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MAU DON PANG KY BENH NHAN

LOAI CUOC HEN/CHi DANH CHO NHAN VIEN

U'Y KHOA [ NHA KHOA

Ngwei Xac thwc:
NGAY GHI/THAM GIA:__/__/
TEN VIET TAT CUA NHAN VIEN:

Health Centers | O Riverside 0 Safe Harbor & Pearl Street 1 South End © Champlain Islands 0 Good Health © Winooski [ Essex
THONG TIN BENH NHAN VUI LONG BIEN toan bé don chi bang Mwc Ben hodc Xanh

[ Doc than O Ly than
O bakéthon [ Goa
O Ly di [0 Séng chung

O Ngudi My gbc Phi
O Nguwoi My gbe A
O Ngwoi Caucase/

0O Nguwdi My Ban xt
O Nguwdi Bao Thai
Binh Duwong

HO TEN CHU PAU TEN LOT BIET DANH/TEN THUONG GOI
DIA CHI BPUONG PHO THANH PHO TIEU BANG MA ZIP
SO AN SINH XA HOI NGAY SINH DIEN THOAI NHA DIEN THOAI BAN NGAY | BIEN THOAI DI BONG
BIA CHI EMAIL PHUONG PHAP LIEN LAC LU TIEN

O DIEN THOAI [0 EMAIL O TIN NHAN VAN BAN
TINH TRANG HON NHAN CHUNG TOC Ng6n ngi¥ Chinh néu Khéng phai Tiéng Anh:

Quy vi c6 Can Dich vu Théng dich vién hay khong?
7 CO 11 KHONG

Séc toc/Ngudn
) Nguwoi Hisp

6c Séc toc:
L1 Khéng phai Ngwoi Hispanic

Quy vi c6 phai La
binh Hoa Ky khéng*?
0 Co "1 Khoéng

THONG TIN TAI CHINH
GIA DINH

La mot Trung tam Sirc khée

Da trng 0 Pa chiing toc
Bac si Cham séc Chinh CONG NHAN NONG NGHIEP
O Didan [ Thoi vy
GIO|I TINH GIOI TINH BAN DANG GIO
HOP PHAP HIEN TAI O NAM
O NAM O NAM O NU
O NO O NO 00 NAM CHUYEN GIO!I (Nt thanh

DANH XUNG (Tuy chon):

Nam/Female-to-Male (FTM))
0 N CHUYEN GIO! (Nam tha

N{/Male-to-Female (MTF))
0 KHONG GIO! TINH
O KHAC
00 CHON KHONG T

XUH

LUONG TiNH

O KHAC

0O KHONG BIET

O CHON KHONG
TIET LO

oac DONG TiNH

nhan tai tro tr Lién bang,
chiing téi can phai thu thap
thong tin nay. T4t ca cau
tra 1o déu dwoc bao mat.

hoac

Quy mo Ho gia dinh/
Gia dinh:

Thu nhap HO gia dinh:
$

O Hang tuan
0 Méi 2 tun

0 Hang nam

TINH TRANG NHA & Quy

vi La nguwoi VO gia cu?

Néu vé gia cw, quy vi:

O Hang thang

7 O ghép (sbng vg@
ngudi khac)

C Puwdong phé O Nhatrung O Khéngrd

chuyén

TIEM THUOC TAY UU TIEN

TEN TIEM THUOC TAY & ‘V

VI TRI TIEM THUOC TAY
NGUOI LIEN LAC KHAN CAP

MOl QUAN HE SO PIEN THOAI

THONG TIN BEN CHIU TRACH NHIEM (Moi bénh nhan dwéi 18 tudi déu phai cé6 bén chiju trach nhiém)

[1 Bénh nhan (18 tudi tré [&n)

[1 Cha me Giam ho

) Ngwoi giam ho (béng chirng v& tinh trang phap ly bat budc dé didu tri)

Tén Bao hiém Nha khoa:

