
 

CONSENT FOR DENTAL SERVICE 

Your school and The Heart That Smiles has arranged for dental services for eligible children. These services 
may include exam, cleaning, fluoride treatment, and sealants (a protective coating on the chewing services of 
back teeth).  Licensed dentists, hygienists, and assistants will come to your child’s school with portable 
equipment.   If you would like your child to participate, please complete the below information and 
return it to your child’s school.  This will also give permission for IDPH Quality Assurance Audits to be 
performed and providers to return to your school to recheck your child’s sealants. 

______________________________      ________         _________________________      ______________________________________ 
School Name                                                      Classroom                  Home Phone 
 
____________________________________________    ___________________________  __________  ____________________________ 
Student Name                                                   Date of Birth                        Grade       Gender 
 
_____________________________________________ _____________________________ ______________________________________ 
Home Address                                                 Apartment #                         Zip Code 
 
Has your child had any history of, or conditions related to, any of the following: 
____ Anemia ____ Chronic Sinusitis ___Growth problems ___ Seizures ____Asthma ____ Diabetes 
____ Hearing ___Thyroid ____Bleeding disorders ____Ear aches____ Heart____ Tobacco/ drug use 
____Cancer ____ Epilepsy ____ Latex allergy____ Fainting____ Cerebral Palsy____ Pregnancy (teens) 
Other_____________ 
Is your child taking any prescription and/or over-the-counter medications at this time? Yes No 
If yes, please list: _____________________________________________________________________________________________ 
Does your child have any speech difficulties? Yes No 
Has your child ever suffered injuries to the mouth, head, or teeth? Yes No 
_________________________________________________________________________________________________________________ 

Medicaid/ Illinois ALL KIDS: If your child is covered by ALL KIDS, please include ID number:  

___ ___ ___ ___ ___ ___ ___ ___ ___  

Name of private dental insurance: _________________________________________________________________________ 
Insurance Telephone Number _______- _________Group Number __________________________________________ 
Employer Name ________________________________________________________ 
Name of Insured _____________________________ Date of Birth of Insured____________________________________ 
Social Security Number of Insured Person _________________________________________________________________ 

 

If No Dental Insurance Please Check Box Below 

 I have no dental insurance and I would like someone to contact me about how I can still receive these 
great services. 

SIGNATURE:_______________________________________________________________   Date:___________________________ 
By signing this form, you give permission to treat your child. Our privacy policy is available on our website.  
Copies available upon request.  A report card will go home with your child following the dental visit.  If you do 
not receive a form please call us at number listed below. 

199900 Governor’s Drive, Olympia Fields, IL. 60461 | Phone: 708-808-4950  Fax: 708-794-0466 E-Mail:  info@heartsmiles.org 

Web: www.heartsmiles.org 

mailto:info@heartsmiles.org


"Gl)n #:lles~ra_s .ma~,9~, 1!er(J de nu_e~tro_s cora zones" 

C<ONSENTIMIENTO PARA ~ERVICIO PEN.TAL 

Ei estado de. ~UHnols Departamen'to de Salnd yS~rviclosFarniliares han dlspueit6 servicio.S. dental~s pa1'aJos 1liu()$ 
elegibles. Estos·servi,los podrfa11 inclu.ir ex,ainen; limpleza, h·atamiento de fhlOf~u·os seJI~dor.es (una C(lP~:Pl:Qt,c,to'ra 
sob.re, las supei:nci~ de mastlcar de los dtentes·posteriores). Dentlstas Jlcen¢i~dos1 hi.ttt(nli~ta·s yasi~tente~ venc,lran ~ 
la .~$cuela de su hiJo co1l'_·equ,po pott~tll. Si us ted .desea· qui! su hljo.particij:Je, por fa.vor complete fa 
informacloli. dctabajo y devuelvalo a Ia e·scuela de. su biJ<.l/al• 

Nombre•De La Escue1a Aula Telefono De Casa 

Nombre.del estlu.Uante: Pecha de: naCimiento Grado Genei~o 

C6dfgo PQ:iful 

Su hiJoJa ha terUdo un hfstorla~de,. coodl~lones: rela¢:1onadas con tu@tqulQI'a de ios s·lgQJ.ntes: 
................ Anemia _ Sinusitfs Crcmtqa _ Probrernas de crecJmiento· --C(?nvuJ~iones __ · Asma 
__ Diabetes~ Audlcio.n _ Tlrsi~es __ ·Trastornos Hemorragi~Qs __ 'Dotor~s da ptdp 
_ ·Coraz6n __ T~bacoJ drogas _· _Cancer __ .EpiJepsia __ Aler:Qla allatex 
__ ()~smayo _ Parallsls Cerebrai __ ,Embarazo (adbl~scentes} Otro ---~~ 
t..Es~~ .. ,S!-! .I'\1Jo tamal)~crc:u!ilquler ptes~~lpcipn y./ o med,icamentos de venta llbre en· esle memento:? Sf No 
En oaso afirm.atlvo. por favor ll:ldlqq~ ; . . 
t;Su hijo/a t.t~ne atguna dltipultad para 'hablar? .SI No 
Si:J hijdla f:la SlJfi'ido Jesiolles en Ja bocaj Ia .. cab.&;z:a <>lo..s dlentes? $l No 

• Med.h;~ld/.HUQois AI;L IODS: ·Si ~su h}jq[a e~t~ .cubierto pot todos los, i)ifio~, por favur incluya el 
nu·t;nero g.~ identificadQn: . 

---------..---
lESij S.U 111Jo/a oublerto ·por el ~egu:re d~ntal privado,: sr No 
N(l.mbr-e de I~ Cort;~fi1at'\l~;~ de Seguros ----~~--.-.---------
Seguros Numero de telefono Numero de gr~po -------"-
Nambre del' Empleador -----'-----------:::---,--~~--,---,--~--
~ombte ·d~l Ase.gurada. . fecha d'e naolmiento 
Nllrnero de Seguro Sotrat de Ia: persona as-egutada ~-----

FIRMA: Fecha~-----
AI·firmar e-stef(Jrm-ufa•:io, usted da ·p~tm·iso p,ratrata•· ·~ su blio/~· Nu.f;'str~poliUca ct~ 
prlvoiicida.d ~~a .e,n nu~stro sltlo web. ··. ' 

zp~A Ridge llOJd N,; 1.9WCJ1 t.evcl. ll'oulc.wood Illinois GOif~il 
Rhou~: 70B·tiO.(H?.SO l~'Muli : i!l(o@ht>artstllf!t>~ .~>rg · · 


