Smiles To Go, LLC.

1620 East Main Street
Liberty, MS 39645

Office Phone: 601-657-1164
Fax: 601-657-5936

Dear Parents:

Your School District has partnered with Smiles To Go to visit your schools. With parental permission,

Smiles To Go offers preventive services to ALL students regardless of dental coverage. Dental Decay is

the #1 chronic disease among school age children. Research literature has shown that school based

dental sealant programs have had a major impact in decreasing the amount of dental decay among

children. With this in mind, here are a few facts from Smiles To Go:
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Preventive services are offered to ALL students regardless of any dental coverage.
We treat Head Starts, Pre-K through twelfth grade students, whose parents have consented.
Urgent cases will be referred immediately to a LOCAL dentist.

The MS Dental Board of Examiners does permit billing to insurances, however, no out of pocket
charges go to the student or family.

Tooth brushes are given to every student who participates.

All the team’s equipment is portable for easy setup and take down.

Thank you again for your participation and help in implementing this program. Please contact me at
(ashley@smiles2go.net) for any additional information.

Sincerely,

Ashley Casey

Owner



 Smiles To Go, LLC
DENTAL SCREENING CONSENT FORM
_ ' 1620 East Main Street Liberty, MS 39645 .
Office: 601-657-1164 or 601-657-5972 Fax: 601-657-5936

e School:; ' 3 Grade: : Teal:her
Similes To Go, LLC will visit your child's school to provide select dental services (exams, sealants, x-rays, fluoride, cleaning, etc.).
Dentlsts Registered Dental Hyglenists, or trained staff will provide these services In your child's school with portable equipment..

“This con;ent - form wiil be effecﬂve for the. whole school year and will allow our team to pruvide a six mnnth checkup. m
P (s} JUESTED BEL G THE SIGNATURE LINE AND HE § if you
would like your child to recelve thls service. You wm receive a report after your child Is seen. If you have questlons, please call
{501) 657-1164, . < . 2
2 PLEASE PRINT AND USE INK :
Ch"d"‘ Name ' ' ~ - . Male Female Ethnicity,

' Blrthdate" o Phone:. _ : : Phone:_ :
Address '. o , T City__- ' State Zip

chlld's $or:lal slcurlty Numher-

. Medlcald_enrolled . YES NO Medlcald Number:
" CHIPEnroliéd: __'_YES — . NO :CHIP Number;__

- Other Insurance: - Yes s ‘NoIf yes, name of Insuranee: ;
Policy Number: .~ < - : ‘Name of Subscriber:

' Empiover O N AN _Subscriber’s Date of Birth _
Subscrlber’s Suciel Secur]ty Number

‘ Hﬂi!th Hlstory
Has your ¢ chlld ever had any serious health problems listed below: (Please check)
Dlabetes__A-.-thrna -_Behavior Problems Mental Retardation _Anemia Sickle Cell

— Other {euplalr-\ _ -
What Is your r.:hlld's current wefght Helght : %
Iif olcler than 13 years old does your child smoke? yes____no

Is vour child allergic to any food or medication? If so please list
i your child Is currently taking any medlutlcm Pplease list in the blank provided Is your
child allerglc to? (please check] latex acry!!c{plastlc

If your child Is currently seeing a dentist list theIr name ' Date of last dental visit,

| give permlsslon for Smiles To Go, LLC to treat my child. This information form wIlI become part of our permanent
record and will be held in strict conﬁdence I verify that | have read this form and understand the privacy of health
Informatlon (HIPPA) I give permission for the Clinic to provide quality assurance audits of dental records. It is -

' lmportant to note, if the patient already has a dentist, then contact them to arrange dental care through that
provlder Treatment ‘provided may affect the future benefits that the patient receives under private lnsurance,
Medicald or the Children's Health Insurance Program (CHIP). For example, if you choose to participate in our
program then this will count as one of your regular dental visits, etc- All children are eligible to receive these services
regardless of whether they have Insurance or not

SI‘gn‘Iature: lt_ _ .
Please Print Name: - _Date:




