
 

1. Does your student need dental care?

 Pain or swelling in your mouth?

 More than a year since teeth were cleaned?

2. You do not have private dental insurance? We DO treat Medical Assistance (MA) patients.
3. Required To schedule an Appointment:

a. You will need to complete and sign a health history form prior to scheduling an appointment
time.

b. If patient is under 18, consent for dental care form must be signed by parent.
c. Return a. Health History and b. Consent for dental care not later than: ________________

To: __________________________________________________________________________ 
d. Patient will be asked to perform a voluntary act of kindness to another person to secure your

appointment. (See Serve It Forward on back:)

Donated Dental Care for students at:  ______________________________________ 

Operation Grace MN directly addresses the oral health needs of your student.  

In-School dental clinics remove cost, time, and transportation barriers so children may easily access preven-
tive and restorative dental services in order to stay healthy.  

Patients returning Health History and signed parental consents receive: 

1. Preventative dental care to include: dental cleaning, fluoride varnish, sealants, tooth brushing instruc-
tion, and oral health kits of toothbrush, toothpaste and floss. The use of sealants and fluoride varnishes
reduces the risk of diseased teeth. Cleaning the teeth and providing oral health instruction so the pa-
tient can care for their own teeth and gums reduces the incidence of infection in the gums.

2. Restorative dental care to include dental exam, x-rays, fillings and or extractions as necessary eliminate
the source of pain and serious illness due to infection.

Licensed dental professionals are volunteering to help you.  

They will provide free dental care and discuss good oral health practices. 

The average value of dental service donated to you will be about $200 to $550. 

Please Consider  

“Serve  It Forward”

Volunteer to help a family member or neighbor. Such as:

Volunteer to wash dishes; mow or rake the yard; shovel the snow; babysit.

  

“Serve It Forward”

School Logo: Address 

And Dates: 



PATIENT HEALTH HISTORY 
Dental Program 

 
 

Patient Name:  ___________________________________________________  Birth date  ______________  Age _____ 
Address:  ________________________________________ City _____________________ State ______ Zip__________ 
Sex:  M  F   Height:  _____  Weight: _____  Phone:  Home ______________  Work ______________  Cell ______________ 

Your physician’s name: ___________________ Address _______________________________ Phone ______________ 
When were you last seen by your doctor? _______________  Why? __________________________________________ 
Have you been hospitalized in the past two years? Y  N   If Yes, why? ________________________________________ 

When was the last time you were seen by a dentist? _______________  What was done? _______________________ 
Does your mouth or teeth hurt now? Y  N   If Yes, where? __________________________________________________ 

Do you smoke? Y  N   If Yes, how much? ___________________ Are you pregnant? Y  N   Due Date: _______________  
Do you consume alcoholic beverages? Y  N   If Yes,  how much?  ____________________________________________ 
List all non-prescription medicine you are taking:  ________________________________________________________ 
List all prescription drugs you are taking:  _______________________________________________________________ 
__________________________________________________________________________________________________ 
Have you ever had a bad reaction to a drug? Y  N   If Yes, what drug? _______________________________________ 
Describe the reaction: _______________________________________________________________________________ 

Do you now have, or have you ever had, any of the following?  Circle Y (yes) or N (no) for each condit ion 
below: 

Y  N  Abnormal bleeding Y  N  Chest Pain Y  N  Heart disease Y  N  HIV/AIDS 
Y  N  Allergy to latex Y  N  Convulsions Y  N  History of Endocarditis Y  N  Kidney disease 
Y  N  Allergies in general Y  N  Diabetes Y  N  Heart surgery Y  N  Organ implant 
Y  N  Anemia Y  N  Epilepsy Y  N  Heart valve replacement Y  N  Respiratory problem 
Y  N  Anxiety attacks Y  N  Excessive bleeding if cut Y  N  Joint replacement Y  N  Rheumatic Fever 
Y  N  Asthma Y  N  Fainting spells Y  N  Pacemaker Y  N  Scarlet Fever 
Y  N  Cancer or tumor Y  N  Glaucoma Y  N  High blood pressure Y  N  Tuberculosis 
Y  N  Chemotherapy Y  N  Hemophilia Y  N  Hepatitis Y  N  Ulcers 

This Mobile Dental clinic is for low-income patients who have a serious dental problem (such as pain or an abscessed 
or broken tooth) and no private dental insurance or the financial means to pay for care at this time.   
Licensed volunteer dentists utilizing the Operation Grace MN’s Mobile Dental van(s) will provide treatment.  In 
Minnesota, volunteer dentists’ liability is limited; they may not be held liable for any injury, death, or other loss arising 
out of the provision of services unless the injury, death, or other loss results from gross negligence. 
I understand that the dentist(s) providing the dental services is/are doing so without receiving payment directly from 
me, the patient.  I understand and acknowledge that the dentist(s) providing treatment is/are under the supervision of 
Operation Grace MN and is/are not controlled by the organizations providing support to the Mobile Dental program.  
I hereby accept these terms and authorize dental services and/or procedures that the dentist(s) in his or her 
professional judgment deems/deem appropriate and necessary.  This includes, but is not limited to, the 
administration of local anesthesia and may include, if necessary, the extraction of primary or permanent teeth.  Other 
treatment may include but is not limited to sealants, fillings (silver and white), stainless steel crowns, and root canal 
therapy for primary teeth.   
I understand also that Operation Grace MN has not promised ongoing dental care for me and has not assumed 
responsibility for my ongoing dental care/treatment. 

