
SCHOOL-BASED DENTAL CARE 

Dear Parent/Guardian: 

Missouri Ozarks Community Health will visit your child’s school to provide on-site 
dental services through our mobile dental clinic. 

The initial visit will include diagnostic and preventive services, such as 
screenings, examinations, X-rays, cleanings, fluoride treatments, and sealants. If 
treatment beyond preventive care is recommended, we will send a separate 
consent form home for your review before providing any additional treatment. 
Recommended treatment may include fillings, crowns, extractions, or space 
maintainers. A referral to one of our primary clinic locations or to a specialist may 
also be necessary. 

If your child does not currently have a dentist, or if you are looking for a dental 
home, we encourage you to enroll. We accept Medicaid/MO HealthNet and 
private dental insurance. We also offer a sliding-fee program for children without 
insurance, and services are available to all children regardless of their ability to 
pay. To have your child receive dental services, please complete the attached 
patient information form and return it to the school as soon as possible. Be sure 
to provide all requested information and sign the form as the child’s parent or 
guardian. 

Sincerely, 

Sybil A. Fortner, D.D.S. 

Ava: (417) 683-5739 | 504 W. Broadway, Ava, MO 
Mansfield: (417) 924-8809 | 804 N. Highway 5, Mansfield, MO 
Gainesville: (417) 679-2775 | 201 S. Elm, Gainesville, MO 
Mountain Grove: (417) 926-1713 | 1604-C N. Main St., Mountain Grove, MO 
Houston: (417) 967-0772 | 1340 Sam Houston Blvd., Houston, MO 
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SCHOOL BASED DENTAL CARE  
PATIENT INFORMATION and CONSENT FORM 

 
Missouri Ozarks Community Health will provide dental services at your child’s school during school hours.  Your child’s 
participation is voluntary. To receive dental services, complete this form and return it to the school. Please contact your 
school nurse or Missouri Ozarks Community Health if you have any questions.  
 

PLEASE PRINT CLEARLY USING BLUE OR BLACK INK 

Patient’s full legal name: 
  
Preferred name:  
Date of birth: 
         /          / 

Age :                                         Sex:         M     F 

Grade : Homeroom teacher: 

School:  

Parent/legal guardian:  Parent/guardian date of birth: 
        /        /  

Mailing address:  

City : State:                   Zip: 

Home phone:  Cell phone:  
Other phone :                                      Best number during school hours: ☐ Home ☐ Cell ☐ Other 

Preferred pharmacy:  
 

Medicaid/MO HealthNet: ☐ Yes ☐ No    ID number:  

Private dental insurance: ☐ Yes ☐ No 

Insurance company:  Insurance phone:  

Insured adult’s name:  Insured adult’s date of birth: 
        /        / 

Member/policy number:  Group number:  

Employer : 

Eligible for free/reduced-price school meals:         ☐ Yes     ☐ No 

Has your child seen a dentist before?   ☐ Yes    ☐ No    Last dental visit:  

If yes, dental treatment received:  

 

Reason(s) for today’s dental care—check all that apply: 

☐ Routine checkup ☐ Appearance of teeth ☐ First dental visit 

☐ Facial swelling ☐ Toothache ☐ Crowding of teeth 

☐ Injury to teeth ☐ Bleeding around teeth ☐ Other:  
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Dental and Medical History       

Check Yes or No for each question. Explain any Yes answer in the space provided.  
Yes No 

Unusual or unpleasant experience in a dental or medical office ☐ ☐ 

Injury to the face, mouth, or teeth ☐ ☐ 

History of toothache/dental pain ☐ ☐ 

Oral habits such as thumb sucking or pacifier use ☐ ☐ 

Currently in good health ☐ ☐ 

Currently under a physician’s care ☐ ☐ 

Hospitalization or surgery   please list: ☐ ☐ 

Immunizations up to date ☐ ☐ 

Braces or orthodontic appliances ☐ ☐ 

Currently taking medication: please list: ☐ ☐ 

Reaction or allergy to medication including penicillin, aspirin, or local 
anesthetic 

☐ ☐ 

Seasonal allergies ☐ ☐ 

Latex allergy ☐ ☐ 

Other allergies ☐ ☐ 

Explanations for Yes answers: 
 
 

 

