
Please attach any office forms (consent, etc) so we may provide you with the needed signatures as quickly as possible. 

Foster Care Dental Contact Form 

Health Care Program for Children in Foster Care (HCPCFC) 
Please fax to HCPCFC Program – (530) 661-3630 or HHSA.CYF-FosterCare-Nurses@YoloCounty.org 

For questions or mailed submissions, please call (530) 666-8498 or (530) 661-2691 
HCPCFC is a Public Health Nurse (PHN) program.  HCPCFC PHN care coordination services include, but not limited to: Medical and health care case planning, helping 

caregivers obtain timely comprehensive health or dental assessments and examinations, and expediting needed referral services. HCPCFC PHNs depend on your 

information to effectively navigate through the health care system to provide appropriate referrals and continuity of care for children and youth in foster care.   

 
A. Patient Information B. Dental Provider Information 

Patient Name (Last)                    (First)                    (Initial) Provider/Agency Name 

Phone Number Date of Birth Phone Number Fax Number 

Address  Address 

City, Zip  City, Zip 

C. Date of Service  D. Upcoming Appointment(s)  
  

E. Dental Diagnosis F. Treatment/ Services Provided G. Treatment/ Services Needed 

□ No concerns identified                               □ Other: 

□ Decay, small carious lesion or gingivitis 
□ Pain, abscess, large carious lesions  

□ Acute injury, oral infection or other dental pain 
 

□ Prophylaxis   □  X-rays           □ Other: 

□ Sealant(s)     □ Crown(s) 
□ Fluoride         □ Restoration(s) 

□ Pulpotomy     □ Extractions 
□ Orthodontics 

□ Prophylaxis   □  X-rays       □ Other: 

□ Sealant(s)     □ Crown(s) 
□ Fluoride         □ Restoration(s) 

□ Pulpotomy     □ Extractions 
□ Orthodontics 

 
 
H. Does this child require the use of deep sedation or general anesthesia to complete essential dental 
services? 

I.  Recommended Completion 
Date 

□ Yes (please complete sections I - O)                             □ No (please skip to section O, signature)  

J.  Sedation Services  K. Alternatives  

□ General/Pediatric dentist as the anesthesia provider “single operator-anesthetist”  

□ Separate anesthesia professional in attendance, procedure completed by dental provider listed above. 
Provider name/contact information: 
 

□ Referral to Outside Provider. Provider/Agency name/contact information: 

 

Are there alternatives to sedation that can be 
used in this case? 
□ No 
□ Yes, please describe why they are not being 

used in this case in comment section below 

 

 
k 

L.  Contraindications/Individual Risk Factors  M.  Probable Benefit and Risk N. Necessity 

Does this child have contraindications to, or an increased risk of adverse 
events with, the use of general anesthesia than other children their age?  

□  No 

□  Yes, Please describe why anesthesia is being recommended in spite of this risk in the 

comment section below 

The probable degree of benefit is 
greater that the probable degree of 
risk in this case.  

□  Yes 

□ No, please describe in comment section 

Not receiving the dental work 
outlined here would result in 
significant health consequences. 

□  Yes 

□ No, please describe in comment section  

Potential risks and consequences of sedation include: allergic reactions, nausea, vomiting, headache, sore throat, numbness, swelling bruising, infection, 
nerve damage, paralysis, integument trauma, hematoma, aspiration, pneumonia, organ injury, laryngeal damage, seizures, coma, stroke, and death. 

 
 
O.  Provider Comments (optional) 

 

 
P.  Provider Signature & Date 

Print Name                      Signature                                     Date  

 


