
Kelly Miller, CEO 

 Child’s N ame: ___________________________

Dear Parent/Guardian: 

Central Ozarks Medical Center (COMC) is excited to announce, we have partnered with the school district to 
bring our Mobile Dental Unit to your child's school during the 2021-22 school year! This partnership will allow 
your child the opportunity to receive dental services during normal school hours. COMC is a local, non-profit 
organization that has worked to meet the healthcare needs of your community and surrounding areas since 
1979. 

COMC's Mobile Dental Unit is equipped to offer comprehensive dental care, including examinations, cleanings, 
x-rays, fillings, extractions, and some crowns.  Some procedures cannot be completed same day, and it may be
necessary to refer those children to a COMC Dental Clinic. If this situation should arise, we will gladly provide
referral information.

COMC’s services are available to any child who completes registration information and makes financial 
arrangements.  COMC accepts Medicaid and private medical and dental insurance.  We also offer a sliding fee 
scale based on household size and income.  We have dedicated staff to assist in eligibility for our slide scale and 
to identify if your student is eligible for the Missouri Medicaid program. If your child is insured, please attach a 
copy of the front and back of their insurance card to the completed packet.  

We look forward to providing the best healthcare experience for your child. If you have questions or concerns, 
please contact our toll-free number: (877) 406-2662. Or send us an email: info@centralozarks.org. 

If you would like for your child to be seen by COMC’s dental team, please complete the attached registration 
packet and return it to school at your earliest convenience.  For medical and behavioral health services, please 
reach out to any of our clinics for an appointment.     

Sincerely, 



Central Ozarks Medical Centers
School-Based Healthcare Services - Patient Registration

If you need help filling out these forms, please call: (877)406-2662 

Today’s Date: COMC Dental Provider:

PATIENT INFORMATION 

Patient’s First Name: Middle Initial: Last Name: Social Security Number: Birth Date: 

/ / 

Age: Sex: 

 M  F

Street Address: City: State: Zip Code: 

Mailing Address:  Same as above If homeless, please state homeless Status: 
 Doubling Up Homeless Shelter

 Homeless  Other:

Email Address: Home Phone Number: 

( ) 

Cell Phone Number: 

( ) 

Work Phone Number: 

( ) 

May we text you for appointment 
reminders: 

Yes No

Preferred Pharmacy: Preferred method of contact for reminder calls and messages:

 Parent/Guardian OR  Spouse Information:
Name:

Address:  Same as above Primary Phone Number: 

( ) 

Vision  Hearing  Reading  Speaking  Explain:

MEDICAL INSURANCE INFORMATION 

Person responsible for bill: Birth date: Address (if different): Primary Phone Number: 

/ / ( ) 

Occupation: Employer: Employer Phone Number: 

( ) 

Patients relationship to subscriber: Self Spouse  Child  Step Child  Other

Primary Medical Insurance:  Medicare  Medicaid  Blue Cross Blue Shield  Cigna Other:

Subscriber’s Name: Subscriber’s SSN: Birth Date: Policy #: Group #: Co-Payment: 

/ / $ 

Name of Secondary Medical Subscriber’s Name: Subscriber’s SSN: Birth Date: Policy #: 

Insurance (if applicable): 

DENTAL INSURANCE INFORMATION 

/ / Group #: 

Primary Dental Insurance: Subscriber’s Name: Subscriber’s SSN: 

Policy #: Group #: Subscriber’s Birth Date: / / 

The above information is true to the best of my knowledge. I authorize assignment of benefits for services received to be paid directly to 
Central Ozarks Medical Center. I understand that I am financially responsible for any balance. I also authorize COMC or my insurance 
company to release any information required to process my claims. 

Signature: Date: 

COMC Medical Provider:

□ Cell   □  Home   □  Work

Dental Claims Address (on back of card): ___________________________________________________________________________ 

Home Room Teacher: _________________________________________________________ Grade student is in: ________________ 

Emergency Contact Name: ____________________________________________ Phone #: __________________________________

(Please Print)

Does the patient have any problems with:

slaboube
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Circle of Care:  Please list names of ALL providers who are treating you, including - 
Behavioral Health, Dentists and Specialists

Name: Specialty: Phone: 

1. 