Medical Conditions—check Yes or No for each:  
Yes No 

 
Yes No 

Abnormal bleeding ☐ ☐ Cerebral palsy ☐ ☐ 

ADD/ADHD ☐ ☐ High blood pressure ☐ ☐ 

HIV/AIDS ☐ ☐ Kidney disease ☐ ☐ 

Liver problem ☐ ☐ Seizures/epilepsy ☐ ☐ 

Heart problem ☐ ☐ Autism/ASD ☐ ☐ 

Fainting/dizziness ☐ ☐ High fevers ☐ ☐ 

Diabetes ☐ ☐ Tonsillitis ☐ ☐ 

Tuberculosis ☐ ☐ Behavioral difficulty ☐ ☐ 

Anemia ☐ ☐ Hepatitis ☐ ☐ 

Nutritional problem ☐ ☐ Vision problem ☐ ☐ 

Speech difficulty ☐ ☐ Thyroid disease ☐ ☐ 

Hearing difficulty ☐ ☐ Developmental delay ☐ ☐ 

Metal pins/rods/implants ☐ ☐ Cold sore/fever blister ☐ ☐ 

Cancer or tumors ☐ ☐ Congenital heart defect 
If yes, premed required: Yes/No  

☐ ☐ 

Asthma   
If yes, date of last attack:  

☐ ☐ Other condition ☐ ☐ 

 
 
 
Condition/details: ____________________________________________________________________________________________ 
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How often does your child brush or floss their teeth? 

Brushes                times per day.           Flosses              times per day / week. 

 

Does your child use fluoride? 

☐ Toothpaste    ☐ Mouthrinse    ☐ Supplements    ☐ None 

 

Consent, Assignment of Benefits, and Signature 

I consent for my child to receive preventive dental services in Missouri Ozarks Community Health’s mobile clinic. 

Preventive services may include screenings, examinations, X-rays, cleanings, fluoride, and sealants. If additional 

treatment is recommended, a separate consent form will be provided prior to treatment. By signing below, I hereby state 

that I am the patient, parent, primary legal custodian, or joint legal custodian of the patient being presented  for treatment. 

I hereby give consent to the Missouri Ozarks Community Health staff to perform those procedures and treatments, which 

are deemed necessary. 
 
Procedures or treatments I do not authorize: 
________________________________________________________________________________________________ 

 

Assignment of benefits: I understand that eligible services may be billed to Medicaid and/or private insurance. I hereby 

instruct and direct all proceeds of insurance to be paid to Missouri Ozarks Community Health to be paid by check for the 

dental benefits allowable, and otherwise payable to me, under my current insurance policy as payment toward the total 

charges for the professional service rendered.  I authorize MOCH to release or receive information on eligibility and/or 

benefit information for the purpose of filing insurance claims. I also understand that additional information may be needed 

from my file to achieve maximum benefits. 

 

I acknowledge receipt of the HIPAA Notice of Privacy Practices.  

 

I understand that I may revoke this consent at any time by request. 

 

This consent remains valid for one year from the signature date unless revoked earlier. 

Patient name:  

Parent/legal guardian signature: Date: 
 
                 

 
Ava (417)683-5739  504 W Broadway , Ava MO  
Mansfield (417)924-8809  804 N Highway 5, Mansfield MO 
Gainesville (417)679-2775  201 S Elm, Gainesville MO 
Mt. Grove (417)926-1713 1604 C N. Main, Mt. Grove MO 
Houston (417)967-0772 1340 Sam Houston Blvd., Houston MO 

 





This notice describes how m
edical inform

ation about you m
ay be 

used and disclosed and how you can get access to this inform
ation. 

FOR YOUR SAFETY, PLEASE REVIEW
 AND BE FAM

ILIAR 
W

ITH THIS INFORM
ATION. 

This notice will explain how M
issouri Ozarks Com

m
unity Health (M

OCH) 
m

ay use and disclose your m
edical inform

ation, our obligations related to 
the use and disclosure of your m

edical inform
ation and your rights related to 

any m
edical inform

ation that we have about you. This notice applies to the 
m

edical records that are generated in or by M
OCH’s Clinics, school services, 

m
obile services, hom

e services, M
OCH entities. Please note that behavioral 

health records are considered part of the m
edical record and will be released 

as such. 