O T6i dang c6 bao hiém NHA KHOA (xem bén dw&i)
O T6i hién KHONG c6 bao hiém NHA KHOA
0 T6i mudn nép don xin tham gia SLIDING-FEE SCALE

S6 ID/S6 Hop ddng:

Tén Bao hiém Nha khoa:

O T6i dang c6 bao hiém NHA KHOA phu (xem bén dwéi)

S6 ID/Sé Hop ddng:

HO TEN TEN LOT
BIA CHI BUONG PHO THANH PHO TIEU BANG MA ZIP
NGAY SINH DIEN THOAI NHA

O =7:\0, A OA O BAO

0 Téi dang c6 bao hiém Y TE (xem bén dwéi)

O T6i hien KHONG

c6 bao hiém Y TE

O T6i mudn nép don xin tham gia SLIDING-FEE SCALE

Tén Bao hiém Y té:

S6 ID/Sé Hop ddng:

O Téi dang c6 bao hiém Y TE phu (xem bén dwai)

Tén Bao hiém Y té:

S6 ID/Sé Hop ddng:

Ban chinh stra thang 8 nédm 2023




Verified By:

k"fi:'.‘)‘\ PATIENT REGISTRATION FORM DATE REC/ENTERED: __/

Communit STAFF INITIALS:
y APPOINTMENT TYPE/STAFF USE ONLY CIMEDICAL O DENTAL

Health CenterS | O Riverside O Safe Harbor O Pearl Street O South End O Champlain Islands O Good Health O Winooski O Essex |

PATIENT INFORMATION PLEASE COMPLETE (Fill out) entire form in Black or Blue Pen Only

LAST NAME FIRST NAME MIDDLE INITIAL NICKNAME/CHOSEN NAME
STREET ADDRESS CITY STATE ZIP
SOCIAL SECURITY # DATE OF BIRTH HOME PHONE DAY PHONE CELL PHONE
EMAIL ADDRESS PREFERRED CONTACT METHOD
[J PHONE [J EMAIL [J TEXT MESSAGE
MARITAL STATUS RACE Primary Language if Not English:
[ Single [ Separated [ African-American [ Native American Do You Need Interpreter Services? 0 YES [ NO
[J Married [J Widowed [J Asian-American [J Pacific Islander
[ Divorced O Civil Union [ Caucasian/White O Multi-racial Ethnicity/Ethnic Origin: [ Hispanic ~ [J Non-Hispanic
Primary Care Physician AGRICULTURAL WORKER Are You a U.S. Veteran? FAMILY FINANCIAL INFORMATION
O Migrant [ seasonal | [ Yes O No As a Health Center that receives Federal
funding, we are required to collect this
LEGAL SEX CURRENT GENDER GENDER IDENTITY SEXUAL ORIENTATION information. All answers are confidential.
[J MALE O MALE [0 MALE [J STRAIGHT or HETEROSEXUAL . .
Family/Household Size:
[ FEMALE O FEMALE O FEMALE [ LESBIAN, GAY or
[J TRANSGENDER MALE (Female-to-Male/FTM) HOMOSEXUAL Household Income: $
PRONOUNS (Optional): [J TRANSGENDER FEMALE (Male-to-Female/MTF) | [J BISEXUAL O Weekly ) Annually
[0 GENDERQUEER [0 SOMETHING ELSE O Biweekly
[0 OTHER [0 DON’T KNOW 7 Monthl
[J CHOOSE NOT TO DISCLOSE [J CHOOSE NOT TO DISCLOSE Y
HOUSING STATUS  AreYou Homeless?  [J YES [J NO
If homeless, are you: ~ [J Doubling Up (living with others) [ Shelter [ Street [ Transitional [ Unknown

| PREFERRED PHARMACY
ARMACY NAME PHARMACY LOCATION

EMERGENCY CONTACT
NAME RELATIONSHIP PHONE NUMBER

I RESPONSIBLE PARTY INFORMATION (Any patient under 18 must have a responsible party)