2. 

3. 

Ethnicity Education Employment Status
Hispanic or Latino Current Student? Full Time/ Part Time 
Not Hispanic  Full Time Migrant Worker 
Unreported /Refused to Report 
Ethnicity 

 Part Time Not a Migrant Worker 
Seasonal 

Race Highest Level of Education Housing
Asian Not yet in school ☐Homeless
Native Hawaiian Pre-School Kindergarten ☐Doubling Up  ☐Shelter

☐Other ☐Street
☐Transitional    ☐Unknown

Other Pacific Islander Grade School 
Black/African American Middle School 
American Indian/ Alaska Native High School 
White (not Hispanic or Latino) High School Degree/ GED ☐Public Housing-HUD
More than one race Did not complete High School 
Not Reported / Refuse to Report Technical Trade School 

Primary Language College Are you a veteran? 

English College Graduate Yes 
Spanish No 
Russian 
Ukrainian 
Other Please Specify: 

How did you hear about us? COMC is my primary medical home? I am using COMC today for an 
urgent care need? 

Newspaper/TV/Radio Ad Yes Yes 
Website No No 
Special Event 
Employee 
Other Organization 

Friend 

Other 

Do you identify yourself as: What is your current gender identity? What sex were you assigned at birth on 

your original birth certificate? 

Straight (not lesbian or gay) Female 

Lesbian or gay Male Female 

Bisexual 
Transgender Male 

Female-to-Male 

Male 

Something else 
Transgender Female 

Male-to-Female 

Chose not to disclose 

Don’t know 
Gender queer, neither exclusively 

male nor female 

Chose not to disclose Other 

Other Chose not to disclose 

All requested information is for statistical purposes only and is necessary for receipt of federal grants to provide services. 