This notice also describes the practices of M
OCH and that of any service  

provider acting on behalf of the organization with regards to your Protected 
Health Inform

ation (PHI) created while you are a patient of our clinics. All 
providers and personnel acting on behalf of M

OCH are also subject to this 
notice. In addition, providers and staff working collaboratively m

ay share 
m

edical inform
ation with each other for treatm

ent, paym
ent, or health  

operations described in this notice. As required by law, we ensure that m
edical 

inform
ation that identifies you is kept private; that you have access to  

privacy policies regarding our legal duties, and that these policies are current. 

W
ith a few exceptions, we are required to obtain your authorization for the 

use or disclosure of your inform
ation. W

e have listed som
e of the reasons 

why we m
ight use or disclose your m

edical inform
ation and som

e  
exam

ples of the types of uses or disclosures below. Not every use or  
disclosure is covered. However, all of the ways that we are allowed to use  
and disclose inform

ation will fall into one of these categories. 

If you have any questions about the contents of this Notice of Privacy  
Practices, or if you need to contact som

eone at this site about any of the 
inform

ation contained in this Notice of Privacy Practices, please contact: 
Privacy Offi

cer at (417) 683-5739, Ext. 1111.

In addition to clinic departm
ents, em

ployees, physicians, dentists, and 
other M

OCH personnel, the following persons will also follow the practices  
described in this Notice of Privacy Practices:

•	
A ny health care professional who is authorized to enter inform

ation in 
y our m

edical record;

tion is needed to provide you with em
ergency treatm

ent. Any request  
to restrict uses or disclosures m

ust be m
ade in writing to the Privacy  

O ffi
cer at M

OCH. Your request m
ust indicate: what inform

ation you 
want lim

ited; whether you want to lim
it our use, disclosure or both;  

and to whom
 you want the lim

its to apply. 
•	

Request Confidential Com
m

unications: You have the right to
request that we com

m
unicate with you about m

edical m
atters in a 

certain way or at a certain location. To request confidential com
m

unica- 
	

tions, you m
ust m

ake your request, in writing, to the Privacy Offi
cer 

at M
OCH. Your request m

ust specify how or where you wish to be 
contacted. W

e will accom
m

odate reasonable requests.
• 	

N otice of a Breach: You have the right to be notified upon a breach of 
an y of your unsecured Protected Health Inform

ation.
•	

An E lectronic Copy of Electronic M
edical Records: If your 

Protected Health Inform
ation is m

aintained in an electronic form
at 

(known as an electronic m
edical record or an electronic health record), 

you have the right to request that an electronic copy of your record 
be giv en to you or transm

itted to another individual or entity. W
e will  

m
ak e every effort to provide access to your Protected Health Inform

a- 
	

tion in the form
 or form

at you request, if it is readily producible in such  
form

 or form
at. If the Protected Health Inform

ation is not readily  
producible in the form

 or form
at you request, your record will be  

pr ovided in either our standard electronic form
at or if you do not want  

this f orm
 or form

at, a readable hard copy form
. W

e m
ay charge you a  

reasonable, cost-based fee for the labor associated with transm
itting  

the electronic m
edical record.

• 	
Inspec t and Copy your Protected Health Inform

ation (PHI):  
You have the right to inspect and copy your protected health inform

a- 
	

tion that m
ay be used to m

ake decisions about your care, with the  
exception of psychotherapy notes. If you want to see or copy your  
m

edical inform
ation, you m

ust subm
it your request in writing to 

M
OCH’ s Privacy Offi

cer. If you request copies, the state-allowed fee will  
be assessed f or the cost associated with your request, including the  
c ost of copies, m

ailing, or other supplies.
Note: In lim

ited circum
stances M

OCH m
ay deny access to your health  

inform
ation. If access is denied, you can request that the denial be  

reviewed. Another licensed health care professional chosen by M
OCH will 

review your request and the denial. M
O Ozarks Com

m
unity Health will 

adhere to the decision of the reviewer.
• 	

R equest Am
endm

ent to your Protected Health Inform
ation (PHI):  