______________________________________________________________________  Date _______________________ 
Signature of Patient (or Guardian, if patient is under 18 years of age) 

In addition, I have read and understand Operation Grace MN’s Notice of Privacy Practices.  In it ia l  i f  Yes:  _______ 



CONSENT FOR DENTAL RESTORATIONS AND CLEANINGS 
MOBLE DENTAL PROGRAM 

                                                                    

Patient’s Name: _________________________________________________________ 
 

My dentist has informed me that restorative and/or hygiene work needs to be done on my teeth.  Prior 
to this, digital x-rays may be taken.  This would be followed by any of the treatment options listed 
below: 
 
 

Restorative 
• Permanent Fillings 

• Temporary Fillings 

• Deep Sedative Fillings  
• Temporary Crowns 

Hygiene/Sealants 
• Cleaning/Prophylaxis 

• Cleaning/Debridement 

• Deep Scaling 

• Sealants 

 
 
 

In addition, I have been informed that Root Canal Treatment and Permanent Crown restorations are 
not provided by Operation Grace MN. 
 

Filling teeth and cleaning/scaling and applying sealants are routine dental procedures.  However, there 
are risks to restorative procedures that include, but are not limited to the following: 
 

• Injections to numb teeth may cause nerve damage, leading to temporary loss of sensation to 

teeth, lips, tongue or chin. In very rare cases, the loss in sensation may be permanent. This can 

apply to either restorative or scaling treatments. 

• Removing decay and placing fillings can cause injury to the tissue inside the teeth, and they can 

be very sensitive after treatment. This may include (a) hot/cold food & beverage sensitivity, (b) 

sensitivity when chewing, (c) sensitivity when brushing, and (d) mild to moderate toothache. 

• In rare cases tissue damage from restorative treatment is permanent and the restored tooth will 

continue to get worse.  If this happens, you may need a Root Canal. Root Canals are not 

provided by Operation Grace MN. 

• If your doctor has indicated that you are to receive a Deep Sedated Filling, your tooth may have 

a very large cavity, and there is a high chance that the tissue inside your tooth has already been 



damaged beyond repair. If this is the case, the tooth will not get better after the filling, and you 

will need a Root Canal to save the tooth. Root Canals are not provided by Operation Grace MN. 

• If you are receiving Temporary Fillings, you will need to follow up with a private provider for a 

permanent filling or Permanent Crown. Operation Grace MN does not provide permanent 

crowns.  

• Temporary Crowns usually do not hold up well long-term. Operation Grace MN does not provide 

permanent crowns. If you want a permanent crown, you will need to follow up with a private 

provider. 

• After fillings are done, teeth tend to become weaker, and pieces can break off.  Further 

treatment may be needed. 

• Damage to adjacent teeth can occur during any of these procedures - quite rare, but it can 

occur. 

• Swallowing of aspiration of a foreign body can occur during any of these procedures - quite rare, 

but can occur.  

• Reaction to local anesthetic – quite rare, but can occur.   

 

I have read and understand the above, and have had all of my questions answered. 

 

_____ I give my consent for any of the above treatments         ______ I do not wish to have any 

treatment 

 

I am aware that the above information may also apply to future dental work provided by Operation 

Grace MN. 

_________________________________________________________________          Date: _____________________________ 

Signature of Patient (parent of Guardian if patient is under 18 years of age) 
 

_________________________________________________________________          Date: _____________________________ 

Signature of Doctor   
 

 
(revised 1/16)                                                     



Operation Grace MN – Notice of Privacy Practices         

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS 

TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

Purpose of this Notice of Privacy Practices 

During the provision of services through the Mobile Dental program, Operation Grace MN, its staff and volunteers, and its business 

associates, Operation Grace MN may gather information about your medical history and current health. This Notice of Privacy 

Practice (”Notice”) explains how that information may be used and shared with others. It also explains your privacy rights regarding 

this information.  Operation Grace MN is required by law to abide by the terms of this Notice, to make sure that information that 

identifies you is kept private, and to give you this Notice of our legal duties and practices with respect to medical information about 

you. 

Uses and Disclosures of Your Health Information   

1. Operation Grace MN may use health information to carry out treatment, payment, and health care operations. 

 Treatment is the provision, coordination, or management of health care. For example, we may use and disclose 

your information to consult with a third party (such as a pharmacy) or to refer you to other health care providers. 

 Payment includes the activities necessary to obtain reimbursement for the provision of health care services. For 

example, we may need to give information about treatment you received through Operation Grace MN to your 

health plan of government program if these entities will pay us for the treatment. 