[ Patient (18 years or older) [ Custodial Parent [ Guardian (proof of legal status required for treatment)

LAST NAME FIRST NAME MI
STREET ADDRESS CITY STATE ZIP
DATE OF BIRTH HOME PHONE
DENTAL INSURANCE INFORMATION MEDICAL INSURANCE INFORMATION
[0 I currently have DENTAL insurance (see below) I I currently have MEDICAL insurance (see below)
[0 I currently DO NOT have DENTAL insurance [0 I currently DO NOT have MEDICAL insurance
[ 1 would like to apply for the SLIDING-FEE SCALE [ 1 would like to apply for the SLIDING-FEE SCALE
Dental Insurance Name: Medical Insurance Name:
Policy/ID Number: Policy/ID Number:
[0 I currently have secondary DENTAL insurance (see below) [0 I currently have secondary MEDICAL insurance (see below)
Dental Insurance Name: Medical Insurance Name:
Policy/ID Number: Policy/ID Number:

Revised August 2023
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* RIVERSIDE ¢« SAFE HARBOR ¢ PEARL STREET ¢« SCHOOL-BASED DENTAL CENTER -
e CHAMPLAIN ISLANDS + SOUTH END « GOOD HEALTH * WINOOSKI * ESSEX -

Chap thuan cho Diéu trj va Tiét 16 Thong tin Strc khoe

I. Chap thuan cho Diéu tri
Bang mau don nay, tdi chap thuan cho phép cac Trung tdm Strc khde Cong ddng (CHC)
diéu tri cho tdi hodc bénh nhan cé tén (nguw®i ma t6i l1a cha gne hodc ngudi giam hod
hop phap cé quyén chép thuan diéu tri cho bénh nhan cé tén)@biéu tri c6 thé bao gébm
sang loc strc khde, chan doan, diéu tri y té, cham séc nha ich vu x& hdi; sang loc

danh gia, chan doan va diéu tri strc khde tdm than hodc nghién frou va ma tly va cac
dich vu tdm than.

Il Chap thuan cho phép tiét 16 thong tin sirc kho
T6i chap thuan cho phép CHC st dung trog

than, didu trj thm than, diéu tri khac va hd @ 'khde ("théng tin strc khde") clia toi
(hoac cua bénh nhan cé tén ma t6i lacha me héac ngwoi giam hd hgp phap) cho nhirng
muc dich sau:

an vién CHC thwc hién.

dng cham séc strc khde, bao gdbm kiém

yén bdo dam chét lwong hodc tai chinh.

¢ tiép cho cong ty bao hiém clha quy vi

e Thanh cho céac dich vu ma CHC cung c4p. CHC duwoc phép nhan thanh
toan cho cat dich vu cham séc strc khde va cé thé cung cap hd so strc khde
cho céc céng ty bdo hiém, cac cong ty bdi thuwéng tai nan lao ddng hodc cac
co quan khac thanh toan cho cac dich vu y té hodc cac théng tin bao hiém cap
nhat khac ma CHC lwu trir.

o Xuét

B. Tiét 16 thong tin strc khée cho nhirng ngwei hoic té chirc ngoai CHC
cho cac muc dich diéu tri:
e CHC duoc phép cung cép tat ca thong tin strc khde cho cac nha cung cép dich
vu y t& khac hodc cac co quan tham gia cham séc sirc khde cho quy vi. Bao
gdm ca cac hd so y té trong qué khe tir céc t& chirc bén ngoai. (Ban tiét 16
Thong tin Ca nhan phai dwoc gii cho tat ca gia dinh, ban be hoac nhirng nguoi
khac ma quy vi mubn truy cap vao théng tin H6 so' Y t& clia minh.)