☐ Permanent Supportive Housing (PSH)
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L ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ ǘƘŜǊŜ Ƴŀȅ ōŜ ŀƭǘŜǊƴŀǘƛǾŜǎ ǘƻ ǘƘŜ ŜȄǘǊŀŎǘƛƻƴ ƻŦ ǘŜŜǘƘΦ  !ŦǘŜǊ ǊŜǾƛŜǿƛƴƎ ǘƘŜ ǾŀǊƛƻǳǎ ƻǇǘƛƻƴǎ ǇǊŜǎŜƴǘŜŘ ǘƻ ƳŜ ōȅ ǘƘŜ ŘŜƴǘƛǎǘ ǿƛǘƘ 
/ŜƴǘǊŀƭ hȊŀǊƪǎ /ƻƳƳǳƴƛǘȅ /ŜƴǘŜǊΣ L ƘŀǾŜ ŀƎǊŜŜŘ ǘƻ ŀƭƭƻǿ ǘƘŜ ŜȄǘǊŀŎǘƛƻƴ ƻŦ ǘƻƻǘƘκǘŜŜǘƘ ǘƘŀǘ ƴŜŜŘ ǘƻ ōŜ ǊŜƳƻǾŜŘΦ  L ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ ǘƘŜǊŜ ŀǊŜ 
ǾŀǊƛƻǳǎ ƴƻǊƳŀƭ ŎƻƳǇƭƛŎŀǘƛƻƴǎ ǘƘŀǘ Ŏŀƴ ƻŎŎǳǊ ŘŜǎǇƛǘŜ ŀƭƭ ŜŦŦƻǊǘǎ ǘƻ ǘƘŜ ŎƻƴǘǊŀǊȅ ŀǎ ŀ ǊŜǎǳƭǘ ƻŦ ǘƘŜ ŜȄǘǊŀŎǘƛƻƴόǎύ ǿƘƛŎƘ ƛƴŎƭǳŘŜΣ ōǳǘ ŀǊŜ ƴƻǘ ƭƛƳƛǘŜŘ 
ǘƻΥ 5Ǌȅ {ƻŎƪŜǘΣ LƴŦŜŎǘƛƻƴ ōƭŜŜŘƛƴƎ ŀƴŘκƻǊ ōǊǳƛǎƛƴƎ ǿƘƛŎƘ Ƴŀȅ ōŜ ǇǊƻƭƻƴƎŜŘΣ {ǿŜƭƭƛƴƎΣ LƴƧǳǊȅ ǘƻ ŀŘƧŀŎŜƴǘ ǘŜŜǘƘ ƻǊ ŦƛƭƭƛƴƎǎΣ ¦ƴǳǎǳŀƭ ǊŜŀŎǘƛƻƴ ǘƻ 
ƳŜŘƛŎŀǘƛƻƴǎ ƎƛǾŜƴ ƻǊ ǇǊŜǎŎǊƛōŜŘΣ {ƛƴǳǎ ƛƴǾƻƭǾŜƳŜƴǘ όǿƘƛŎƘ Ƴȅ ǊŜǉǳƛǊŜ ǎǳǊƎƛŎŀƭ ǊŜǇŀƛǊύΣ LƴƧǳǊȅ ǘƻ ǘƘŜ ƴŜǊǾŜǎ ƻŦ ǘƘŜ ƭƻǿŜǊ ƭƛǇ ŀƴŘ ǘƻƴƎǳŜ ŎŀǳǎƛƴƎ 
