Seven Hills West Public $chool

Respectful, Safe, Responsible Learners

NSW Dental Program P-6

Dear Parents and Caregivers,
The NSW Health Primary School Mobile Dental Program is coming in Term 2 Week 2 .
This is a free program for children with Medicare cards.

Please fill in the consent form in the envelope and send it back to school by Friday 8™ April 2022.

This event has the approval of the Principal.

Regards
; o ) ;
S (=t
Ms S Clements Mrs A Zollinger
Principal LaST Teacher
22.03.22

Crr Lucas Road and Sackville Street Seven Hills NS\W 2147
Telephone: 9622 2136 Facsimile: 9831 6437 Email: sevenhillw-p.school@det.nsw.edu.au

A
W A Proud PBL School (Positive Behaviour for Learning)
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NSW Health Primary School ¢ ®
Mobile Dental Program

NSW Health is pleased to offer your child a free
school-based dental check-up.

This pack includes information about the Primary
School Mobile Dental Program and the

* treatment consent form

» financial consent form

Is there a cost?

No, this is a free service provided by the
NSW Government.

Your child may also be eligible for the Australian
Government’s Child Dental Benefits Schedule
(CDBS), which is like Medicare. The Australian
Government allows us to make a claim on your
behalf for this dental care if you sign the CDBS
consent form. If your child is not eligible, NSW
Health will provide care free of charge.

We encourage you to sign the CDBS financial
consent form as this will help support us to provide
dental care in NSW, but it is not compulsory.
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What you need to do:
1. Read the information in this pack

2. Complete the treatment consent
form in English

3. Sign the treatment consent form

4. Complete the risk factor information
questionnaire (this helps us provide
personalised care to your child)

5. Read the Child Dental Benefits
Schedule information sheet

6. Sign the Child Dental Benefits Schedule
bulk billing patient consent form
(optional)

7. Return the consent forms to your
child’s school as soon as possible
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Treatment consent form

PLEASE COMPLETE ALL PAGES.
Complete in CAPITAL letters using a black or blue pen. Please return the completed form to your

child's school. If you have any questions about completing this form, please contact your local public
dental service.

Student details Medicare Card Number (10 digits):

Family Name:
(as appears on their Medicare Card)

Child’s number on card:

Medicare expiry date:

Given name/s: Please tick the boxes that apply to your child:

Child does not have a Medicare Number:
Languagé(s) spoken at home:

Gender:
English Other (SPECIFY)

Date of birth:

/ /

C irth:
BIREEY S iairs Preferred language (SPECIFY):

Name of School:

Need an interpreter?

Yes No
School Year: : Indigenous status:

Neither Aboriginal nor Torres Strait Islander

Home address: (eg. 5 Smith Lane) Aboriginal

Torres Strait Islander

Both Aboriginal arid Torres Strait Islander

Suburb: Requires an approved Aboriginal representative:

Yes No

Postcode:
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**Please complete and return to your child’'s school - page 1 of 4**
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Your details -~ Parent or Legal Guardian

Family Name:

Given name/s:

Relationship to the child:

Mobile number:

Email address:

Medical information
Please tick the boxes that apply to your child:

My child has an allergy (e.g. latex, natural resin).

Yes No Don't know/unsure
My child has a medical condition.

Yes No Don't know/unsure
My child requires regular medication.

Yes No Don’t know/unsure
My child has a disability.

Yes No Don’t know/unsure

If you answered yes to any of the above, please
describe.

Dental information

Has your child had any dental problems
(e.g. tooth decay) in the past?

Yes

No

If you answered yes above, please describe.

When did your child last visit a dental
professional?

Less than 12 months ago
More than 12 months ago
Never

Don't know/unsure

Was your child’s last dental visit made at a:

Private dental practice including health
fund dental clinic

Public dental clinic/dental hospital
Any other place
Don't know/unsure

NSW Health Primary School Mobile Dental
Program

Please provide the name and contact details of
your child's last dental practitioner

Has your child had a fluoride application in the
last 6 months?

