Application and Treatment Consent Form

HEALTH MOBILE is a community-supported, non-profit organization offering quality, comprehensive Dental/Medical at schools and other community locations. Please fully complete and sign this form. Upon its receipt, we will work with your child’s school to create a treatment schedule.

Child’s Information:
Name _______________________________________           BirthDate _____/       /________ 
SS #______/______/______
Address _______________________________________               City ____________________ 
State ____ Zip____________

School/Community Organization ________________________________________________

Insurance Information:
1. Do you have Medi-cal? Yes__   No__      If yes, please provide your SS number ____________________________

2. Do you have Healthy Families?  Yes__  No__  If yes, please provide your case number________________________
3. Do you have Healthy Kids?  Yes__  No__  If yes, please provide your ID number____________________________
4 a.  Do you have private/other insurance?  Yes__ No__  

a. If yes, please provide name of carrier____________________  Parent’s SSnumber________________________

5.  I do not have insurance. Yes__  No__  


            Parent’s name ____________________________


I authorize the operating Doctor and Assistants to perform any procedures which they may deem necessary or desirable. I acknowledge that no guarantee or assurance has been made by anyone regarding the treatment that I have herein requested and authorized.
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Parent/Guardian Signature
  
Signature ___________________________________Date _________________

Please Print Your Name _________________________ Relationship to Patient _____________________________
Home Phone __________________________________Work Phone   __________________________