Chép thuan cho Diéu tri va Tiét 16 Thong tin Strc khée Trang 1/2




Consent for Treatment and Consent to Release Health Information

I. Consent for Treatment
I hereby give my consent for treatment for myself, or the named patient (of whom I am the parent
or legal guardian who has the right to consent to treatment for the named patient) to the
Community Health Centers (CHC). Treatment may include health screening, diagnosis, medical
treatment, dental care, social services, mental health or drug and alcohol screening, assessment,
diagnosis and treatment, and psychiatry services.

I1. Consent to release health information:
I consent to the use within CHC and the disclosure to persons or organizations outside of CHC of my
(or of the named patient for whom I am the parent or legal guardian) medical, dental, drug and
alcohol, mental health, psychiatry and other treatment and health records ("health information") by
CHC for the following purposes:

A. Use of health information by or for CHC for treatment, payment, and health care operations:

Providing treatment by CHC staff.

Conducting health care operations, including financial or
quality assurance audits and/ or training.

Bill your insurance company directly

Payment for services provided by CHC. CHC is authorized to obtain payment for
health care services and can provide health records to insurance companies,
workers compensation insurers or other agencies that pay for health services, or
other updated insurance information on file with CHC.

B. Disclosure of health information to persons or organizations outside of CHC for
treatment purposes:

CHC is authorized to provide all health information to other health providers or
agencies who participate in your care. This includes past medical records from
outside organizations. (An Individual release of information must be submitted
for all family, friends, or other persons that you wish to access your Medical
Record information.)

III.  Assignment of Benefits

I authorize CHC to bill and receive payment directly from Medicaid /Medicare or any other
insurance carrier for services provided to me.

I hereby assign to CHC all payments from Medicaid, Medicare, or any health insurance policy for
health care, rendered to me by CHC.

I understand 1

am responsible for any unpaid balances incurred because of my care at CHC.

I understand that, to the best of my knowledge, the demographic information I have
provided is true and correct.

A copy of the

CHC payment expectations is available per your request.
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lll.  Chuyén nhwong Quyén lgi

T6i ay quyén cho CHC lap héa don va nhan thanh toan tryc tiép tl}l’ Medicaid /Medicare
hodc bat ky céng ty bao hiém nao khac cho cac dich vu da cung cp cho tbi.

Bang phuong tién nay, t6i chuyén nhuong cho CHC tat ca cac khoan thanh toan ti
Medicaid, Medicare hoac bat [(3‘/ hop déng bdo hiém strc khde nao cho viéc cham soéc
strc khée ma CHC da cung cap cho toi.

T6i hiéu rang t6i cé trach nhiém véi moi khodn dw no chwa thanh toan do CHC cham
soc strc khoe cho toi.

Vi sy hiéu biét tot nhat ciia minh, t6i hiéu rang thong tin nhan khau hoc ma t6i da
cung cap la dung va trung thyc.

Ban sao tai liéu du kién thanh toan ctia CHC sé duoc &p cho quy vi theo
yéu cau.

IV. Kétthuc va nhivng han ché cta mau chap thuan na

A. Toi hiéu rang t6i co quyén hly ban chap th
ban yéu cau, nhwng viéc hay chap thua % : g
ma CHC da thwc hién theo chap thuan 2 o'C khi t6i hdly bd. Néu khong bi hay
truo’c han thi chap thuan nay S : :

bat ct ltic ndo bang cach ndp van

dwoc néu rd, thi chap thuan nay sé két thuc
an dich vu.

noi trén vé vié
khéng thé cu
da ky tén nay.

ac tiét Io thong tin strc khée ma CHC dong v, QHC sé
u cho t6i (hoac bénh nhan cé tén) ma khéng c6 chap thuan

C. T6i da doc Chap thuan Diéu tri va Chap thuan cho phép Tiét 16 Thong tin Strc khde
nay, dong thoi téi hiéu va déng y véi ndi dung trong do.

Té_i xac phén la da dugc cung cap cac dich vu ngg‘m nglr trwde khi toi ky vao
mau Chap thuan Diéu tri va Chap thuan cho phép Tiét I6 Théng tin Strc khde nay.