~ Yes No Don't know/unsure

Has your child had dental x-rays in the
last 6 months?

Yes No Don’t know/unsure

**Please complete and return to your child’s school - page 2 of 4**



Treatment consent

» | have read and understood the information provided about the NSW Health Primary School Mobile Dental
Program

* lunderstand that | can withdraw consent at any time. To do this, view the FAQs on the website:
www.health.nsw.gov.au/primaryschooldental

* | have had an opportunity to ask questions and seek clarification on the information | have been provided by
calling the public dental service contact numbers enclosed in this information package or by visiting the
website: www.health.nsw.gov.au/primaryschooldental

* lunderstand that a Local Health District representative may contact me to clarify any of the information
provided in this form and/or to discuss my child’s oral health.

* | have had the opportunity to view the Privacy Statement on the NSW Health website at:
www.health.nsw.gov.au/patients/privacy/Pages/privacy-leaflet-for-patients.aspx. | understand that my and/
or my child’s personal information (including health information) may be disclosed in certain circumstances
as set out in that Statement.

+ ldeclare to the best of my knowledge that | have provided accurate information about my child including
any medical conditions which may affect dental treatment.

Please complete the following and sign in the box next to each of the treatments that you would like your
child to receive. If you do not sign the dental check-up, no appointment can occur.

| (full name)

on (today’s date), / / 2 0 sign below to provide consent for my

child (full name)

(date of birth), / / to receive the following, as clinically needed:

Treatment Description Parent/Legal Guardian Signature

Comprehensive examination including risk factor
assessment, growth assessment, and oral health

Dental check-up oy cation. Without consent to a dental check-up,
no other treatment can be provided. {

DEntapIave On average, two small dental x-rays

(if required) X
Dental clean A clean of the teeth to remove plague and/or

(if required) calculus X
Fissure sealants  Sealing the grooves of permanent molar teeth to

(if required) help prevent tooth decay. X
Fluoride. yamnish Application of a sticky fluoride paste to the teeth

ElE e o) to reduce the risk of tooth decay

(if required) X
Do you wish to attend your child’'s appointment? Yes No

**Please complete and return to your child's school - page 3 of 4**



Your details - Parent or Legal Guardian

Family Name:

T
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Risk factor information questionnaire

Dental information

Has your child had any dental problems
(e.g. tooth decay) in the past?

To help us assess your child’s teeth, please tick the most appropriate box and specify the quantities

where required:

1. How often does your child usually drink sugar
sweetened drinks such as soft drinks, cordials,
sports drinks, energy drinks or iced teas?

(1 cup = 250ml. 1 can of soft drink = 1.5 cups.
A 500ml bottle of sports drink = 2 cups)

Every day
Approximate number of cups per day:

A few times a week
Approximate number of cups in a week:

Rarely or never

Don't know/unsure

2. How often does your child usually drink
water? (1 cup = 250ml or a household tea cup.
A 600ml bottle of water = 2.4 cups)

Every day
Approximate number of cups per day:

A few times a week
Approximate number of cups in a week:

Rarely or never

Don't know/unsure

3. How often does your child usually eat sweet ‘
biscuits, cakes, pastries, or snack bars? (Snack
bars include muesli bars, breakfast bars and
protein/energy bars and balls)

Every day
Approximate number per day:

A few times a week
Approximate number in a week:

Rarely or never

Don’t know/unsure

4. How often does your child brush his/her teeth

with toothpaste?

Rarely or never

Once a day

Twice a day

More than twice a day

Don’t know/unsure

5. What type of toothpaste does your child use?

Standard fluoride toothpaste
Children’s fluoride toothpaste
Non-fluoride toothpaste

Don't know/unsure

6. How do you rate your child’s teeth and

mouth?
Poor
Fair
Good
Very. good

Excellent



q
2
3

NSW Health Primary School

Mobile Dental Program

Child Dental Benefits Schedule information sheet

Dental care for children in NSW
» All children can receive free public dental
services in NSW

+ Some children may also be eligible for the
Australian Government’s Child Dental Benefits
Schedule (CDBS)

+ Either way, they will receive the same high
standard of care at no cost to you

What is CDBS?

