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| MACHRAY SCHOOL DENTAL PROGRAM — S.M.LL.E.plus 2024- 2025

Consent for Dental Services

During the 2024-2025 school year, the Winnipeg Regional Health Authority (WRHA) S.M.LLL.E_pius
Dental Program in conjunction with The University of Manitoba Dental School will be offering dental
services to the children at Machray School.

With your permission we will provide your child with dental services from a team of dental
professionals as well as dental graduate students. Our goal is to provide dental services to as many
children as possible during the school year.

NO: | do not want this child to receive dental services at the Machray School Dental Clinic.

YES: | consent to this child being escorted from class to the
Machray School Dental Clinic for dental services which may include:
+ First visit including an examination, x-rays, cleaning and a treatment
plan of dental services required.
+ [Follow-up visits which may include local anesthetic (freezing), fillings,
extractions, and any other services recommended by the dentist.

| (print name), the parent or guardian whose signature follows,
certify that the information provided is true and complete to the best of my knowledge.

Parent/Guardian Signature Date:
Student Name:

Address Postal Code
Phone Number (Home/Work/Cell)
Manitoba Health # PHIN #
Email Address:

You may have dental coverage. Please provide the information
DIAND (Treaty) #

ElA (Social Assistance) #
PRIVATE INSURANCE (please specify)
NO Dental Coverage
Please complete other side of page with your child’s information! =




Oral Health
CONFIDENTIAL MEDICAL HISTORY

Today's Date: st ea TR P O
d

Please answer every guestion. Fesl free 1o ask for halp in compleling this form.
MEDICAL HISTORY

1. Have you ever had a serious iliness requiring hospitalization or exiensive medical care? ... .. ... ......
2. Are you prasanily baing trealed by a madical doclor? . ... . ... L. L. iieieeiaaiaaaa
3. Ame you taking any madicine, non-prescription drugs, or herbal supplements now? ... ...

i yos, please specify.

4. Have you ever had any of the following diseases?  Pleass check |#)
a) Heart Problems (e.g. murmur, ml;dm heart attack, pacamaker, prosthetic heart valve, n-mmm:mat] 2

b) Stroke . OYezs DONo k) Thyroid Disease .
c) Hl@'ﬂ.ﬂwﬂﬂﬁdﬁﬁﬂ:m ......... OYes OMo O DOebeles - . ... .. .. .......
d) Blood Disorders .. ... Oves DOiNo m) Cancer ...

&) Lung Disaase (a.q. mﬂ'u'm] ...... OYes OMo n) Epilepsy or Seirures _ .. __ ... _ ..
f} Tubercubosds ..............c.0.. OYes [ONo o) Mental or Nervous Disorder .. . ..
g) Widney Disease . .. _.__...._.._. OYes ONo p) Alzhaimer DisaasaDemantia .. _ . . _
h) Liver Disaass a.g. Mpﬂﬁsl}a:.rﬂmj OYes DOMNo q) Venersal Dissasa/STD ... ... ...
i} Asthritis’Rheumatism . OYes ONo r) AIDSMHNImmune Problem _ .. .. ..
I} Joint Replacsmeant [u.g hmmu} OYes OMo s) Frequent Drug/Alcohol Use .

5. Do you have any phylll:dl'mmuhhﬂmmlkhummm D e U g P T L S
{e.g. clall palate, autism, ADHD, FASD)

if yos, ploase specify:
6. Do you smoka or chaw tobacen or other productE? . ... ... ... ..o iiiiiaiiaiiaioaioaiatiaaiaaa
7. Do you have any allergies? (e.g. medication, freazing, orlabax) .. ... ... .. . ... . i oioian.s

i yas, please specify:

8. Do you have any disease or problem not listed above that you think we should ba aware of? ., ..........
i yas, please specily:

9. ADOLESCENT AND ADULT FEMALES ONLY: a) Are you pregnant? .. ...........cocoiveinnnans
b) Are you breastfeading® ....... ... .. ... .._...
c) Are you taking any birth controd pills? .. ... .. ...
DENTAL HISTORY

1. When was your last dental vis? []within past year [J1 10 5 years [mone than 5 years [ this is my first visit
2. Do you have any dental problems now? (e.q. ioothache, swelling, bleeding gums, jaw joint problem) . _. . .
if yes, please specify:

A, Are you unusually nervous/andous about dental treatment? ... ..o
Prowider's. |nilials
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Office Use Onty. MEDICAL UPDATE (o be complated i curant Medical History is 2 & months old)
Ask Patient: “Has there been any change in your health or medications since this medical history was compilehed *'*

Provider's Initiaks

Diate Unehanged Changed (new form required)
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