) Tén Bénh nhan: Ngay Sinh:
g Chir ky cGia Bénh nhan: Ngay:

o Cha me/Nguoi giam ho:

< Chi¥ ky cia Cha me/Nguwoi giam ho: Ngay:

Chép thuan cho Diéu tri va Tiét 16 Thong tin Strc khde Trang 2 /2



Iv. Termination and restrictions of this consent:

A. Tunderstand that I have the right to cancel this consent at any time in writing, cancelling this consent will
not affect any actions taken by CHC in reliance of this consent before it was cancelled. If not previously
cancelled, this consent will end on the following date: . If none is indicated, this
consent will end three years after the last date of services to me.

B. I understand that [ may request restrictions on the use or disclosure of my health information for the
purposes described in this consent and that CHC may or may not agree to the request. I also
understand that except for those restrictions on use or disclosure of health information to which it
agrees, CHC will not be able to provide services to you (or the named patient) without this signed
consent.

C. I have read this Consent for Treatment & Consent to Release of Health Information and I understand

and knowingly consent to its content.

I confirm that language access services were provided to me before I signed this Consent for
Treatment & Consent to Release of Health Information form. [

Name of Patient: Date of Birth _
Patient Signature: Date:
. Parent/Guardian:

Parent/Guardian Signature: Date:
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Community Mau don vé Tiéen sir Y khoa/Nha khoa
Health Centers

SCHOOL-BASED
DENTAL CENTER

Tén Tré em: Ngay sinh:

Trwong Tré dang Theo hoc: Ngay hém nay:

Tién st Y khoa
Vui Iong danh dau cac muc sau day néu dung vai con quy vi:

O Hen suyén 0O Dj ng O Thiéu mau

O Ung thw O Di tat Tim Bam sinh O Sét Thap khop

O Viém gan O Co giat/bong kinh O Tan tat/Khuyét tat
O HIV/AIDS O Lao O Tim Tho

O D& chady mau O Xuat huyét B4t thuong OAD

O Tiéu dwong O Van dé vé Xoang O Tw

O Khac (vui long mé ta):
Théng tin Khac vé Sirc khée V

Vui 1ong danh d4u cac muc sau day dang véi con quy vi:

[0 Con tbi ¢6 hut cac sa&n pham thubc 14
e Néu co6 thi lidu lwong la bao nhiéu?
e Tré c6 mubn cai thubc la khéng?
O Con t6i c6 sir dung ma tay
O Con t6i c6 ubng ruou
O Con t6i dang ¢6 thai hoac c6 thé da
1 Con téi bi dau hong dang lo i
O Trwde day, con téi da gap v
O Lan truwéce, bac si cho bi
O Con t6i c6 quan ngai
0 H6m nay quy vi co lo nge
e Néu co, vui long mé ta:

thai

am chira rang

can phai dung khang sinh truéc khi kham chira rang
khi & nha hodc v&i ban bé

30 khac vé nha khoa hay strc khée can thao luan khéng?

Con quy vi ¢6 di trng véi hodc bi phan rng xau v&i cac chat sau khong:

O Thubc gay té tai chd O Codeine hoac thuéc gdy mé khac
O Latex I Penicillin hoac khang sinh khac
O Aspirin O Thubc an than hoac thubc ngu

O Khac (vui Idbng mé ta): O 1-6t

Ban chinh sira Thang 11 ndm 2023
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Community : .
Health Centers Medical/Dental History Form

SCHOOL-BASED
DENTAL CENTER

Child’s Name: Date of birth:

School Child Attends: Today’s date:

Medical History
Please check any of the following that apply to your child:

] Asthma L] Allergies [J Anemia

[ Cancer [ Congenital Heart Defect [0 Rheumatic Fever
[ Hepatitis [ Seizures/Epilepsy [0 Handicap/Disability
O HIV/AIDS O Tuberculosis O Heart Murmur

[0 Hemophilia [ Abnormal Bleeding 0 ADHD

L] Diabetes L] Sinus Trouble [J Autism Spectrum

[ Other (please describe):

Other Health Information
Please check any of the following that apply to your child:

[ My child smokes tobacco products
e If yes, how much?

e Are they interested in quitting?