 Health care operations include the activities necessary for Operation Grace MN to run its Mobile Dental program.  

For example, we may use your information to review treatments and services and to evaluate the performance of 

our staff. 

2. We may use or disclose your health information: 

 To report abuse or neglect. 

 When required by a federal, state, or local law, or in response to a valid court order, warrant, criminal subpoena, a 

grand jury subpoena, administrative order, or with your written consent. 

 To support health oversight activities that are authorized by law, such as audits, investigations, inspections, 

accreditations, licensure, and disciplinary actions. 

 When required by a coroner or medical examiner for the purpose of identifying a deceased person, determining a 

cause of death, or other duties, or other duties as required by law. 

 When necessary to prevent or lessen a serious or imminent threat to the health and safety of a person or the 

public and the disclosure is to a person reasonably able to prevent or lessen the threat, as consistent with 

applicable law and standards. 

  For research purposes, with your written authorization or as permitted by state law. 

 

3. We may disclose your health information to a family member, or other relatives, or a close friend or any other person you 

identify if the information relates to that person’s involvement in your health care if you consent to such a disclosure. If you 

are unable to agree or object to the use or disclosure, we may disclose such information as necessary if we determine that 

it is in your best interest. 

4. In other situations, your written authorization will be obtained before Operation Grace MN will use or disclose your health 

information to third parties outside Operation Grace MN. 

5. State and federal laws may be more stringent and may prohibit certain uses and disclosires identified above. When another 

law is more stringent than HIPPA, we will follow the more stringent requirements. 
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Patient Rights 

You may exercise these rights yourself or through a personal representative as permitted or required by applicable law. Your 

representative may be required to produce evidence of authority to act on your behalf before that person will be given access to 

your information or allowed to take any action for you. 

1. You have the right to request and obtain a copy of this Notice outlining Operation Grace MN’s health information practices. 

2. You have a right to access, inspect, and copy your health information that is used to make decisions about your care for as 

long as Operation Grace MN maintains the information. The right does not apply to certain information, including 

information compiled in reasonable anticipation of or for litigation and other information not subject to the right to access 

information under state law and HIPPA. Requests for access to health information should be made in writing to Operation 

Grace MN, Privacy Officer. If access is denied, you will be provided with a written explanation that sets forth the basis of 

denial, a description of how you may review those rights, and a description of how you may complain. 

3. You have the right to request that Operation Grace MN amend your health information if it is incorrect or incomplete. 

Requests for amendment of information should be made in writing to Operation Grace MN, Privacy Officer, and you must 

provide a reason that supports your request to have the information changed. Operation Grace MN may deny your request 

for an amendment if the request is not in writing and submitted to the Privacy Officer or if the information was not created 

by Operation Grace MN, is not part of the medical information kept by Operation Grace MN, is not part of the information 

you would be permitted to inspect and copy, or is accurate and complete. 

4. At your request, Operation Grace MN will provide you with an accounting of disclosures by Operation Grace MN of your 

health information during the six (6) years prior to the date of your request. However, such accounting will not include 

disclosures made: 1) to carry out treatment, payment or health care operations; 2) directly to you or your personal 

representatives: 3) prior to the effective date of this notice: 4) based on your written authorization. If you request more 

than one accounting within a 12-month period, Operation Grace MN will charge a reasonable, cost-based fee for each 

subsequent accounting request.  Requests for a request of an accounting of disclosures should be made in writing to the 

Operation Grace MN, Privacy Officer. 

5. If you believe your privacy rights have been violated you may complain to the Operation Grace MN, Privacy Officer. You 

may also file a complaint with the Secretary of the U.S. Department of Health and Human Services. Operation Grace MN 

will not retaliate against you for filing a complaint. 

6. You may request Operation Grace MN to restrict uses and disclosures of your health information. However, Operation 

Grace MN is not required to agree to the requested restriction except as required by law. These requests should be made to 

Operation Grace MN, Privacy Officer.  Requests must be made in writing. In your request, you must tell us(a) what 

information you want to limit; (b) whether you want to limit Operation Grace MN’s use, disclosure, or both, and (c) to 

whom you want the limits to apply, for example, if you want to prohibit disclosures to your parents or spouse. If Operation 

Grace MN agrees with your request, we will comply except as needed to provide you with emergency treatment. 

Operation Grace MN Duties 

This Notice is effective beginning July 2014. However, Operation Grace MN reserves the right to change its privacy practices and this 

Notice, and to apply the changes to any health information received or managed by Operation Grace MN prior to the date of 

changes. If the terms of this Notice are changed, a revised version will be available upon request and will be posted in a clear and 

prominent location. 

Complaint, Questions, and Requests 

You may direct your questions about this Notice to Operation Grace MN’s privacy practices, requests regarding your information, or 
other privacy or confidentiality concerns to: 

 

Operation Grace MN 
Attention: Bob Petrich 

1769 Lexington Ave N #204 
Roseville, MN 55113 
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