Auckland Regional Dental Service - Enrolment Form

NHI (if known) Date of Birth
Child’s First Nome :

(Legal given name) Micdsiaie
Child’s Last Name

(Legal surname)

child’s Gender [ ] Male [ ] Female [ ] Another Gender
Address

Mobile Phone Other Phone
Email Address

Name of Current School, Year Level
Education Centre,

Daycare Room number
To enable us to offer

family (whanau)

appointments please

list your other children

Which ethnic group(s) L] méori g [] sarnoan

does your child belong | ] Cook Island Mdori [ ] Tongan

to? [ ] Niuean [ ] Chinese :
Mark one or more that | [ ] Tokelauan [ ] Indian

apply to your child. [ ] NZ European [] Other (Please specify)

Please note that documentation will be required to confirm your child’s eligibility status.
For further information, refer to ards.co.nz

|:| Yes, | confirm that my child is Maori, Cook Isicind Mé&ori, Niuecin, Tokelauan

Eligibility Part (A
iy () and/or a New Zealand citizen

[ ] No, my child is net a New Zealand citizen, please complete below
[ ] My child holds a resident visa or a permanent resident visa

[ ] I, child’s mother/father am an Australian citizen or Australian permanent
Eligibility Part (B) resident AND able to show | have been in New Zealand OR intend to stay
in New Zealand for at least 2 consecutive yedrs

If you are not a New

Zédland citizen, please [] 1, child’s mother/father, have a work visa/permit and can show that | am

tick which eligibility cri- able to be in New Zealand for at least 2 years (previous perr?it included)
;%C’Jc’r gfflji?cllles to you and [ ] 1, child’s mother/father, am an interim visa holder who was eligible

immediately before my interm visa started

[] 1 child's mother/father, am a refugee or protected person OR in the
process of applying for, appealing refugee or protection status, OR
a victim or suspected victim of people trafficking




Medical History

Some medical conditions and medications can affect dental care.
To help us take good care of your child please answer the following questions.

Tick the box(es) that apply YES Tick the box(es) that apply YES | NO
Rheumatic fever Diabetes 1|
Heart condition Epilepsy bl
Bleeding condition Asthma [ i [

other

Does your child have any allergies? E.g. nickel,
latex, milk protein, sticking ploster sulphate or

Does your child have any other conditions that
might be important for us to know about?

Does your child take any medications?

oo EI O|o|o
0 o) o |ojojofs

Examinations

We may need to contact your child’'s GP to
discuss their medical history. Please enter the
medical practice details here:

Please not

Enduring Consent

The preventive and diagnostic treatments below allow us to determine what treatment

your child needs to help detect and prevent decay.
: Any additional dental treatments will require further consen

A dental/oral health therapist will check your child's teeth to see if there are any
problems

Dental X-Rays

X-rays help us to see the areas in the mouth we can't see with the eye alone e.g.
between teeth. They help us to identify if there is a problem

Cleaning and scaling

Calculus and heavy plague can sometimes need to be removed from teeth
(scaled). This helps keep teeth and gums healthy

Fissure sedlants and
protections

Coatings that are applied to the grooves (fissures) on the biting surfaces of back
teeth. Sealing these grooves protects the teeth and helps to avoid tooth decay

Fluoride varnish

. Fluoride varnish is a protective coating that is easily painted onto teeth
. It is quick and easy to apply with a small brush and has a pleasant taste

. Fluoride varnish helps strengthen teeth and also helps stop tooth damage
that has already started

Changes for consent
status

Note: Your child can be seen at a fixed clinic or mobile facilities at school site. This
consent is enduring and remains valid while your child is enrolled in the service.
You can change your consent at any time; please contact 0800 TALK TEETH
(0800 825 583).

Parent/Guardian’s
Full name

Relationship to child

Date:

Signature

® NO CONSENT for services - 1 DO NOT AGREE to ythisvchn‘

receiving L nydéntqli:svei’\&iCésizfrom the Auck-

Nome

land Regtonal Dantol Servxc

Signature:

‘Date

PLEASE FILL AND RETURN THIS FORM TO THE CHILDREN'S COMMUNITY DENTAL CLINIC,

SCHOOL OFFICE OR EARLY CHILDHOOD CENTRE OFFICE




