DENTAL CARE for CHILDRENwithSPECIALNEEDS
Grottoesof NorthAmerica- HumanitarianFoundation

TOBEFILLEDOUTBY PARENTOR LEGAL GUARDIAN

Date SponsoringGrotto
Nameof Child Sex: Maleor Female
Address
Street City State ZipCode
PhoneNumber
AreaCode Number
Patient’sDateof Birth
Father'sName Social Security Number
Mother'sName Social Security Number
Legal Guardian Social Security Number
(If differentthanParent)
Employer'sName
Hospitalor DentalInsurance
. . Medicaidis NOT lementedby this If
Yes No If yes, list providerbelow: youare cowredh?rul\l/}pedma]dwe C’W
thosecosts.
GroupNumber tSh}pgciﬁsedMedicalCondilion/l)iagnos‘scoweredby
Physmlan’ s Name: 1. %erebmlPajsy
Address: 2. MuscularDystrophy
Phone: andrelatedneuromusculardiseases
3. MentalRetardation*
Stateof GeneralHealth L DeatelTreas or Organ
Transplantrecipients
SpecifiedM edical Condition/Diagnosis P
*MentalRetardationcoversprofoundto 2 years
; developmentallyoverall delayed. Whensubmitting
A. \If\Iﬂler'lDl'aggosed underdevelopmentallydelayed, a lettersignedby
B. ospitalization yourphysicianor preferablya licensedschool
C. Therapy psychologistmustacoompanyyourapplication,
PresentMentalAge statingdegreeofleamninglevel. (Pleasedon’tsend
Medicationsnowin use: IEP reports)
Wereyoureferredby ShrineHospitals/ Yes
Wereyoureferredby SpecialOlympics/ Yes
DR.OF SMILES:
Name:
Address:
PhoneNumber:

The undersigned acknowledgesthat he/sheis selecting the Dentist of his/her choice and the Dentist has not been
recommended by the Grottoesof N America - Humanitarian Foundation. Grottoesdo not review either the credentials,
expertiseor abilities of any dentist. The undersigned acknowledgesthat he/sheis selecting the dentist at his/her own risk.
In addition the undersigned hereby releasesand discharges Grottoesof N America-Humanitarian Foundation from all
liability and claims arising out of or related to the selection of any dentist or the provision of services by that dentist. This
releaseis freely and voluntarily given.

Form#1 Parent Signature;




	1.Cerebral Palsy
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