[ My child uses recreational drugs

[J My child consumes alcohol

L1 My child is pregnant or possibly pregnant

[J My child has sores in their mouth that are concerning

[J My child has had trouble with previous dental work

[ My child has been told they need antibiotics prior to past dental work

[ My child has safety concerns at home or with friends

[ Are there other dental or health concerns you would like to discuss today?
e If yes, please describe:

Is your child allergic to or had a bad reaction to any of the following:

[J Local anesthetics [J Codeine or other narcotics
O Latex O Penicillin or other antibiotics
[ Aspirin [ Sedatives or sleeping pills

L] Other (please describe): L] lodine

Please list all the medications your student is taking (please include prescription and non-prescription
drugs):

Revised November 2023



Liét ké tat ca thuéc ma hoc sinh dang dung (bao géom ca thudc ké toa va khong ké toa):

Ky tén vao phan du¢i day dé dam bao chéc chan vé dich vu chdm séc nha khoa/strc khde cho con
quy vi. Theo hiéu biét tét nhat cta t6i thi cac thac mac véi ndi dung trong mau don nay da dwoc giai
dap théa dang. Téi hiéu rang néu cung cép théng tin khéng chinh xac thi c6 thé gay nguy hiém cho
strc khde cho con minh. Téi cé trach nhiém phai théng bao cho van phong ctia nha cung cap dich vu
cham séc sirc khde biét moi thay dbi vé tién st y khoa clia con minh.

Chir ky cia Cha me/Nguwoi giam ho: Ngay:

Chi ky ctia ngudi dién mau don néu khdng phai la cha me/ngudi giam ho:

\V

gra va phuc hoi
b khi t6i cho phép

Dién thoai Lién lac:

DPong y Cung cap Dich vu

Tbi cho phép CHC — Trung tdm Nha khoa Hoc dudng:
[ Lén lich va diéu tri cho con tdi vé cac nhu cau nha kho
O Chi Ién lich va diéu tri cho cac nhu cau nha khoa
(bang 16 hoac van ban)
O Chi Ién lich va diéu tri cho cac nhu cau nha khoa toi khi toi co6 mat
(trlr trwéyng hop cham séc y khoa, nha kho e khde tam than khan cép)

Lién lac Khan cap/Thay déi Tinh tra e hoac Giam ho
Téi dbdng y thém 1a sé théng bao ban ip th&i cho nhan vién ctia CHC biét:
e Moi thay ddi vé sirc khde oac thé chét clia con t6i va
e Moi thay ddi vé viéc baoffio hbac'giam ho cuia con tdi néu anh hwéng dén kha néng téi dua ra
sy dong y nay thay

Théa thuan veé viéc Va én va r&i khéi CHC — Trung tam Nha khoa Hoc dwéng

Tiéu bang Vermont da ky hg@ydong véi Cong ty Van tai Dich vu Dé&c biét (Special Services
Transportation Agency, SSTA) dé& cung cép cac dich vu van chuyén cho hoc sinh du diéu kién
Medicaid di chuyén gitra cac trwdng hoc ctia Burlington va Trung tdm Nha khoa ctia CHC.

O Néu con t6i can van chuyén nhw dugc néu sau day thi Téi dong y cho CHC 1én lich van chuyén
SSTA dé dwa d6n mién phi con toi tw tru’o’ng dén cac trung tam cung cap dich vu nha khoa.
CHC c6 thé tiét 16 thong tin v& nhu ciu clia con t6i d& cung cdp phwong tién van chuyén va thanh
toan hoa don.

Xin lwu y la SSTA c6 thé dwoc Medicaid bdi hoan cho nhitng dich vu van chuyén nhw vay.

