
Does your child need a dentist? 

The UK College of Dentistry is coming to your child’s school this year! 

The UK Dental Team will see each child who completes the consent forms attached.  The 

services are provided at no cost to you. Services provided to your child may be billed to dental 

insurance companies such as Medicaid, KCHIP, and Kentucky’s Managed Care Organizations. 

If you have private dental insurance, please use a local dentist who accepts your dental plan. 

Each eligible child will receive a dental exam, cleaning, fluoride treatment and sealants. A dentist 

will see your child at least one time during the school year. A dental hygienist may provide services 

without the dentist present. A vitamin for the teeth, called a fluoride varnish, is applied at each 

visit. Fluoride can slow down the cavity process or may even reverse the disease. A dental 

sealant can help prevent cavities on permanent molars. It is a plastic material that fills in the 

grooves on molars. The best way to prevent cavities is with great home care! Our Dental Team 

also teaches children how to properly brush, floss, and choose healthy foods and drinks! 

A dental report card is sent home after each visit. Each report card tells what services were 

received that day and if your child needs to see a dentist for treatment. Dental x-rays are not 

taken at the school. Not all cavities can be found by an  e x a m  a l o n e . Your child may 

benefit from having x-rays taken at a dental off ice. If your child sees a dentist twice a year 

already for cleanings, the dental program may interfere with the care they are currently receiving 

from their dentist. We look forward to working with your family to improve your child’s oral health! 

 Outreach providers 

Dr. Laura Hancock Jones 

Brenda Law, RDH  

Sara Womack, RDH 

UK Dan A. Martin MD Dental Clinic 

412 N. Kentucky Ave. Madisonville, KY 42431 

270-452-2553 clinic 

270-452-2555 fax 

Keep this top sheet for your information!

If you have a dentist that your child sees every 6 months for preventive 

dental office visits, please DO NOT use this program to replace your child’s 

visit to your family dentist. 





2016-17   University of Kentucky College of Dentistry Prevention Consent Form 

Child’s Name: Last:  _____________________ First:  ________________Middle:_________ Preferred Name: __________________ 

Gender:   Male  Female    Child’s Date of Birth: ____/_____/_________   Child’s Social Security #: __________________ 

School________________________________Grade:__________Teacher:______________________________________________ 

Parent/Guardian’s Name: ______________________________________Relationship to Child: __________________________ 

Parent/Guardian’s Phone Numbers:   Home: _____________________Cell:____________________ Work: _________________ 

Mailing Address: ____________________________________City:______________________State:_____ Zip code: __________ 

Parent/Guardian Email: ____________________________________ Main Language Spoken in Home: ______________________ 

Which of the following best describes your child? (Optional)    White    Black/African American    Multiracial 

   Hispanic/Latino       Asian/Pacific Islander             American Indian or Alaskan                 Other________________________ 

________________________ 

 

Does your child participate in the Free or Reduced Lunch Program at their school?            Yes            No  

Does your child see a dentist on a regular basis (every six months)?           Yes            No      

MEDICAL HISTORY SECTION: 

Does Child have, or has your child 
ever had any of the following: 

Is your child supposed to take medicine (antibiotics)          
before having dental care?          YES                NO 
If YES, Why? 
____________________________________________________ 
Is your child taking ANY medications now for any reason?         

Yes   No   If yes, please list all medicine your child takes:  

_____________________________________________________

____________________________________________________ 

For what illness? 

Who is your child’s Primary Care Doctor or Nurse? 

_______________________________ Phone: _____________  

What drug store do you go to when you need medicine? 

_______________________________ Phone: _____________  

Who is your child’s Dentist? 

_______________________________ Phone:______________ 

Diabetes YES NO 

Heart Problems 

Artificial heart valve: 

Heart Surgery      Date:_____/_____/_______ 

YES 

YES 

YES 

NO 

NO 

NO 

Asthma YES NO 

Hemophilia or bleeding problems YES NO 

Epilepsy (seizures) YES NO 

Intellectual, Developmental, or Behavioral 
Disorders (including: ADHD, ADD, Autism) 

YES NO 

Tuberculosis (TB) YES NO 

GERD (stomach acid reflux) YES NO 

Allergy to Latex YES NO 

Allergy to Medications (including Penicillin, 
sulfa, or other antibiotics) 

YES NO 

History of Surgery YES NO 

Any Serious Health Problems (cancer, 
HIV/AIDS, etc) 

YES NO 

If YES to any questions, please explain: 

WHAT ADULT CAN WE CONTACT IN CASE OF AN EMERGENCY OTHER THAN GUARDIAN LISTED ABOVE?