ƴǳƳōƴŜǎǎ όǿƘƛŎƘ ŎƻǳƭŘ Ǉƻǎǎƛōƭȅ ōŜ ǇŜǊƳŀƴŜƴǘύΣ Ǉŀƛƴ ƻǊ ƛƴƧǳǊȅ ƻŦ ǘƘŜ ǘŜƳǇƻǊƻƳŀƴŘƛōǳƭŀǊ Ƨƻƛƴǘ ό¢aWύΣ LƴŎƭǳŘƛƴƎ ōǊƻƪŜƴ ƧŀǿΦ  
L ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ ŀ ǇŜǊŦŜŎǘ ǊŜǎǳƭǘ Ŏŀƴƴƻǘ ōŜ ǇǊƻƳƛǎŜǎ ƻǊ ƎǳŀǊŀƴǘŜŜŘΦ  LŦ ŀƴȅ ǳƴŦƻǊŜǎŜŜƴ ŎƻƴŘƛǘƛƻƴǎ ŀǊƛǎŜ ŘǳǊƛƴƎ ǘƘŜ ǇǊƻŎŜŘǳǊŜΣ L ǊŜǉǳŜǎǘ ŀƴŘ 
ŀǳǘƘƻǊƛȊŜ /ha/ ŘŜƴǘƛǎǘ ǘƻ Řƻ ǿƘŀǘŜǾŜǊ ƘŜκǎƘŜ ŘŜŜƳǎ ŀŘǾƛǎŀōƭŜ ǘƻ ŎƻǊǊŜŎǘ ǘƘŜ ŎƻƴŘƛǘƛƻƴΦ   
L ŀŦŦƛǊƳ ǘƘŀǘ L ŀƳ ŜƛǘƘŜǊΥ ¢ƘŜ ǇŀǊŜƴǘ ƻŦ ǘƘŜ ƳƛƴƻǊ ŎƘƛƭŘ ƛƴ Ƴȅ ƭŜƎŀƭ ŎǳǎǘƻŘȅΤ ƻǊ ! ƳƛƴƻǊ ǿƘƻ Ƙŀǎ ōŜŜƴ ƭŀǿŦǳƭƭȅ ƳŀǊǊƛŜŘΣ ƻǊ ! ƳƛƴƻǊ ǇŀǊŜƴǘ ƻŦ ƭŜƎŀƭ 
ŎǳǎǘƻŘƛŀƴ ƻŦ ǘƘŜ ƳƛƴƻǊ ŎƘƛƭŘΣ ƻǊ !ƴ ŀŘǳƭǘ ǎǘŀƴŘƛƴƎ ƛƴ ƭƻŎ ǇŀǊŜƴǘƛǎΣ ǿƘŜǘƘŜǊ ǎŜǊǾƛƴƎ ŦƻǊƳŀƭƭȅ ƻǊ ƴƻǘΣ ŦƻǊ ǘƘŜ ƳƛƴƻǊ ŎƘŀǊƎŜ ƛƴ ŎŀǎŜ ƻŦ ŜƳŜǊƎŜƴŎȅ ŀǎ 
ŘŜŦƛƴŜŘ ƛƴ ǎŜŎǘƛƻƴ помΦлсо w{aƻΣ ƻǊ ! ƎǳŀǊŘƛŀƴ ƻŦ ǘƘŜ ƳƛƴƻǊ ŦƻǊ Ƙƛǎ ǿŀǊŘΣ ƻǊ ! ǊŜƭŀǘƛǾŜ ŎŀǊŜƎƛǾŜǊ ƻŦ ǘƘŜ ƳƛƴƻǊ ŎƘƛƭŘ ŀǎ ǇǊƻǾƛŘŜŘ ŦƻǊ ƛƴ ǎŜŎǘƛƻƴ 
помΦлру w{aƻΣ ƻǊ !ƴ ŀŘǳƭǘ ŜƛƎƘǘŜŜƴ ȅŜŀǊǎ ƻǊ ƻƭŘŜǊ ŦƻǊ ƳȅǎŜƭŦΦ  