Ban chinh stra Thang 11 nam 2023



Please sign below to ensure proper dental/ health care for your child. To the best of my knowledge, the
guestions on this form have been accurately answered. | understand that providing incorrect information can
be dangerous to my child’s health. It is my responsibility to notify the health care provider’s office of any
changes in my child’s medical history.

Parent/Guardian Signature: Date:

Signature of person completing form if not parent/guardian:

Contact Phone:

Consent to the Provision of Services

| authorize CHC — School-Based Dental Center to:

[ Schedule and treat my child for preventative and restorative dental needs

[ Only schedule and treat my child for dental needs when | have given permission (verbal or written)

[ Only schedule and treat my child for dental needs when | am present (except in the care of a medical,
dental, or mental health emergency)

Emergency Contact/Changes in Health Status or Custody
| further agree that | will promptly inform CHC staff in writing of:

e Any change in my child’s physical or dental health and

e Any change in the custody or guardianship of my child which affects my ability to provide this
consent on behalf of my child.

Agreement Concerning Transportation to and from CHC — School-Based Dental Center

The State of Vermont has contracted with Special Services Transportation Agency (SSTA) to provide
transportation services for Medicaid eligible students to and from Burlington’s schools and the CHC Dental
Centers.

LI If my child needs transportation as indicated below, | consent to having CHC schedule SSTA transportation
take my child to and from their school for dental services, at no cost to me. CHC may disclose information
about my children’s need for transportation and payment purposes.

Please note that SSTA may seek reimbursement from Medicaid for such transportation services.

If my child is seen at the end of the school day, my child:
[ Should be transported home via SSTA.
[ Is at least 16 years of age and may leave and walk home under their own supervision.

| (parent or guardian name) have read the above
material and understand its meaning. My signature is an acknowledgment that | have reviewed this form,
understand the information and consent to all the actions described above. My signature also attests to the
accuracy of the information provided on this form.

Parent/Guardian Signature: Date:

Signature of person completing form if not parent/guardian:

Contact Phone:

Revised November 2023



Néu dwoc kham vao cudi bubi hoc, thi con téi:
O Phéi,du’o’c dwa ve nha thong qua SSTA.
O it nhat da 16 tudi va co thé tw di vé nha.

Tbi la (tén cua cha me hoac nguwdi giam hd)
da doc tai liéu & trén va hiéu rd y nghia trong dé. Chi ky cla tdi xac nhan rang t6i da xem, hiéu
théng tin trong mau don nay va déng y voi tat ca hoat ddng dwoc néu trén. Chir ky cda téi cling xac
nhan théng tin trong mau don nay la chinh xac.

Chir ky cia Cha me/Nguwoi giam hé: Ngay:

Chir ky clia ngudi dién mau don néu khéng phai 1a cha me/ngudi giam ho:

Dién thoai Lién lac:

\V

v:
Q.:

Ban chinh sira Thang 11 ndm 2023
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Community () [First) T

Health Centers

Important Information About Silver Diamine Fluoride

Silver Diamine Fluoride (SDF): Is an antibiotic liquid. We apply it to teeth to help STOP tooth
decay. SDF causes the decay to turn black; ONLY THE DECAYED area will turn black.

Healthy tooth structure will not be affected. In some cases the tooth may not require any
additional dental treatment.

Benefits of using SDF:

» Patient does not need to get a shot, no numbing medicine needed! Application
of SDF is painless as it is brushed onto the tooth surface just like regular
fluoride!

» Painless and easy to apply!

Disadvantages of SDF:

» Most effective with multiple applications.
» The teeth treated may still need routine dental treatment in the future (fillings, extraction)
depending on the extent of decay.

| am the Parent/Guardian of:

Name DOB

| consent to the use of SDF as prescribed by the CHC provider:
Yes No

My signature below is an acknowledgement that | have reviewed this form, understand the

information, and consent to all of the actions listed above.

Signature of Parent/Guardian Date
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