PUBLIC HEALTH NURSING AGENCY
WARREN COUNTY HEALTH DEPARTMENT
162 B, WASHINGTON AVENUE
WASHINGTON, NJ 07882
TEL: (908) 689-6000

PETER SUMMERS » JUDITH A. LEONE, RN, BSN
Health Officer Public Health Nurse Supervisor
Division Head

January 30, 2012

The Zufall Health Center has organized a free Pediatric Dental Clinic for the children of
Warren County. This clinic will be beld on February 29, 2012 starting at 10:00 a.mn, and
ending at 2:00 p.m. The location is 116 E. Washington Ave., Washington, NJ (United
Methodist Church) lot. The clinic will be held in the Highlands Health Van in the side
patking lot of the Methodist Church,

Please advise parents fo call Watren County Public Health Nursing Agency for an
appointment, Clients will not be scen without making an appointment with the
WCPHNA first. Please call 908-689-6000 ext. 260 or 261 to sign up for this free dental
service. Parents must fill out the dental “General and Health Information” form attached
(English or Spanish). Appointments must be canceled by calling WCPHNA so we may
schedule other clients for those times.

Thank you,

Helen Haydu, l% ?\1{@ SN

Assistant Nursing Supervisor




ZUFALL HEALTH CENTER

ATTENTION PARENTS

Reglster your child for a dental check-up Registre su hijo para un chequeo.dental

Fill out the permission siip today Complete fa forma hoy
Preventive services include: Estos servicios preventivos:
+ Dental exams/screenings Examen dental

fCIeanings and free toothbrushes Limpieza dental y cepillo dental gratis

« Fluoride and Fluoride Varnish  Tratamiento de fluoruro

s Dental “report card” provided Usted recibira una tarjeta de reporte
with each visit : en cada vista

- Uninsured children receive care

at no charge + Nifios sin seguro reciben atencién gratuita

+ All children are eligible - todos los nifios son elegibles

Zufall Health Cenier » 2-4 Atno Avenue - Morrislown, NJ 07960 + 973.267.0002 - zufallhealth.org




ZUFALL HEA] '}H CENTER
DENTAL SCREENING PROGRAM

General and Health Information - PLEASE PRINT CLEARLY IN INK

School:

Teacher: Grade: Room#;
Child’s Legal Name (First Middle Last):
Child’s Date of Birth (M/D/Y): child’s Sex: M F  Last Dental Visit:

[ astan [ Black/African American  [] White
Race:  [M More than onerace [ ] Native Hawallan
|”] Other Pacificistander  [[] Amerlean Indlan/Alaska Native

Ethnicity:  [_] Hispanic ] Non-Hispanic

Parent / Guardian Name: Phone: { )
Relationship to Child: E-Mail:
Address: City/Zip:
Please use the area below to provide detalls about medical problems, allergies, to iist
DENTAL QUESTIONAIRE P " g

any current medications, or provide any other relevant health information.

1. Have you ever heen told by a physician or dentist thatyour no vy
child needs to take an antibiotic before dental treatment?

2. Does your child take any medications? No VYes
3, Does your child have any allergies? No VYes
4. Has your child ever had any health problems? No  Yes
5. Is your child allergic to any medication? No Yes
6. Has your child ever had rheumatic fever or heartdisease? No VYes
7. Is your child aliergic to latex or latex products? No Yes
8. Has your child been a patient in a hospital? No  Yes
9, is a physician treating your child? No Yes
MEDICAID PAYMENT STATUS EXP. DATE PLAN PREFEX-POLICY NO, SUFFIX

1. Medicaid (Title 19)
2, Private Insurante Name Group # Identification # Address
3. Uninsured

Attestation | attest that my child has no Insurance, Signature:

SIGNATURE REQUIRED

I, the parent or tegal guardian of the minor child named above, consent and authorize the Zufall Health Center doctors
and staff to provide preventive dental services to my child including screenings, cleanings and fluoride, during the school
year. 1also allow the school nurse/schoo representatives and/or a dentist of my choosing to obtain the child’s dental
record, | have had an opportunity to ask any questions about services my child may receive. | acknowledge receiving a
copy of the Zufall Health Center Notice of Privacy Practices.

X. Sign Date:




ZUFALL HEALTH CENTER
PROGRAMA DE EXAMINACION DENTAL

[EIVINCTSI T TR AEYRIDEEE  POR FAVOR ESCRIBA CLARO Y CON TINTA

Escuela:

Profesor: Grado: Cuarto:
Nombre Legal del Nifio{a):

(Primer nombre) {Segundo nombre) {Apellido)
Fecha de Nacimiento (M/D/Y): Sexor M F Ultima visita af Dentista:

“ [Jastan [ Black/African American  {_| White
Race: [ More than one race ] Native Hawalian
[ ther Pacificislander [ American Indian/Alaska Natlve

Ethnicity:  [] Hispanic  [[] Non-Hispantc

Nombre del Padre o Guardian: Telefono: { )
Relacitn con el Nifio(a): ' Correo electronlco:
Direcclon: Cludad v codigo
POR FAVOR USE EL AREA DE ABAJO PARA PROVEER DETALLES acerca de problemas médicos,
CUESTIONARIO DENTAL P

alerglas, fsta corriente de medicinas, o proveer otra informacién relevante de su salud.

1. Ha sldo mencionado por algin Doctor o Dentista gue su nifio(a) debe No Si
tomar algdn antiblético antes de tener tratamiento dental?

2. Su nifio(a) toma algtin medicamento? No St
3. Su nifio(a) tiene alguna alergia? No Si
4, Sunifiola) ha tenido algiin problema de salud? No Si
5. Essu nifio(a) alérgleo a alglin medicamento? No Si
6. Su nifio{a) ha tenido fiehre reumdtica o prob!_emas del corazén? No Si
7. Sunifio{a) es alérgico al [atex o productos de ldtex? No Si
8. Su nifio(a) ha sido paciente de algiin Hospital? ' No &l
9, Sunifiofa) esta siendo tratado por algtin Doctor? No Si
COBERTURA MEDICA FECHA DE PLAN PREFIO-NODE POLIZA-SUFNO
VENCIMIENTO

1. Medicald (Title 19)

2. Seguro Nombre Grupo tdentificacion Direccion

3, Declaracion de falta de
seguro medico

Daclaro gue el nino no tlene seguro medico Firma:

FIRMA REQUERIDA

Yo, e! padre o tutor legal de! nifio{a) menor de edad mencionado arriba, doy consentimiento y autorizo a los Doctores y
personal del Centro de Salud Zufail que proveen servicios dentales a minifio(a) incluyendo examinacion, limpieza, y
tratamiento de fluoruro durante el afio escolar, Yo tamblén permito a la enfermera/representantes escolares y/ o el
Dentista qué escoja a obtener los records dentales de mi nifio(a). Yo he tenido la oportunidad de hacer preguntas acerca
de los servicios gue mi nifio{a) podria recibir. Yo he recibido copia de la noticia de Privacidad Practica del Centro de
Salud Zufal, ‘

X, FIRMA, Fecha:




