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Ped'?s?;'cﬂgsentm DENTAL SCREENING CONSENT

For: Parents and Guardians

Re: Dental Screenings on [DATE]

Clinical staff from Pediatric Dental Associates are offering complimentary dental screenings at [LOCATION]. During this time, our
certified dental staff will look into your child’s mouth and record observations. In turn, you will receive a brief report with results
and recommendations following the dental screening.

Please Note: This is ONLY a visual screening and not a complete dental visit. NO dental treatment will be performed and NO x-rays
will be taken. Your child should see his/her pediatric dentist every 6 months for an exam, x-rays, and cleaning. If you do not currently
have a pediatric dentist, we’d be happy to provide this service for you.

Appointments can be made by on-site or by calling 1-877-PDA-KIDS, or visiting TeethForKids.com.

We must have your permission in order to allow your child to participate in this upcoming dental screening. If you would like your
child to be screened, please complete and sign this form below. If you DO NOT want your child screened, please DO NOT fill out this
form.

Name of Event:

Child’s First & Last Name:

Child’s Date of Birth: Child’s Age:
Parent’s Phone: Email:
Has your child been to a dentist in the last 6 months? YES NO

If “No,” please provide approximate date of last dental visit:

Has your child recently experienced a toothache more than once
when biting or chewing? YES NO

Is your child a current patient of Pediatric Dental Associates? YES NO

By signing below, | give permission for my child to participate in the dental screening as described above.

Parent/Guardian Signature:

OFFICE USE ONLY- TO BE COMPLETED BY DENTIST

Brush twice a day and floss every night for a healthy mouth ____Adental appointment needed- possible decay (cavity)

No visible decay (cavity) _____ Adental appointment needed ASAP for URGENT dental care

A six month dental exam and cleaning ____ Dental sealants to prevent cavities



