0-4 years (incl) Dental Enrolment Request

CHILD’S NAME:

first names last name

DATE OF BIRTH: Male

PARENT/GUARDIAN NAME:

Female

ADDRESS:

TELEPHONE Home Other

EMAIL:

REFERRED BY NAME/ORGANISATION:

PRINT FORM

If you would like to access Kaupapa Maori services in the
Western Bay please tick the box

Lift the lip every month
and check your child’s

teeth and gums
Choose healthy snacks
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Have regular dental

check-ups
5 Drink water or milk
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0800 TALK TEETH
0800 825 583

437D o1/21
alol JJO 1ed)




Freepost Authority Number 112005
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BAY OF PLENTY DISTRICT HEALTH BOARD

PRIVATE BAG 12024
TAURANGA 3143

Free Dental, Care
For 0-17 Year Olds

are seen at their
local community dental clinic, or in a mobile
clinic visiting that school. To enrol ask your
Well Child /Tamariki Ora provider, or call
0800 TALK TEETH
0800 825 583.

will be seen at their school dental
clinicorin a
mobile clinic visiting their school.

enrol with a
local dentist. To find a dentist call 0800 TALK
TEETH

is
available in Western Bay of Plenty.

www.bopdhb.govt.nz
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