
 DENTAL CONSENT FORM 

ver. 7.16.19 Safari©2014 Dentist’s Initials _________ 

 

 School  _________________________  Grade __________  

 County _________________________ Teacher ______________________ 
 

 
Parents/Guardian:   DENTAL SAFARI COMPANY, a fully licensed, professional corporation, will be at your child’s school.  

By signing this consent form, your child receives an exam (no x-rays) by a licensed dentist, cleaning, Fluoride, and sealants as needed. 

 

 

 
 

Child’s Name ___________________________________________________    Male  Female    Birth Date ____ / ____ / _____ 

 

Address ___________________________________City_______________ZIP____________Phone__________________ 

 

Parent/Guardian Cell Phone: _____________________                  e-mail: _________________________________ 

Please select the METHOD OF PAYMENT you would like to use (check one): 

  Medicaid / All Kids (9-digit ID# required)  
  Private Insurance – Most private insurance pays 100% on services we perform (questions: call (618) 993-8333)  
  Self-Pay - Credit Card / PayPal  

   Full Price $128 [due with consent form] 

   Reduced Fee ($75 total. [due with consent form] Must Sign Declaration below) 

Cash Payment Declaration/Reduced Fee Waiver 

For financial reasons, Parent/Guardian is unable to pay Full Price for dental services at this time. 

_____________________________________________________________________________ 
(print name)   signature     date 

  Grant Fund – Child is ON FREE OR REDUCED LUNCH PROGRAM but has NO MEDICAL CARD #. 
 

 
Is Child Eligible for Free or Reduced Lunch?  YES   NO 

Medical Card KidCare / All Kids Card RECIPIENT ID#  ___   ___   ___   ___   ___   ___   ___   ___   ___ 

 

 

Does Your Child have PRIVATE Dental Insurance?    YES   NO          Employer _____________________________ 

Primary Card Holder Name ______________________________________________Phone________________________  

Primary’s Address ________________________________________________________________________________ 

Primary’s: Birth Date ____ / ____ / _______; Primary’s Soc. Sec. #: ______ - ______ -_ _________ 

DENTAL insurance company ______________________ Insurance Company Phone ________________________ 

Member ID#:____________________________________;  Group #: _____________________________________ 
 

 

 

 

 
 

 

Dental Safari Company 

7562 Old Rt 13 

Marion, IL  62959 

(618) 993-8333 

(618) 993-8335 fax 

contact@DentalSafariCompany.com 

we’re on 
facebook 

 (go to website) 
www.DentalSafariCompany.com 

Now!  Can Fill Out / Submit Online!! 

OK, to text?  

 Yes  No 

(9-digit # on back of Card) 

* If you prefer Cash / Check 

   Please call our office to arrange. 

   (618) 993-8333 

 