You have the right to request that your health inform
ation be am

ended 
( changed) if you believe that it is incorrect or incom

plete. You have 
a right to request changes for as long as the inform

ation is retained 
b y M

OCH. To request a change in your PHI, you m
ust subm

it in writing  
a request to M

OCH’s Privacy Offi
cer which includes the reason you think  

the inf orm
ation is incorrect or incom

plete and specification as to whom
 

you want notified of the change. W
e m

ust notify you within 60 days 
upon r eceipt of your written request. This period m

ay be extended by 
30 da ys provided we notify you of our reason for delay and the expected
da te of com

pletion.
Note: M

OCH m
ay deny your request if it is not in writing and if it does 

not include a reason why the inform
ation should be changed. W

e can also 

deny your request for the following reasons: the inform
ation in question 

was not created by M
OCH or the individual or outside entity is no longer 

available; the inform
ation is not m

aintained as part of your m
edical  

records at M
OCH; the inform

ation is not part of the inform
ation that you 

would be perm
itted to inspect or copy; or we have reason to believe that the 

inform
ation is accurate and com

plete.
•	

Accounting of Disclosures: You have the right to receive an accounting 
of disclosures of m

edical inform
ation that we have m

ade, with som
e 

expectations. You m
ust subm

it a written request to M
OCH’s Privacy 

Offi
cer the specific tim

e period of the request and how you want the 
inform

ation reported to you. Requests cannot be m
ade for periods longer  

than six years and m
ay not include dates prior to January 1, 2003. You 

have the right to receive a free accounting of disclosures every twelve 
m

onths. If you request m
ore than one accounting in a single twelve 

m
onth period, the state-allowed fee will be assessed for the cost 

associated with your request, including the cost of copies, m
ailing, or 

other supplies. M
OCH will notify you of the charge for such a request and  

you will have the opportunity to withdraw or change your request before 
any cost is incurred. Disclosures m

ade prior to an authorization signed by 
you or your representatives are exem

pt from
 the accounting of disclosures  

policy.
•	

Receive a Copy of this Notice of Privacy Practices: Even if you have 
agreed to receive this notice in another form

, you can still have a paper 
copy of this notice. To obtain a paper copy of this notice, contact the 
m

edical records departm
ent of the Privacy Offi

cer. You can also obtain 
a copy of this notice at our website: www.m

o-ozarks.org.
COM

PLAINTS 
If you believe that we have violated any of your privacy rights or have 
not adhered to the inform

ation contained in this Notice of Privacy  
Practices, you can file a com

plaint by putting them
 in writing and  

sending it to the Chief Operating Offi
cer, PO Box 1359, Ava, M

O 
65608. You m

ay also file a com
plaint with the Secretary of the US  

Departm
ent of Health and Hum

an Services, 200 Independent Ave, S.W., 
W

ashington, D.C. 20201. To acquire a copy of M
O Ozarks Com

m
unity Health’s 

com
plaint form

, contact the m
edical records departm

ent at (417) 683-5739, 
Ext. 1111 or you m

ay contact the Offi
ce for Civil Rights at 1 (800) 368-1019 

or website.
 According to the law, you w

ill not be retaliated against nor intim
i-

dated for filing a com
plaint w

ith any M
issouri Ozarks Com

m
unity 

Health clinic or the U.S. Departm
ent of Health and Hum

an Services.

CHANGES TO THIS NOTICE OF PRIVACY PRACTICES
M

O Ozarks Com
m

unity Health reserves the right to change or m
odify this 

Notice of Privacy Practices. Any changes can be m
ade affective for any health 

inform
ation that we have or m

ight obtain about you. Each tim
e you receive 

services from
 M

OCH, you will have the opportunity to review the m
ost  

current copy of our Notice of Privacy Practices. The m
ost recent version of  

our Notice of Privacy Practices will be posted in our clinics or can be obtained 
from

 the Privacy Offi
cer. 

Si teine alguna pregunta o quiere recibir el presente Aviso de Practicas de  
Privacidad en espafiol, dirfjase al Departam

ento de Privacidad y Seguridad de 
Datos al (417) 683-5739, Ext. 1111.

PO Box 1359  |  Ava, M
O 65608  |  417-683-5739, Ext. 1111

w
w

w
.m

o-ozarks.org

N
O

TICE O
F PRIVA

CY PRA
CTICES

EFFECTIVE DATE: JUNE 1, 2017
Updated Septem

ber 17, 2024

Printed on 9-25-24
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e b
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r t
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at
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e c
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 p
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 p
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at
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 p

ro
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