
South Lane Children's Dental Clinic 

Treatment Consent and Agreement Form 

1275 South River Rd. Cottage Grove OR 97424 
(541)942-3383

�chaal dlr<1"1c! 

} Creswell 
"I School 
'1/ Oi,lrict 

I, _ __________ __ , as a legally responsible guardian of _____ _________ _ 
(p1int parent/legal guardian name) (print name of child) 

authorize and request the performance of dental services for my child. I understand that the Dental Clinic dentists will use 
restorative treatment and behavior management that is reasonable and necessary, including local anesthetics and nitrous 
oxide as needed. 

I consent that child may receive dental services provided by the Dental Clinic, and consent that their dentists and other 
agents and employees may furnish to the Dental Clinic employees and/or authorized organizations all information 
concerning the child's case history, dental examinations, written reports (and any accompanying photographs) with 
respect to the dental examination and the exam results. An authorized organization is one approved by the South Lane 
Children's Dental Coalition at the South Lane Children's Dental Clinic in Cottage Grove Oregon. 

I consent and authorize the Dental Clinic program to file and collect any insurance, private or Oregon Medicaid/OHP 
reimbursement for dental services performed. I also certify that I understand and agree to the conditions described 
above. 

I am consenting to let my child receive the following services: 
Dental X-Rays Yes 
Fluoride Varnish Treatment Yes 
Dental Cleanings Yes 
Restorative Dental Treatment (including alloy fillings) Yes 
Endodontic Treatment(Root Canal) Yes 
Extractions Yes 
Use of Nitrous Oxide ("Laughing Gas") Yes 
Local Anesthetic (Numbing Agent) Yes 
Are you currently the legal guardian for this child? YES 
Can you sign for medical treatment? YES 
I understand the risks involved with dental treatment. YES 

No 
No 
No 
No 
No 
No 
No 
No 
NO 
NO 
NO 

Parent/legal guardian name _ ____ ___________ _____ ______ (please print) 

Relationship to child _______________________ ____ __ _

Signature Date 
-------------- -------- -----------

I consent to have my child's photo used in grant reports, media print and informative content that pertains to 
South Lane Children's Dental Clinic. 

Parent/legal guardian signature _________________________ _ 

I consent for my child to be provided transportation to the South Lane Children's Dental Clinic by a South Lane 
School District/Creswell/NorthDouglas School District Employee. 

Parent/legal guardian signature _________________________ _ 

I Consent for South Lane Children's Dental Clinic to bill my child's insurance if available. 

Parent/legal guardian signature _________________________ _ 



South lane Children's Dental Clinic 

1275 5. River Rd Cottage Grove OR 97424 

North Douglas 

(541)942-3383 School District 

� Creswell 
School 
District 

'tient Name ___________________ Middle Int. __ Birth Date _____ _ 
r drent/ Guardian Name ________________________ _ 
Address: Street 

--------,----------------------

City _________________ St ate __ Zip ____ _ 

Phone Numbers: Home (_) _______ Email: __________________ _ 
Cell (_) _____ _ 

Parents Work (_) Employer Name _________ _
School Attending Grade ____ Age ___ Sex (circle) M F 

Emergency Contact: Person to contact in case of emergency 
Name 

-------------------

Re I at ions hip to patient _____________ Phone (_) _______ _
Ethnicity: Which one of these groups would you say best represents the patient's race? (Optional) White 

Hispanic Black or African American Asian American Indian Other ________ _ 

Income: Which of these best represents your annual household income? ( Circle One ) 
$0-$12,000 $12,001- $17,000 $17,001-$25,000 more than $25,000 

Household Size: How many children less than 18 years of age live in your household? ______ _ 

Required Information If your child currently has OHP we will make the request 

that Advantage is their provider and attempt to submit an insurance claim. If not 

covered you will NOT be responsible for the financial portion. 

Does your child get/have ___ OHP/Trillium/Advantage Insurance 
).# ___________ orSS# ______________ _ 

Free/ Reduced Lunch ______ _ 

Reason for Visit: Check all that apply: 

o ist Examination 

o Toothache

o General Mouth Pain

o Accident to Teeth

o Bleeding Around Teeth

o Routine Exam

o Teeth Appearance

o Couldn't get appointment anywhere else

o Other
------------

Patients Current Physician _________________ _ 

Past or current Dentist __________________ _ 

FOR X-RAYS ON FEMALES: Could this patient be pregnant? Yes ___ No __ _ 

I understand this signature is good for 24 months from today's date: 

Parent/Guardian signature ______________ Date: ____ _ 

(Turn Over Page 1 of 2) 



Dental History Yes No Please Explain, 

Is this the patient's first qehtal visit? 
If no, how long has it been since the patient I 

last saw a dentist? 
Has the patient had any unpleasant If yes, Please expiain .... -.. 

I 

experiences in a dental or medical office? 

Does the patient brush daily? If yes, how often? 

Does the patient floss? If yes, how often? 
' 

Does the patient drink soda pop or other How many does the patient drink per 
sugar sweetened drinks daily (Kool-aid, fruit day? 
drink, Gatorade, sports drinks etc ... ) 
Does the patient drink milk daily? How many times per day? 

Does the patient sleep with a bottle or use a 
sippy cup other than at meals? 

Medical History Yes No Please Explain "Yes" Answers 

Does the pati.erit have a current medical 
condition? 
Is the patient taking and medications? 

., 

,. 

Has the patient ever been hospitalized or had 
surgery? 
Does the pat)ent have any allergies? 
Does the patient have allergies to drugs? 
Is the patient currently protected by 
immunization (shots} against DT, Polio, 
Measles, Mumps, and Rubella? I 

Does the patient have and special needs that 
would require special arrangements for 
dental care? 

I Has the patient had a history of or had difficulty with any of the following? Check all that apply 
o Latex Allergy o Anemia o Diabetes o Mono

0 AIDS/HIV 0 Asthma 

0 Epilepsy/seizures 0 Bladder problems 

0 Chronic ear infections 0 Cani;:er 

0 Chronic eye infections 0 Cerebral Palsy 

0 Sore throat 0 Chicken Pox 

0 Other 

0 Fainting 

0 Hearing problems 

0 Hepatitis 

0 Ki?ney disease 

0 Liver disease 

o Mumps

o Rheumatic fever

o Tuberculosis

o Sinus problems

o Convulsions

I 
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