Child's Name: Teacher/Grade: /
Please check one, and return to your child’s teacher as soon as possible. (teacher) {grade)

__Yes, T want my child to receive a free dental screeming only and send home a repoft.
(This does not take the place of the yearly dental exam with the dentist.)

No, 1 do not wish for my child to participate in any part of the dental program.

Parent/Guardian Signature

_ Yes, I would like my child to receive a dental screcning, dental clearsng, fluoride treatment, toothbrush and fioss.
Please complete pages 2 and 3.

My child does not have the dental insurance listed below. | have enclosed a check payable to the Rushville Health Center for
$56.70. Yes, please send home a reccipt with my child so [ may submit it to my private insurance.

 Yes, I would like my child to participate in the dental program and again in six months if available. My child’s insurance
information is completed below (Child Health Plus, Blue Cross/Blue Shield or Medicaid).
No payment is necessary. .
- Yes, 1 give permission for my child to have dental sealants if needed.

j—
Child Health Plan - NEW YDRK STATE

BEPARYMENT OF SINTIAL SEXVICTY
BlueCross
. 7 BlueShield , ENEFIT
o et Ly o 8 il e i) ik —r— MENTIFICATION CARD
Subacriber Idaniification Numbar:

T T wwowser: {11111

Subscriber Nama: HAME;
. SEX M OR R
G S Pla .
BC Plan B lan BiueCroas BlucShlc!d BRITHDATE:
Cuslomer Sarvica 1-800-650-4353 of \he Nochester Area 150 » ACCESS HUNBEN SEQ »
when your doctor's nilita |3 cloaad call 1-800-T18-4885 : .

Thls covarage raquires anneal rocertlfication An s Compary

Dantal Cxre Program

Subscriber [dentiflcation Number:
T A O O O O

[

Subactlber Name:

BC PLAN BS PLAN

Cuntomer Ssrvice 1-B00-724-1675
TTY 585-454-2B45
EXPRESSLINE 5A5-454-5010 1-BD0-54B-6428

Insurance address if not Rochester: ™

* We are unable to treat your child without complete information and your signature on both
pages 2 & 3,

I consent to having my child receive dental care by the Rushville Health Center dental staff at school. If my chiid has Child Health Plus,
Blue Cross Blue Shield of Rochester Area, or Medicaid. I consent for the Health Center’s Billing Department 1o apply for dental insurance
benefits from my child's insurance carrier. If your child has had a dental cleaning within the past 6 months, and you have used your
insurance, you are not eligible for insurance reimbursement at this time. If your child’s insurance covers partial payment or denies services
you will be financially responsible for the visit. I consent to having my child’s doctor release medical information to the dentat staff, if my
child’s health history shows heaith problems which may affect his/her dental treatment. The Rushville Health Center is in compliance with

the Health Information Privacy Protection Act. I understand that I may contact the Rushville Health Center to have a copy of this act sent
10 me.

Prmit Name of parent/guardian Signature Date
(Parent/guardian must sign if patient is under 18 years of age)
Address [
Zip Code
Home Phone { ) - Work Phone () -

GenendGtudent Toke Home Formiouthonzation. 9106 poge 2



