
TOOTH MOBILE CONSENT FORM
The Tooth Mobile is a program of Charles Drew Health Center, Inc. designed to help children receive needed dental preventative and  

treatment on-site, while at school. If you already have a dentist, we encourage you to see them regularly for routine care.

PATIENT INFORMATION

First Name:

School:

Date of Birth (mm/dd/yyyy):

 NO	 Stop completing this form;  
	 no further information is needed. 

 YES	 Continue completing this form and  
	 the following sections.

CONSENT TO RECEIVE DENTAL SERVICES & RELEASE OF LIABILITY
Please initial each line:

NOTICE OF PRIVACY PRACTICES I understand the Notice of Privacy Practices of Charles Drew Health 
Center, Inc. is available at my child’s school. I have had full opportunity to read and consider the contents of the 
Notice of Privacy Practices. I understand that I have the right to revoke this consent at any time by giving written 
notice and that my revocation could result in the discontinuance of treatment by Charles Drew Health Center, 
Inc. I further understand that Charles Drew Health Center, Inc. reserves the right to change the Notice of Privacy 
Practices as they have been described. If the Notice of Privacy Practices is revised, the new Notice of Privacy 
Practices will be issued to the school and available to me. Those changes may also apply to any of the protected 
health information.

EMERGENCIES If a medical emergency should occur, the mobile unity may call the school and 911 and 
emergency fees may be assessed to the patient.

I want my child to receive a DENTAL EXAM and NECESSARY DENTAL TREATMENT. I hereby authorize Charles 
Drew Health Center, Inc. to examine and treat my minor child or ward, and to perform procedures, including but 
not limited to: cleaning, fluoride varnish, sealants, x-rays, fillings, silver crowns, and extractions (some may require 
local anesthesia), as necessary by the dentist. I authorize payment of dental insurances to include Medicaid bene-
fits directly to Charles Drew Health Center, Inc. I authorize Charles Drew Health Center, Inc. to share my dental 
record and to share the record with any specialty care provider that may be needed in the course of my care. 

MEDIA RELEASE I understand that my child may be photographed directly or indirectly while participating with 
this program. I understand that the purpose of such media is for advertisement and promotion of the mobile den-
tal clinic program. I give permission by initialing for the photos to be reproduced and printed for such purposes.

TREATMENT AT CHARLES DREW HEALTH CENTER, INC. I understand that if I choose to bring my child 
to Charles Drew Health Center, Inc., there may be a fee for serviced provided. Charles Drew Health Center, Inc. 
dental clinic accepts Medicaid and many insurance plans. In the event that my child does not have insurance or 
qualify for Medicaid benefits, I understand the Charles Drew Health Center, Inc. offers a sliding fee scale program, 
based on family size and household income.

Available and appropriate care and treatment services offered to patients solely on the basis of condition without differentiation or 
consideration of: race, age, sex, disability, national origin, religion, sexual orientation, gender identity, immigration status, or ability to pay.

Parent or Guardian’s Signature:

Relationship to child:

Date:

Social Security Number (SSN):

Last Name:

Do you want your child to participate in this program?
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