to teledentistry services. | authorize & direct Provider to bill & collect payment from any Medicaid, insurance, or other payer. | authorize my
child's school to make available to Provider and its billing agent my child's insurance information in order to bill payer for services. If | have private dental insurance, | will be billed for
& agree to 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 to attend, and am there at the time of service, services will be provided without my presence. | consent to the Provider sending text messages
about the school dental program. | acknowledge that text messaging is not a secure form of communication and presents additional privacy risks. (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
relaling 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

KEEP FOR YOUR RECORDS

DR. NEVIN K. WATERS, DDS, P.C.

Aimy Bagley, DDS, Evelyn Clark, DDS, Linda Sue Dobbs, DDS, Alan Handler, DOS, Joseph Hughey, DDS, Perl Irwin, DDS, Sonkza Kumar, DDS, Jes:
DDS, Ellan Sheridan, DDS, Kevin Slock, DDS, Heather Suratl, DDS, Nevin Walers, DDS, Dewain Whitmiore, DDS

Derrfk Richard. DMD. Kori Rienboll, DDS, Thomas Runca. DDS, Elliot Schiang

Lavalle, DMD, Slorie Redford, DDS

NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY. KEEP FOR YOUR RECORDS
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About SDF
= The in-school dentist will use SDF on back teeth only. .
* It's normal for SDF to stain the cavity brown or black. .

* The brown/black color means that the SDF is working.
= The healthy parts of the tooth will not be stained.

Questions? Call one of our care coordinators at 855-481-8639.

Silver Diamine Fluoride (SDF) - A new dental treatment to fight cavities

Dental cavities are very common in children, but now our in-school dentists have a safe, painless alternative to traditional cavity
drilling procedures called silver diamine fluoride (SDF). SDF is an FDA-approved antibiotic liquid used to help prevent cavities
from forming, growing, or spreading to other teeth. It is simply brushed on the tooth.

SDF treatment may not eliminate the need for a traditional filling.

SDF can temporarily stain nearby areas in the mouth.
The stain causes no harm and should disappear on its
own within a few days to a couple of weeks.

+ SDF may cause a temporary metallic taste.

SDF applied
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Big Smiles Missouri

Dear Parents or Guardian,

If you need financial assistance so your child can receive a dental screening, cleaning, and fluoride, please check the appropriate box and fill out the
required information.

School/Center:

Child’s Full Name: Date of Birth:

Parent/Guardian Name: Phone #: Email:

Address: City: State: | Zip:

Please check areas that apply to you and fill out Information:

I:IM\/ child has Medicaid/MO HealthNet. The 8-digit ID #is: I:I I:I D I:I D I:l |:I I:l

Circle one of the following: Missouri Medicaid (MO HealthNet), Aetna Better Health Missouri, Missourl Care, Home State Health Plan, United
Healthcara

f don’t have Medicaid/MO HealthNet and wish to apply.
Medicaid/MO HealthNet is an affordable insurance program, offered by the State of Missouri for children birth through age 18. To qualify for this, a
child must ba a Missouri resident, under age 19, and live in a family that makes at or below the income in the chart below.

# of Persons MHK CHIP GROUPS [UNINSURED CHILDREN) THROUGH AGE 18

Included in NO-COST PREM PREM PREM
Household 150% 185% 225% 300%
1 51,562 $1,926 $2,342 53,123

2 52,114 52,607 $3,171 $4,228

3 32,667 $3,289 54,000 55,333

4 53,219 $3,970 $4,829 56,138

5 43,772 $4,652 85,657 $7,543

6 54,324 45,333 56,486 $8,648

7 $4,877 56,015 $7,315 $9,753

8 $5,429 46,696 $8,144 510,858

9 55,982 $7,377 58,972 611,963

10 $6,534 58,059 $9,801 513,068

11 57,087 $8,740 $10,630 $14,173

12 $7,639 $9,422 511,459 $15,278

To apply for Medicaid/MO HealthNet call 1-855-373-9994 or visit www.mydss.mo.gov/healthcare/mohealthnet-for-kids

D | have other dental insurance,
Please attach a copy of the front and back of the insurance card to this form and complete the information below.

Insurance Cempany Name
(other than Medicaid)

Insurance Company Phone

Group Mumber

Empioyer Name Company Phone
Name of Insured Adult Birth Date of

‘ Insured Adult
Member ID/Policy # Social Seeurity # of

Insured Adult

D I have no dental insurance and do not wish to apply to Medicaid/MO HealthNet.
I will pay for a subsidized service because | am unable to pay full fee, It will cover dental screening, cleaning, and fluoride.

Agea 12 and Under - $68.00 Age 13 and Older - $81,00
Piease staple check or money order to this form and make payable to: Big Smiles Missauri. To pay by credit card, please call 1-800-409-2563.

| request donated care to cover the cost of a cleaning, screening, and fiuoride for my child.
| certify that my monthly household income is below the monthly income limits above, and | am not eligitle for Medicaid/MO HealthNet, or any

cther dental assistance programs.

X Sigh Here Date
Parent/Guardian

Wa lock forward to seeing your child, Please return to your school/center as soon as possible. If you have guestions, please call 1-800-409-2563,
Thank You,

Big Smiles Missouri
BigSmilesDental.com Nevin K. Waters, D.D.S,, P.C. FORM MOGRANT-2019



