
Tracy Weldon RDH PHDH
PUBLIC HEALTH DENTAL HYGIENIST

508-612-7006   tweldonrdh@gmail.com
 

SCHOOL YEAR________________
Patient Consent – HIGASHI DENTAL HYGIENE PROGRAM By signing this consent, you 
permit the dental professional associated with this program to perform necessary diagnostic procedures including 
an oral screening and/or dental hygiene exam. You may also agree to treatment that may be necessary for dental 
and overall health such as but not limited to; dental cleaning, toothbrushing, polish, fluoride applications including 
Silver Diamide Fluoride which may cause black stain on decayed surfaces in order to arrest the process of decay. 
You also understand that additional treatment may be necessary in which case you will be referred to seek a 
dentist for follow-up care.

 I understand that Tracy Weldon RDH (Public Health Dental Hygiene Provider) will consult with Higashi pertaining to my 

child’s health and medical needs as it may impact their health and dental care. This information can be used for the purpose 

of providing treatment, obtaining payment or determining dental insurance benefits.

I have read and understand the services that may be provided to my child by the Dental Provider, and I consent for my child 

to participate. I understand that my child should obtain a dental examination by a licensed dentist at least once a year.

A written summary of the examination and services is given to Higashi each visit and is available upon request.

PLEASE CHECK SERVICES THAT YOU WOULD LIKE YOUR CHILD TO PARTICIPATE IN:

_____ DENTAL CLEANING, DENTAL HYGIENE EXAM, FLUORIDE TREATMENT

_____   TWICE PER SCHOOL YEAR                                    _____   ONCE PER SCHOOL YEAR   CHOOSE ONE:

  FALL AND SPRING                                               FALL       OR      SPRING  

_____ OTHER (Please note) _________________________________________________________________________

CHILDS NAME_______________________________________________DATE OF BIRTH_________________________

I UNDERSTAND THAT THE DENTAL PROVIDER IS UNABLE TO PROVIDE SERVICES WITHOUT SIGNED CONSENT FORM.

PARENT/GUARDIAN SIGNATURE_______________________________________________DATE: ___________________

EMAIL ADDRESS: ___________________________________________________________________________________

MassHealth and other dental insurances are accepted. (Most insurance cover 2 cleanings per CALENDAR year)

INSURANCE TYPE ____________________________POLICY NUMBER_________________________________________

______NO INSURANCE (PRIVATE PAY FEE FOR CLEANING, DENTAL HYGIENE EXAM AND FLUORIDE TREATMENT $75)

CHECK FOR $75 to TRACY WELDON, VENMO @Tracy-Weldon-7 or credit card accepted

CREDIT CARD NUMBER   ____ ____ ____ ____    ____ ____ ____ ____    ____ ____ ____ ____ ____ ____ ____ ____

EXPIRATION _________/__________     3 DIGIT CODE    _____ ______ _____      ZIPCODE ____ ____ ____ ____ ____

NAME ON CREDIT CARD ________________________________SIGNATURE: 

__________________________________

BILLING ADDRESS:    _________________________________________________________________________________





tweldonrdh@gmail.com