The CDBS is administered by the Australian
Government and gives eligible children access to
up to $1,000 worth of dental services over 2
calendar years.

Children are eligible if they are:

+ Aged 2 to 17 years for any one day of the
calendar year and

» Eligible for Medicare and

+  Part of a family that receives Family Tax Benefit
Part A or the child receives an Australian
Government payment from the list available
through the Department of Human Services at
www.humanservices.gov.au/individuals/
services/medicare/child-dental-benefits-
schedule/who-can-get-it/eligible-payments

You don’t need to register your child for the CDBS.

How can my child use CDBS?
Your child can use their CDBS at:

- this school-based program

- a NSW public dental clinic or

- a private dental practitioner.

Financial consent

The financial consent form is a separate form to
the blue treatment consent form.

There will be no cost to you. Even if you do not
sign the financial consent form your child will still
receive free dental treatment from NSW Health.

If the $1,000 cap is reached, or your child needs
further treatment that is not covered, you will not
be charged any fees.

What you need to know about the value
of your child’s dental care.

If you give financial consent then we can make a
claim from the Commonwealth Government. This
amount will not be more than $514.20 for any of
the treatments already mentioned. You will not
pay for any treatment.
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First appointment

The expected maximum value of treatment that
may be claimed under the CDBS for your child’s
first appointment is outlined in the table below.

Treatment CDBS

Treatment description . "" "0 0 Valia

Dental check-up 88011 $52.65
Two small dental x-rays 88022 x 2 [$30.45x 2
A clean of the teeth to B

remove plague 88111 $53.80

A clean of the teeth to ¥

remove calculus 88114 $89.70
Application of fluoride

et 88121 $34.55
Fissure sealing the 88161x 4 |$46.05x% 4
grooves of up to 8

permanent molar teeth |88162x4 [$23.05x 4
Total cost $514.20

*Please note that only one of these two items may
be claimed in an appointment.

Review appointment (if required)

The expected maximum value of treatment that
may be claimed under the CDBS for your child’s
review appointment is outlined in the table below.

Treatment CDBS

Treatment description item code Value

Dental check-up 88013 $27.50
Application of fluoride

iy 88121 $34.55
Total cost $62.05

If further treatment is required, you will be
contacted by the public dental service to discuss
this and the CDBS value of any treatments
required.

All children living in NSW can receive free
public dental services.
For more information:

Visit www.health.nsw.gov.au/cdbs or visit the
Australian Government’s Department of Human
Services website at www.humanservices.gov.au

individuals/services/medicare/child-dental-
benefits-schedule.

You can check your child’s eligibility and CDBS
balance through your Medicare online account
at my.gov.au or by calling 132 O11.
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Facility:
ADDRESS

CHILD DENTAL BENEFITS
SCHEDULE BULK BILLING LOCATION / WARD

PATIENT CONSENT COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE

I, the patient / legal guardian, certify that | have been informed:

e of the treatment that has been or will be provided from this date under the Child Dental Benefits Schedule;
e of the likely cost of this treatment; and

e that | will be bulk billed for services under the Child Dental Benefits Schedule subject to sufficient funds being
available under the benefit cap, and | will not pay out-of-pocket costs for these services.

I understand that | / the patient will only have access to dental benefits of up to the benefit cap.

I understand that benefits for some services may have restrictions and that Child Dental
Benefits Schedule covers a limited range of services.

I understand that the cost of services will reduce the available benefit cap.

L HE RN

Patient's Medicare number Patient / legal guardian signature

LIN3ISNOD LN3lLvd ONITTIG M1Nnd
ITNAIHOS SLI43IN3IE TVLN3IA ad1IHD

Patient’s full name Full name of person signing
(if not the patient)

Date

This form is valid for the first full calendar year (Jan-Dec) in which your child gets their first eligible dental service,
unless you withdraw your consent.
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