PREMIER

Community HealthCare
YOUR HEALTH. OUR MISSION.

San Antonio Elementary
Dental Services for Elementary School Students

Dear Parents and Guardians,

We have great news! With your permission, your student can get dental care right on campus on
The Brush Bus with Premier Community Healthcare.

Many kids have tooth problems. We want to help your child have healthy teeth. Cur dental team
can see your ¢hild at school, so you don't have to miss work or find a ride,

What we do:
s Check your child's teeth
s Clean their teeth

All dental work is done by trained dental staff from Premier Community HealthCare.

San Antonio Elementary Service dates are September 3'°-5", 2025
Consent forms are due by August 22", 2025

How it works:
1. Fill out and sign the consent form that comes with this letter
2. Send the form back to school by the return date
3. Your child gets dental care at school

This service is easy and helps keep your child’s teeth heaithy. Healthy teeth help kids do better
in schooll

Please sign the form and send it back to school. Your child then will be seen on the dates that
have been preselected.

if for any reason your child was not seen on The Brush Bus, you will receive a letter in your
child’s folder by the last service date.

if you have questions, please call us at 352-518-2000 Ext- 9753

Thank you,
Premier Community HealthCare Team

37912 Church Avenue, Dade City, Florida 33525
P: 352.518.2000 | F;: 352.567.5193 | www.PremierHC.org
Premier Community HealthCare is a 501c)(3} non-profit organization.




PREMIER fathéa

:YOUR HEALTH OUR MISSION.

'SCHOOL- BASED DENTAL PROGRAM
Dental Consent and Medical History

The Premier Community HealthCare Mobile Dental Program provides dental care at your child’s school during
school hours. Dental treatment is provided as needed by a licensed Dentist and/or Dental Hygenist. The treatment
will be carried out by a licensed dentist and/or dental hygienist. Local anesthetic (tooth numbing medicine) may be
used for some exiraction/filling procedures. If you would like for your child to receive services, please complete
this form and return to the school. If your child does not have dental insurance or if you have any questions
about the program, please contact our Mobile Program Coordinator at 352-518-2000 Ext, 9752,

WOULD YOU LIKE YOUR CHILD TO RE

1 vES, | give permission for my O NG, | do not give permission

child to receive preventative for my child to receive dental
dental services. services.

If you checked YES, please complete the information below: PLEASE PRINT CLEARLY IN INK

Student’s Last Name: O Black/African American [ Non-Hispanic
Student’s First Name: O American Indian/ [ Hispanic/Latino
Birth Date: / / Age: Alaskan Native [] Native Hawallan
Male [ Female[] Grade Classroom No: [ Asian [ Pacific Islander
Email: L White [1More than 1race
Address: [ Decline to Answer
Address Continued: City: Zip Code:
Parent/Guardian First and Last Name:

Birth Date: / / Relationship to Student/Patient:

Home/Cell Phone Number ( ) Work Phone Number ( )

Name of Emergency Contact;

Home/Cell Phone Number ( ) Do you have internet access [ Yes [INo

{Please see back of this form for more information)



[ Child has MEDICAID: Enter Child’s 9 or 10 digit [ Child has Private Dental Insurance {for those with

private insurance, Parent/Guardian is responsible for deductibles

Medicaid Recipient ID Number: and co-pays.)

Insurance Plan:
[ Child has Healthy Kids Insurance [D#: Group#___
[ Child does not have dental insurance Subscriber's Name (parent/guardian):

Subscriber’s Birth Date: / /

When was your child’s last dental visit? [ Within the last 6 months  [1More than 6 months [0 Never been to a dentist
What services has your child received during the last visit?

if your child goes to a dentist, please provide name and phone number:

My child’s dental visits have been a Taking daily medications? [Qves [ONo
good experience. HYes [ONo Ifyes, name the medication(s), dosage & directions

Recent dental problems OYes ONo (e albuterol):

Does your child have Asthma? OYes [ONo Condition for medication(s) i.e. asthma, allergies, ADHD, eczemay.
Does your child have learning or

emotional impairment? OYes [ONo Are medications at the school? Cves [ONo
Seizures MYes [No If not, where are they?

ADHD/ADD Oves [INo Has your child had any serious health conditions not

Blood Disorder/Anemia OYes ElNo mentioned above? LIYes [ONo
Vision Probiems OYes [No Describe:

Hearing Problems OYes [INo Has adoctor ever recommended any special precautions or
Diabetes OYes [ONo pre-medication for your child’s dental treatment? [1Yes [ONo
Heart Problems OYes [ONo Please explain any Yes answer(s):

Allergies (medication, latex, food)? OYes [INo

What is your child aliergic to? Please provide the name and number of your child’s doctor:

{ )

1.1am the legal guardian of the child. | have read and understand the information on this form. This form is to obtain my consent for dental treatment for
my child. By signing, | give permission for my child to receive dental treatment from the PCHGMDP.

2.t understand that these services can be obtained at the office of my child's dentist rather than at the PCHGMDP and may affect benefits that my child
receives from private insurance, a state oy federal program, or other third-party provider of dental benefits.

3.1 have answered every question above completely and accurately. [ will inforrn PCHGMDP of any change in my child’s health and/or medical conditions.

4.1 understaﬂd that PCHGMDP will bili my child's private insurance or Medicaid if avaifabte and that | will be required to provide my insurance information

'-lfo'r vour Chnld S Healthy Qmilel

enrcrl lnsurdnce, p!ease contactour Mobh‘e Program Coordinator of 352-518-2000 Ext. 9752*"

Conse for Treatment Parent/Guardlan Slgnature.
' Date: ___/ /

| hereby grant to Premier Community HealthCare the absolute right and permission to use pictures and/or video footage of myself/my child taken
for editorial, trade, advertising and any other purpose. With my sighature below, | am signing that | understand that there Is no payment for any use
of the photographs taken, Parent/Guardian Signature: Date: / /

Rev: 112024 VA




