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Little Smiles New Jersey
...the mobile dentists

Are Coming Saon!
Register your child now for both initial and 6-month

dental check-ups
Fill out the permission slip today!

Our program is a highly acclaimed on-site dental care program
created in compliance with the Center for Disease Control (CDC)

and the U.S. Surgeon General guidelines

Our New Jersey dentists can provide these preventive services

• Dental examslscreenings All children are eligible for the screening,
• Cleanings cleaning and fluoride treatment
• Fluoride and Fluoride Varnish Dental insurances are accepted
• Radiographs Grant-assistance available
• Sealants (a thin, plastic material pa+nlessly X-rays shared with child's dentist when referral

applied on the chewing surfaces of the back is made
teeth to prevent tooth decay} FREE toothbrushes

• We supply a dental "report card" with each visit.
• If further dental care is needed, referral to a "Dental Home" is made.
• Medicaid and NJ Family Care cover 100% of our treatment.
• Grants provide dental preventive services for children needing financial assistance.
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Little Srr.~iles New ,terse ...t1~e mobile dentists~ ,are camp to shine dour smile.

Q Signature required. Signed consent includes initial visit and 6-month check-uus when appropriate. `
Treatment is limited to exams, cleanings, fiuonde, radiographs, sealants and referral when necessary'. All professional services provided by
New Jersey licensed dentists &hygienists; managed by Little Smiles New Jersey P.C.

Q Insurance such as Medicaid and NJ Famrly Care cover your child 100%.

~ PLEASE PRINT CLEARLY IN INK
School or Program Name: County'

~ Teacher: /Grade: /Child attends: M Y W TH F (circle) AM PM
~ Child's Legal Name:

(First) (Middle) (tzst)

~ Cf~ild's Date of Birth: Child's Sex: M F Last Dental Visit:
(Month} @ay} (Year) (Ctrde one)

Your child's Social Security number:

~ Parent/Guardian Name: Cell or Phone:( )(signing below) (area code]
Address: City/Zip:

~ Relationship to child: E-MAIL:

~ Has your child had any history af, or conditions related to, any of the following: F~cplain below ~ NONE
Asthma Y N Latex allergy Y N Heart Valve Replacement Y N Shunts or artificial joints Y N
Hemophilia Y N Diabetes Y N Heart murrnur (not requiring pre-medication) Y N Other Y N
Blood disorder Y N Allergies Y N Heart murmur (requiring pre-medication) Y N Y N
dental problems - e~lain below Y N Hepatitis Y N HIVlAIdS Y N

7~c IRAPORTANT: List all medications, health history, medical and dental conditions below Attach anatherpage if more space is needed PLEASE INFORM
US AT THE &MOtd7H VISIT IF THERE IS ANY CHANGE IN MEDICAL & DENTAL CdNDITiON BY FILLItdG OUT A NE1N PERMISSION FORM.

v _ _ _

~ Name of Private Den~l Ir►surance ComFfanY (other than Medicaid}: Iris. Phone:
Group number: Employer name: Co. Phone:
Name of person under wi~om child is covered: BIRTH DATE of Insured Adutt:

Social Security number of insured adult: Contract/ID number.
insurance Name: Policy Holder: Date of Birth:Secondary insurance information:
ID Number: Employer Phone: Insurance Co. Ptwne#:

~ ~ Only Check ONE Box
am able to pay the full fee for a dental cleaning, screening &fluoride per visit.
Ages 15 or younger: $94A0 Ages 16 or older: $118.00
Please make check or money order payable to Little Smiles New Jersey and staple to this form.
need to pay for a subsidized service because i am unable to pay full fee. It will cover dental cleaning, screening &fluoride.

Ages 15 or younger. $78A0 Ages 16 or older: $98.00
Please make check or money order payable to Littte Smiles New Jersey and staple to this form.

❑ Check here if you need financial aid for insurance co-pays/deductibles if any. Mast insurance covers prevention 100%.
Check f~ere if you have NO dental insurance QND you need full financial assistance for cleaning, screening &fluoride.
We will mail you a grant application. Grants are available only once per year.

~ ' 1 am cr custodial parent or legal guardian of the minorchild named above. l authorize and consent to this child receiving the dental treatment"described, andallow
f the school nurse/school representatives, the local public health departmenr(s), and/ora dentisCofmy choosing to obtain the child'sdental record and radiographs.

1 auChorize and direct Lrttle Smiles New Jersey P.0 ro bill on my behalf or the child's behaff,• and collect payment from any insurance or ocher third party payer that
covers the services provided to this child. f have had an opportunity to ask any questions about treatment my cAild may receive. l acknowledge receiving a notice
ofprivacy practices today before signing. l understand that this c%ild will receive the results of the dental exam on an Orat Healtf~ Report Card given to the child on
the day of treatment. !f/ da not receive rt orneed another copy l wif(contatY the to!/free number listed below.

'x SIGN HERE Date:
{ParenUGuardlanj

If the child has a dentist, you may wish to continue dental services with that provider. To avoid dental service or benefit duplication, please inform your dentist
which services were performed at school (see oral health report card, provided after school dental visit, which will indicate services provided}.

* Radiographs are faken &sealants applied of dentists discretion. In cases where addftional dental care is required for restorative and/or other dental needs, the parent/guardian must frNlow up witli a dentist of ihev own choosing.
Elliot P. Schlang, Dental Director, L(ttle Sm(Ies New Jersey P_C-, One Gateway Cenisr, Suite 2660, Newark, NJ 07102 Phone./-888-833-8441, ~8%:'~-$$x•330-4331
Visit us at: www.mobil~dentists.com au R~9nts Reserved, ~cx.inie sm~ies New jersey Pc , 2oos ~oRM ~oo~