____________________________________________________     ___________________________ 
Parent of Guardian Signature            Date 

____________________________________________________      ___________________________ 
Reviewed by             Date 

L ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ ǘƘŜ ǘǊŜŀǘƳŜƴǘ ƻŦ ŘŜƴǘƛǘƛƻƴ όǘŜŜǘƘύ ƛƴǾƻƭǾƛƴƎ ǘƘŜ ǇƭŀŎŜƳŜƴǘ ƻŦ ŎƻƳǇƻǎƛǘŜΣ ǊŜǎƛƴ ŦƛƭƭƛƴƎǎ ǿƘƛŎƘ Ƴŀȅ ōŜ ƳƻǊŜ ŀŜǎǘƘŜǘƛŎ ƛƴ ŀǇǇŜŀǊŀƴŎŜ 
ǘƘŀƴ ǎƻƳŜ ƻŦ ǘƘŜ ŎƻƴǾŜƴǘƛƻƴŀƭ ƳŀǘŜǊƛŀƭǎ ǘƘŀǘ ƘŀǾŜ ōŜŜƴ ǘǊŀŘƛǘƛƻƴŀƭƭȅ ǳǎŜŘ όǎǳŎƘ ŀǎ ŀƳŀƭƎŀƳ ƻǊ ƎƻƭŘύΣ Ƴŀȅ Ŝƴǘŀƛƭ ŎŜǊǘŀƛƴ ǊƛǎƪǎΦ  ¢ƘŜǊŜ ƛǎ ŀ Ǉƻǎǎƛōƛƭƛǘȅ ƻŦ 
ŦŀƛƭǳǊŜ ǘƻ ŀŎƘƛŜǾŜ ǘƘŜ ŘŜǎƛǊŜŘ ƻǊ ŜȄǇŜŎǘŜŘ ǊŜǎǳƭǘǎΦ  L ŀƎǊŜŜ ǘƻ ŀǎǎǳƳŜ ǘƘƻǎŜ Ǌƛǎƪǎ ǘƘƻǎŜ ǘƘŀǘ Ƴŀȅ ƻŎŎǳǊΣ ŜǾŜƴ ƛŦ ŎŀǊŜ ŀƴŘ ŘƛƭƛƎŜƴŎŜ ƛǎ ŜȄŜǊŎƛǎŜŘ ōȅ /ha/ 
aƻōƛƭŜ 5Ŝƴǘŀƭ ¦ƴƛǘ ŘŜƴǘƛǎǘΣ ƛƴ ǊŜƴŘŜǊƛƴƎ ǘǊŜŀǘƳŜƴǘΦ  ¢ƘŜǎŜ Ǌƛǎƪǎ ƛƴŎƭǳŘŜ ǇƻǎǎƛōƭŜ ǳƴǎǳŎŎŜǎǎŦǳƭ ǊŜǎǳƭǘǎ ŀƴŘκƻǊ ŦŀƛƭǳǊŜ ƻŦ ǘƘŜ ŦƛƭƭƛƴƎ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘΣ ōǳǘ ƴƻǘ 
ƭƛƳƛǘŜŘ ǘƻ ǘƘŜ ŦƻƭƭƻǿƛƴƎΥ {ŜƴǎƛǘƛǾƛǘȅΣ wƛǎƪ ƻŦ CǊŀŎǘǳǊŜΣ bŜŎŜǎǎƛǘȅ ŦƻǊ wƻƻǘ /ŀƴŀƭ ¢ƘŜǊŀǇȅΣ tƻǎǎƛōƭŜ ƴŜŜŘ ǘƻ ǇŜǊŦƻǊƳ ŘƛǊŜŎǘ ƻǊ ƛƴŘƛǊŜŎǘ tǳƭǇ /ŀǊΣ LƴƧǳǊȅ ǘƻ ǘƘŜ 
bŜǊǾŜǎΣ ¢ƻƻǘƘ ŎƻƭƻǊŀǘƛƻƴ ǘƘŀǘ Ƴŀȅ ƴƻǘ ŜȄŀŎǘƭȅ ƳŀǘŎƘ ǘƻƻǘƘ ŎƻƭƻǊ ŀƴŘ ŎƻƭƻǊ ǘƘŀǘ Ƴŀȅ ŎƘŀƴƎŜ ƻǾŜǊ ǘƛƳŜΣ .ǊŜŀƪŀƎŜΣ 5ƛǎƭƻŘƎŜƳŜƴǘΣ ƻǊ .ƻƴŘ CŀƛƭǳǊŜΦ 
