
 

Students Name: ________________________   
DOB:__________Medicaid#_______________ 

CHP+#:______________ 
Parent Name: ______________________________   Phone:_____________________________ 
Mailing Address:_________________________ City: _______________ Zip Code: ________ 
  

I give consent for my student to receive the following dental services from Montezuma County Smile Makers:  
Please CHECK MARK services requested. 

 Dental Screening  Free (Service provided by MCSM) 
 Oral Hygiene Education Free (Service provided by MCSM) 
 Prophylaxis (Cleaning)  $35under12-$45^12yrs (paid 100% by Medicaid and CHP+/ Delta Dental) 
 Fluoride Treatment   $25 (paid 100% by Medicaid and CHP+/ Delta Dental) 
 Sealant(s) as needed  $35 each (paid 100% by Medicaid and CHP+/ Delta Dental) 
  REMEMBER MEDICAID AND DELTA DENTAL (CHP+) COVERS 100% ONLY IF IT HAS BEEN SIX 
MONTHS SINCE LAST DENTAL CLEANING. 

PLEASE CHECK MARK PAYMENT METHOD 
 *□ Medicaid         *□ CHP+   □Check included (payable to MCSM): $__________ 
Does your student have any health concerns to consider before these services are completed (heart problems, 
allergies- latex/food/other, currently taking any medications, other serious health problems)? Please list:  
____________________________________________________________________ 
______________________________________________________________________________ 
Is there any additional information about your student or comments you would like to mention before services are 
administered?  
Please list: ____________________________________________________________________ 
______________________________________________________________________________ 
Race:     □ Native American/Alaskan       □ Latino/Hispanic      □ African American      □ Asian  
               □ Caucasian     □ Other: ________________________ 

A copy of Montezuma County Health Dept. (MCHD) Notice of Privacy Practices is available from your student’s 
school health office or MCHD: 106 W North St., Cortez Co.81321 970-564-4764. By signing below, I give consent 
for the above services and have had the opportunity to review a copy of this notice.  
_____________________________________________                           ___________________ 
                    Please Sign (Parent/Guardian)                                                              Date

*MEDICAID AND CHP LIMIT THE NUMBER OF CLEANINGS AND FLUORIDE TREATMENTS ALLOWED PER YEAR.  IF 
YOUR STUDENT HAS RECEIVED THIS TREATMENT IN ANY OTHER OFFICE LESS THAN 6 MONTHS FROM THE DATE 
OF TREATMENT AT THE SCHOOL DENTAL PROGRAM, YOU MAY BE RESPONSIBLE FOR PAYMENT.   
Rev 02/16

MONTEZUMA COUNTY 
SMILE MAKERS 
106 W North St. 

Cortez, Co. 81321 
970-564-4764


