Mt. Hope High School Wellness Center
304-877-3124
Dear Parent or Guardian:

We are pleased to inform you that New River Health Assoc. will be offering preventive dental services at your child's wellness center including: cleanings, exams by a licensed dentist, fluoride treatments, and sealants. If your child needs further treatment, such as fillings or orthodontics we will refer them to a local dentist of your choice.  
We do not want to take children from their "dental home", but we do want to make dental services more accessible for children who are not regularly able to go to the dentist.  If you would like your child to receive dental services at their wellness center, please fill out the information below.    

New River Health will bill private insurance, Medicaid, and the Children's Health Insurance Program for eligible students.  Please include a copy of the dental insurance card.  If your child does not have dental insurance please contact the wellness center for more information.  

_____
YES- I would like for my child to receive dental services at the Wellness Center and understand that my child may be referred to a local dentist for further treatment

_____
NO- I do not wish for my child to receive dental services at the Wellness Center 
Parent Signature: __________________________________
Date: ____________________________________

Child’s Name: __________________________________
Date of Birth: _____________________________

Does your child have a dentist? ___Yes ___No  
  Name of Dentist and last visit: ____________________________
Child’s Insurance Information - Please Check All That Apply
_____ 
Qualifies for Free/Reduced Lunch
_____ 
Private Dental Insurance


Primary Insurance Company: ______________________________    Policy #________________________


Address: _______________________________________________   Group #________________________


Employer: ______________________________________________   Phone #_______________________


Name of Cardholder: ______________________________________ Soc. Sec. #_____________________

_____   Medicaid





Medicaid Number: _________________________
_____
CHIP (West Virginia Children’s Health Insurance Program)



Number: ______________________________

Name on Card: ____________________________
_____
No Dental Insurance

*Please answer the following only if you would like for your child to receive dental services.*

Does your child have any of the following heart conditions? Please circle all that apply.

Heart Murmur
     Congenital Heart Disease       Artificial Heart Valves
Other heart conditions not listed: __________________________________________________________________
Please list any surgeries your child may have had in the past 5 years, and dates of each surgery.
__________________________________________________________________________________________________________________________________________________________________________________________
The Mt. Hope High School Wellness Center is a project of New River Health.