LƴŦƻǊƳŜŘ /ƻƴǎŜƴǘ 
L ǳƴŘŜǊǎǘŀƴŘ ǘƘŀǘ ƛǘ ƛǎ Ƴȅ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ǘƻ ƴƻǘƛŦȅ /ha/ ŘŜƴǘƛǎǘ ǎƘƻǳƭŘ ŀƴȅ ǳƴŘǳŜ ƻǊ ǳƴŜȄǇŜŎǘŜŘ ǇǊƻōƭŜƳǎ ƻŎŎǳǊΣ ƻǊ ƛŦ L ŜȄǇŜǊƛŜƴŎŜ ŀƴȅ ǇǊƻōƭŜƳǎ ǊŜƭŀǘŜŘ 
ƻǊ ǘƘŜ ǘǊŜŀǘƳŜƴǘ ǊŜƴŘŜǊŜŘΣ ƻǊ ǘƘŜ ǎŜǊǾƛŎŜǎ ǇŜǊŦƻǊƳŜŘΦ  L ƘŀǾŜ ōŜŜƴ ƎƛǾŜƴ ǘƘŜ ƻǇǇƻǊǘǳƴƛǘȅ ǘƻ ŀǎƪ ŀƴȅ ǉǳŜǎǘƛƻƴǎ ǊŜƎŀǊŘƛƴƎ ǘƘŜ ƴŀǘǳǊŜ ŀƴŘ ǇǳǊǇƻǎŜ ƻŦ 
ŎƻƳǇƻǎƛǘŜ ŦƛƭƭƛƴƎǎ ŀƴŘ ƘŀǾŜ ǊŜŎŜƛǾŜŘ ŀƴǎǿŜǊǎ ǘƻ Ƴȅ ǎŀǘƛǎŦŀŎǘƛƻƴΦ  L ǾƻƭǳƴǘŀǊƛƭȅ ŀǎǎǳƳŜ ŀƴȅ ŀƴŘ ŀƭƭ ǇƻǎǎƛōƭŜ ǊƛǎƪǎΣ ƛƴŎƭǳŘƛƴƎ ǘƘŜ Ǌƛǎƪ ƻŦ ǎǳōǎǘŀƴǘƛŀƭ ƘŀǊƳΣ ƛŦ 
ŀƴȅΣ ǘƘŀǘ Ƴŀȅ ōŜ ŀǎǎƻŎƛŀǘŜŘ ǿƛǘƘ ŀƴȅ ǇƘŀǎŜ ƻŦ ǘƘƛǎ ǘǊŜŀǘƳŜƴǘ ƛƴ ƘƻǇŜ ƻŦ ƻōǘŀƛƴƛƴƎ ǘƘŜ ŘŜǎƛǊŜŘ ƻǳǘŎƻƳŜΦ  .ȅ ǎƛƎƴƛƴƎ ǘƘƛǎ ŘƻŎǳƳŜƴǘΣ L ŀǳǘƘƻǊƛȊŜ /ha/ 
aƻōƛƭŜ ŘŜƴǘƛǎǘ ŀƴŘκƻǊ Ƙƛǎ ŀǎǎƻŎƛŀǘŜǎ ǘƻ ǊŜƴŘŜǊ ŀƴȅ ǎŜǊǾƛŎŜǎ ŘŜŜƳŜŘ ƴŜŎŜǎǎŀǊȅ ƻǊ ŀŘǾƛǎŀōƭŜ ƛƴ ǘƘŜ ǘǊŜŀǘƳŜƴǘ ƻŦ Ƴȅ ŘŜƴǘŀƭ ŎƻƴŘƛǘƛƻƴΣ ƛƴŎƭǳŘƛƴƎ 
ǇǊŜǎŎǊƛōƛƴƎ ŀƴŘ ǘƘŜ ŀŘƳƛƴƛǎǘǊŀǘƛƻƴ ƻŦ ŀƴȅ ƳŜŘƛŎŀƭƭȅ ƴŜŎŜǎǎŀǊȅ ŀƴŜǎǘƘŜǘƛŎ ŀƎŜƴǘǎ ŀƴŘκƻǊ ƳŜŘƛŎŀǘƛƻƴǎΦ 
L ŀŦŦƛǊƳ ǘƘŀǘ L ŀƳ ŜƛǘƘŜǊΥ ¢ƘŜ ǇŀǊŜƴǘ ƻŦ ǘƘŜ ƳƛƴƻǊ ŎƘƛƭŘ ƛƴ Ƴȅ ƭŜƎŀƭ ŎǳǎǘƻŘȅΤ ƻǊ ! ƳƛƴƻǊ ǿƘƻ Ƙŀǎ ōŜŜƴ ƭŀǿŦǳƭƭȅ ƳŀǊǊƛŜŘΣ ƻǊ ! ƳƛƴƻǊ ǇŀǊŜƴǘ ƻŦ ƭŜƎŀƭ 
ŎǳǎǘƻŘƛŀƴ ƻŦ ǘƘŜ ƳƛƴƻǊ ŎƘƛƭŘΣ ƻǊ !ƴ ŀŘǳƭǘ ǎǘŀƴŘƛƴƎ ƛƴ ƭƻŎ ǇŀǊŜƴǘƛǎΣ ǿƘŜǘƘŜǊ ǎŜǊǾƛƴƎ ŦƻǊƳŀƭƭȅ ƻǊ ƴƻǘΣ ŦƻǊ ǘƘŜ ƳƛƴƻǊ ŎƘŀǊƎŜ ƛƴ ŎŀǎŜ ƻŦ ŜƳŜǊƎŜƴŎȅ ŀǎ ŘŜŦƛƴŜŘ 
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