
Macomb District 
Dental Hygienists’ Society

PROUDLY PRESENTS

CHILDREN’S DENTAL HEALTH 
HEARTFELT PROJECT

TO CELEBRATE

CHILDREN’S DENTAL HEALTH MONTH

WHEN: SATURDAY January 30, 2010

WHERE: SPECIFIC DENTAL OFFICES 
THROUGHOUT MACOMB COUNTY

AN ORAL SCREENING, DENTAL CLEANING AND FLUORIDE 
TREATMENT WILL BE PROVIDED FREE OF CHARGE TO MACOMB 

COUNTY CHILDREN BETWEEN THE AGES OF 3 AND 13, WHO DO 
NOT HAVE DENTAL INSURANCE OR GOVERNMENT ASSISTANCE 
OF ANY KIND.  A GOODIE BAG OF DENTAL SUPPLIES AND PRIZES 

WILL ALSO BE GIVEN TO EACH CHILD ALONG WITH 
INFORMATION AND DEMONSTRATIONS ON 

PROPER ORAL HEALTH CARE.

PLEASE BE ADVISED THAT THERE ARE ONLY A LIMITED NUMBER 
OF APPOINTMENTS AVAILABLE, SO RETURN THE REGISTRATION 

FORM BY 01-12-10.  PLEASE COMPLETE THE ENTIRE 
REGISTRATON FORM (ON THE BACK) AND MAIL IT TO THE 

ADDRESS LOCATED AT THE BOTTOM.  
YOU WILL BE CONTACTED TO SCHEDULE AN APPOINTMENT. 



PLEASE COMPLETE AND MAIL THE FORM TO ADDRESS BELOW BY JANUARY 12, 2010

Child’s Name ____________________________ Birthdate:____________________
First name                   Last name          Month      Day     Year

Name of Parent(s)/Guardian(s)___ ___________ _____

Address: ______________________ City:________________ Zip:______________

Nearest Crossroads: ____________________________________________________

Home phone:____________Work Phone: ______________ Cell Phone:___________

Best Days and Times to be reached:________________________________________

      _____________________________________________________________________

How did you hear about this project:_______________________________________

Have you participated before:    Y   N   
Do you have dental insurance?  Y    N   If yes, type of insurance: _______________
Preliminary Health History Review:  Is your child…….
Taking any medications:   Y    N     Any major illnesses, hospitalizations or surgeries,
Any allergies:                    Y    N     or broken bones in the last 12 months?  Y   N
Any heart conditions?        Y   N                          
If you circled yes to any of the questions list above, please explain:_______________ 
_____________________________________________________________________
_____________________________________________________________________
By signing below, I give consent for my child to receive treatment including, but not 
limited to an oral screening, prophylaxis (dental cleaning) and fluoride treatment.  I 
understand that the dentist, hygienist and all other dental personnel, are limited to this 
days visit only.  I acknowledge that the dentist, hygienist and other personnel owes 
my child no duty to evaluate or treat any dental condition(s) that my child may have.  
I understand if further diagnosis and/or treatment are recommended, it is my 
responsibility to see that my child receives further care.  I also understand a 
parent/legal guardian will be asked to complete a medical/dental history form for each 
child the day of the appointment.  

Name of parent/legal guardian (printed)__________________________________

Signature_______________________________________   Date______________

You will be contacted to schedule an appointment time and given directions to the 
dental office.

NOTE: A copy of this form is acceptable.  Please pass it along to others in need!!  
                   

Please mail the completed form to: MDDHS
       PO Box 4108

Centerline, MI     48015


