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On-site Dentol Core
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Dates the dentist will visit your child,s school,
This is during school hours
Cleanings take about 1S minutes

r Ryan Park: g121

o Angola High School: 9/25
r Hendry park: 9/2g
r Pleasant Lake: 9/29
o Angola Middle School: 10/3
o Carlin park:10t4

Signup your chltd rodqy:
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or scqn lhe 0R code with your cqmerq
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CLEAN ING

FLUORIDE

X-RAYS

SEALANTS

RESTORATIVE CARE
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FREE DENTAL SUPPLIES



d

+

On-site Dentol Core

Fax:888-781-5678 Email: cwright@schoolsmiles.com Toll Free: 1'855'497-6453

A NEW FORM MUST BE COMPLETED EACH SCHOOL YEAR IF YOU WOULD LIKE YOUR CHILD TO PARTIC]PATE

slsN "u:PTQFSYrO sEE TI"IE DENTI5T AT SEHOOL!!

Fill out and return to school or Sign Up Online: www.schoolsmiles.com/student-signup
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Child's Legal Name

Davs Attend: Classroom#:

date: / I (circle)MF

ParenVGuard

Grade

I consent to receive healthcare
messages from School Smiles.

State: Zip:--
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PAYMENT INFORMATION: lptease check) MED|CATDI PRIVATEINSURANCE tr uNtNsuRED I

Managed Care Plan:

2. Private lnsurance:

Name of DENTAL lnsurance Company: lns. Phone:

l. Medicaid lnformation: 10 or 'l 2-digit lD #

Subscriber Name: _ Subscriber DoB: 

--/-/-Subscriber lD: Subscriber 55Nl 

----3. Uninsured:Dentql Options:

I Se11eayOptioni lfyouwouldlikeyourchildseenrightawayyouhavetheoptionof payingthereduced$4gfeewhichcoverstheircleaning,x-rays,

fluoride, and exam. The 549 nust Fe paid before tbe child is sgen via money order or calling (1.855.497.6453) to Provide payment qtfe.. th€ phqne.

n Grant Requeri Optloni f ree dental services available on a first come first serve basis. *nOnly available to those without dental insurance**
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IMPORTANT HEALTH QUESTIONS :

l. Does your child have any present medical conditions such as: heart issues, seizure disorders, allergies, etc? lf yes, please list below.

lf NO leave blank: , * 
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I the Parent/Guardian nderstand and give permission for School Smiles dentists to provide the following services on

my child at school which includes: exam, x-rays, cleaning, fluoride, and sealants as needed for 6 month check-ups. I also give permission for my child to receive

dental treatment as needed for follow up care in the form of restorative fillings and local anesthetic to numb the area. I understand and consent that during

treatment it may be necessary to change or add procedures because of conditions found that were not discovered during the initial exam such as larger fillings or

a pulpotorny (root canal on baby tooth). I understand if at any time my child needs a stainless steel crown or an extraction an additional consent will be required'

FINANCIAL STATEMENT: please be aware that any treatment that is rendered may affect future benefits that your child will receive under private insurance, health

insuranceprogram,medicaid,andhoosierhealthwise. AcopyoftheSchool SmilesHlPAAPrivacyNoticeisincludedonthebackofthisform,bysigninglalso
understand that a copy of this will be provided at my child's appointment and an additional copy can be requested by calling 1'855'497 '6453.

By signlng below you are consenting to routine dental cleanings as well as any necessary dental treatment for one school year and
giving the school permission to fax your registration form to School 5miles.

)--->FarentlGuardian Signature: Date:

tf your child requies treatment outside ofwhat can be provided by School Smiles, a refeual will be provided toyou.
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