Name: _______________________ Relationship to the Child: _______________ Phone # _______________ 

INSURANCE SECTION: Is your child covered by any dental benefits/dental insurance programs?   Yes  No 

If yes, check below: 

   Medicaid/KCHIP # ___________________  

   Private (write-in) Private Dental Insurance Name: _______________________   (example: delta dental) ID # ______________

UK Office Use Only 

  ASA I       ASA II     Date: _____________      Pt. #________________ 

Reviewed by: _____________________________________________ 



University of Kentucky College of Dentistry Dental Outreach Programs 2016-17 

 

By signing this consent, I give permission for the following: 

I give consent for my child, if eligible, to be examined and treated by the University of Kentucky dental staff and students with the 
Dental Mobile Outreach Program.  I understand that I am authorizing the rendering of diagnostic and treatment procedures.  
Procedures include: clinical exams, fluoride treatment, sealants and cleanings by authorized agents and employees of the University 
of Kentucky, College of Dentistry, The Chandler Medical Center, and the dental staff, or their designees, as may in their professional 
judgment be deemed necessary or beneficial; and may include testing for strep mutans (the bacteria that causes tooth decay) and 
any other bloodborne diseases. All diagnostic aids are the property of the College of Dentistry.  I understand that certain risks and 
complications may happen if my child has these procedures.  These possible problems include:  The possibility of discomfort during 
and following treatment, aspiration or swallowing a dental instrument or dental material, allergic reactions to dental materials, and 
other possible problems that the dentist cannot predict. 

 I understand that these services will be provided by the dental faculty, residents, students, hygienists and staff of the
University of Kentucky and that a dentist faculty member from the University will provide coordination of the program.

 I understand that the preventive treatment (cleaning, fluoride and sealants) may be provided by a registered dental
hygienist without the presence of the dentist, as outlined in general supervision legislation.

 I understand that the dental findings for all the children as a group may be reported on and/ or published, and that, in this
case, no child will be identified individually. While all the individual records are held by the University of Kentucky as
confidential, I understand that a list of children who need follow-up dental treatment is routinely provided to the Family
Resource Center.

Permission to Communicate: There may be a need to communicate with you or the emergency contact provided above concerning 
your child’s medical history, treatment or oral health needs.   

 I understand that I am giving you permission to communicate with me or the emergency contact provided above through
written notes sent home with my child; voice mail left on home answering machine or cell phone; email and/or text
messages.

Release of Information: Authorization is granted to the College and its staff to release pertinent information from the patient’s 
record to any insurance company or agency which is legally responsible for all or any part of the College’s service fees for the 
treatment rendered. It is understood that release of information for any other reason than that necessary to secure payment 
for services rendered requires an additional authorization from the patient’s parent or guardian.  
Payment Authorization: I hereby authorize payment directly to the University of Kentucky of the insurance benefits otherwise 

payable to me, unless special arrangements are made. 

Receipt of Privacy Practices 

I understand that as part of my healthcare, University of Kentucky and its affiliates originates and maintains health records.  These health 

records describe my health history, symptoms, examination and test results, diagnoses, treatment, and any plans for future care or treatment.  I 

understand that this information serves as: 

 A basis for planning my care and treatment

 a means of communication among the many health professionals who contribute to my care

 a source of information for applying my diagnosis and medical treatment information to my bill

 a means by which a third-party payer (i.e. insurance company) can verify that services billed were actually provided

 and a tool for routine healthcare operations such as assessing quality and reviewing the competence of healthcare professionals
The University of Kentucky and its affiliates’ Notice of Privacy Practices gives a more complete description of how my health information may be 

used or disclosed.  The notice also explains my rights regarding my personal health information is used or disclosed.  I understand it is my 

responsibility to notify University of Kentucky and its affiliates regarding any restrictions to disclosure of my health information regarding this or 

any subsequent visit. 

I give my consent for my child, if eligible, to be examined and treated by the University of Kentucky dental staff of the Dental Mobile 

Outreach Program as described above. I have also been provided with a Notice of Privacy Practices (see back of cover letter) and I 

have been given the opportunity to review this notice.

 

Child’s Name: ___________________________________ Child’s Date of Birth: ____/_____/_______   School: ________________________ 

X________________________________________       _______________________________________________      Date: __________________

     Parent/Guardian Signature        Print Name of Parent/Guardian 

(Circle:  Mother   Father Guardian)


