
 

 
 
 
 
Dear Parent/Guardian, 
 
Your school needs your help! 
COMTREA Dental and your child’s school are working together to offer a dental program for all 
students. If your child has Medicaid or commercial insurance, COMTREA will bill the insurance 
for reimbursement. Fees for children with no insurance will be waived for one visit per school 
year.   
 
WHO:  Anyone!  
 
WHAT:  A dental team will come to the school to offer dental services for your child. This 
program also allows your child to help their school determine the dental health and needs of 
the whole community.     
Check the first box on the attached form if you would like the screening:  

• A screening by a registered dental hygienist (this is always free of charge!) 
• Fluoride painted on their teeth to help fight cavities  
• Sealants applied to their adult molars to help fight cavities, replacement of 
sealants if needed 
• Dental education and a dental goody bag 

If you check the box for the exam, the program includes the above PLUS: 
• Comprehensive exam by a dentist and x-rays 
• Teeth cleaning  
• Please be sure to include all insurance information. 

 
WHY:  To help your school district determine its dental health needs  
 
WHERE:  Your child’s school!  
 

WHEN:  During the school day of this school year, your nurse will be given the exact date. 
Please fill the form attached and return to the school nurse or front office by ___________.   
 
MORE INFO:  Your child will be sent home with a summary letting you know what we 
recommend, which will also be shared with your school nurse. Our dental Patient Care 
Coordinator will contact you to discuss treatment needs. 
 
Thank you for helping your school collect key information that will help all students! 
 



T o o t h  T i t a n s  C o n s e n t  F o r m  

 

 
 
  

 

 

Last Name First Name Middle initial Birth Date   Male               Female 
  

Social Security Number Grade Level School Name Teacher 
 

Parent/Guardian Name Phone Cell/alternative phone Email 
 

Mailing Address 
 

City Zip Code 

Physical address (if different) City Zip Code County of Residence 
 

 

Preferred Method of communication (check all that apply)     Phone/Cell        Email         Text       Patient Portal        Letter 
 

Secondary contact name (person not living with you) 
 

relationship  Phone 

Child’s primary physician phone    
 

 

Ethnicity:     Hispanic/Latino     
  Not Hispanic/Latino        Decline 

Race:         White         Black/African American        American Indian or Alaska Native         Asian                      
  Native Hawaiian          Other Pacific Islander        More than one race            Decline             

Housing:        Not Homeless       
 Homeless (without permanent housing) 

Preferred Language:         English           Spanish  
  other: _____________________________________ 

 

Language Assistance: if your child needs such assistance, what kind is required?    Sign Language    Visual Aides  
 

The following questions are about everyone living at home with your child 
 

Number of Adults living at home _____________________ 
 

Number of Children living at home _____________________ 
 

 

Total annual household income ______________    (estimate gross income from wages, child support, alimony, disability, SSI, unemployment) 
 

Select a group:         A $0 - 12,490         B $12,491 - $15,613         C $15,614 - $18,735         D $18,736 - $21,858         E $21,859 - $24,980 

 

 

DENTAL INSURANCE:    UHC (through Medicaid)    MissouriCare    Homestate    MoHealthNET    No Insurance   Private: ____________________ 
 

id number Group Number Primary Medical Insurance 
     

 

Parent/Guardian Signature                                                                                                                                    Date 
Printed Name                                                                                                                                      I confirm that every applicable field is completed 

 
 

Has your child ever been seen by a dentist?               Yes, within one year               Yes, over one year ago               Never 

 

Please print neatly and 
return to the school nurse 

Uninsured? Ask about our sliding fee scale 

General information 

Account to be paid by: (subscriber’s information) 
Name     Social Security Number   Birth Date   Male      female  
relationship to patient    phone    email 
address (if different from patient)    city   state  zip code 

Does your child have any allergies? Yes  no IF YES, PLEASE LIST 

 Is your child taking any medications?      yes  no IF YES, PLEASE LIST 

 Please list any medical history health issues:
  

 

Additional information 

As a Federally Qualified Health Center, we are required by the Bureau of Primary Health Care to collect data on all patients.  COMTREA does not discriminate based on age, sex, race, creed, 
marital status, religion, national origin, disability, sexual preference, public assistance status or criminal record. 

Insurance 

CONSENT FOR DENTAL DIAGNOSTIC AND PREVENTIVE TREATMENT & ASSIGNMENT OF BENEFITS 
I/We hereby give my/our permission for my/our child to participate in COMTREA’s Tooth Titans mobile program. I consent for COMTREA to provide dental 
preventive services (including but not limited to screenings, fluoride, exam, x-rays, and sealants). I acknowledge that a dentist may not be present and that a 
tele dentistry exam may be used to provide an exam using electronic review of my child’s records by a COMTREA dentist. I acknowledge that I am able to 
exercise my rights under HIPAA of 1996 to access COMTREA’s privacy policy by visiting their website at www.comtrea.org and that all information shared here 
is confidential. I understand that my child’s oral health results will be shared with the school nurse for the purposes of data collection and care coordination. I 
understand this consent is valid for 1 year from the date of signature. I/We understand that eligible services may be billed to Medicaid and/or private insurance. 
A Sliding Fee Discount Program will be provided to eligible persons based on the patient’s ability to pay. I hereby instruct and direct all proceeds of insurance to 
be paid to COMTREA Inc. for the dental and/or medical expense benefits allowable, and otherwise payable to me, under my current insurance policy as payment 
toward the total charges for the professional services rendered. I authorize COMTREA Inc. 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. 
My signature will be kept on file for the filing of future insurance claims. I understand this consent may be revoked at any time upon my request. Further, I/We 
as the applicant’s parent (s) or guardian (s) authorize COMTREA or individuals designated by COMTREA to act for me/us in an emergency, accident or illness. 
 

 Yes! I give permission for: Screening, fluoride, sealants/sealants repair. Insurance information required for services. 
 Yes! I give permission for all of the above PLUS:  Exam, x-rays, cleaning and photos for their dental chart- Insurance information required for services. 
 No.  I do not want my child to participate.  Why?  (optional) ____________________________________________________ 

 

http://www.comtrea.org/

