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LIFE HEALTH CENTER (LHC) – MOBILE DENTAL SERVICE
HYGIENE
Purpose of Form
The Life Health Center (LHC) Mobile Dental Service provides preventive and limited restorative dental care to students at school-based wellness centers and through community health outreach. This form gives your consent for your child to receive dental services while under LHC care.
Child’s Information
Full Name: ___________________________________________
Date of Birth: ____ / ____ / ______
School / Program Name: ___________________________________________
Grade: _______
Address: ___________________________________________
City: ___________________  State: ___  ZIP: __________
Parent/Guardian Information
Name: ___________________________________________
Relationship to Child: __________________________
Phone: (________) __________________________
Email: ___________________________________________
Services May Include:
- Dental examinations and oral health assessments
- Teeth cleaning (prophylaxis) and fluoride treatments
- Dental sealants
- Dental X-rays (as needed)
- Oral health education
- Emergency dental first aid
Consent Statement
• Nature of Care – All treatment will be performed by licensed dental professionals in accordance with Delaware law.
• Referrals – If additional care is required beyond the scope of services offered by LHC Mobile Dental Service, I will be notified, and a referral will be provided.
• Communication – I authorize LHC to share necessary health and treatment information with my child’s school nurse or wellness center staff for care coordination.
• HIPAA Compliance – I acknowledge that I have received (or have access to) LHC’s Notice of Privacy Practices describing how my child’s medical information may be used and disclosed.
• Voluntary Participation – I understand that participation is voluntary, and this consent may be revoked in writing at any time, except to the extent action has already been taken based on my consent.
Medical Information
Please list allergies, medical conditions, or medications:
_____________________________________________________________________________________
_____________________________________________________________________________________
Insurance Information
Dental Insurance Provider: ___________________________________________
Policy Number: ___________________________________________
☐ My child does not have dental insurance.
Authorization & Signature
I give permission for my child to receive dental treatment from the LHC Mobile Dental Service as described above. I release Life Health Center, its staff, and affiliated providers from liability for any accident or injury that may occur, except in cases of gross negligence or willful misconduct.
Parent/Guardian Signature: ____________________________________   Date: ____ / ____ / ______
Printed Name: _________________________________________________
Please initial one of the following: 
· _________I choose to be present during my child’s visit in person.
· _________I choose to be present during my child’s visit via telehealth.
· _________I wish not to be present during my child’s visit.
For Office Use Only
Date Received: ____ / ____ / ______
Staff Name: ______________________________   Staff Signature: _____________________________
Services Provided: ________________________________________________
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