
UNITY CARE NW’s
MOBILE DENTAL PROGRAM

DENTAL SERVICES AVAILABLE

COMMON QUESTIONS

to REGISTER YOUR CHILD

THERE  WILL BE NO COST TO YOU!
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A written assessment of your child’s oral health 
status and needs will be sent home after each visit.

If your child is insured, Unity Care will bill their insurance.  
You will not be billed for services that are not covered.  

All services are provided for free if your child has no dental coverage.

Do I need to be there?  
You are welcome to attend, but not required to.

What if I don’t want my child to receive some of these services?  
You get to decide. Cross out any services you do not want your child to  

receive in the consent section of the Registration Form. This consent form 
applies to all three visits this school year.

I have other children who are not enrolled in school. Can they be seen? 
Yes! Contact Dental Access Coordinator (below) to schedule.

OTHER QUESTIONS?
Contact Robin Pearson, Dental Access Coordinator:  

(360) 788-2668 or robin.pearson@ucnw.org

Fill out the attached form and return it to their teacher



 



MOBILE DENTAL PROGRAM REGISTRATION FORM

Please COMPLETE BOTH SIDES of this form, SIGN the back page, and RETURN it to your school.

The Mobile Dental Program will make 2-3 visits during the school year.  
Fluoride may be provided at the first visit or at either of the two follow up visits. 

PLEASE COMPLETE AND SIGN BACK PAGE

Questions? Call Dental Access Coordinator at 360-788-2668

List all children enrolled in the School District Elementary that you would like to register:

Visual Dental 
Exam 

Oral Hygiene 
Instruction Sealants Fluoride 

Application

CHILD’S PERSONAL INFORMATION

CHILD’S MEDICAL AND DENTAL HISTORY

City State Zip Code

Telephone Number Email Address

M F

M F

M F

Street or PO Box

Child’s Name (First and Last) 		             Sex	 Date of Birth 		  Teacher/ Elementary

Mailing Address	       Homeless?      If yes, check box  		 Language preference:        English         Spanish         Russian         Punjabi

98WA



Does your child have any ongoing health problems?   Yes   No - If yes, please describe and include child’s name:

Does your child have any allergies?   Yes   No - If yes, describe allergy, response and include child’s name:

Is your child taking any medications?   Yes   No - If yes, please list and include child’s name:

Does your child see a dentist for an exam every 6 months?   Yes   No - If yes, please list date and clinic:	

Approx. date of last exam 	  Dentist/Clinic Name

Health Problems

Allergies, Response

Medications

Child’s Name

Child’s Name

Child’s Name

Please CROSS OUT any services you would NOT like your child to receive:

 



Is your child currently covered by WA APPLE HEALTH or MEDICAID?   Yes   No 

     Provider One # _________________________________________________  You do not need to turn in a copy of your Provider One card.

Is your child currently covered by a Commercial Dental Insurance plan?   Yes   No 

     Insurance Company (Group Health, Premera, etc): ____________________________________________________________________

     Policy # (Individual ID on card): _________________________________________________ Group #:__________________________

     Subscriber’s Name: __________________________________________________________ Relationship to child:   Parent   Other

     Subscriber’s Social Security #: _________ /_________ /_________   Subscriber’s Date of Birth:  _________ /_________ /_________

Please turn in a copy of your commercial insurance card with this form.

*I authorized Unity Care NW or insurance company to release any information to process my claim*

Unity Care NW is a Non-Profit Health Center that receives financial support from government and private grants.  
This data is required to apply for funding and for reporting.

What is your child’s ethnic background?    Hispanic     Non-Hispanic 

What is your child’s race?    Asian     Black/African American     American Indian or Alaskan Native     White     

                                               Native Hawaiian     Other Pacific Islander     Refuse to Report  

What is your child’s primary medical insurance?   	  Apple Health/DSHS/Medicaid     Group Health     Premera     Regence    

	  Other ______________________________________________________________

Family Size (Number of people in household):  __________

Monthly Income for Household (Approximate):    Under $1,000     $1,000-2,500     $2,500-4,000     Above $4000    

We keep a record of the health care services we provide you. You may ask to see and copy that record. You may also ask to correct that record.  
We will not disclose your record to others unless you direct us to do so or unless the law authorizes or compels us to do so. You may see your  

record to get more information about it by contacting our Health Information Management Specialists at (360) 676-6177 ext 1112.  
Our Notice of Privacy Practices describes in more detail how your health information may be used and disclosed, and how you can access your information.

CHILD’S INSURANCE INFORMATION

INFORMATION FOR GRANT PURPOSES ONLY

SIGNATURE REQUIRED FOR SERVICES

To the best of my knowledge, all of the preceding answers are true and correct. By my signature below, I give consent for my child 
to receive the provided services unless otherwise specified and to have my insurance billed for the services provided. I permit the 
sharing of information with school personnel, as needed. I also acknowledge receipt of the attached Notice of Privacy Practices. 

Parent/Guardian’s Name: (Please Print) _______________________________ Parent’s Date of Birth:  _______ /_______ /_______

Parent/Guardian’s Signature: _____________________________________________ Date Signed: _______ /_______ /_______

Relationship to Child:     Mother     Father     Other: ____________________________________________________________

 
 




