0-4 years (incl) Dental Enrolment Request

CHILD’S NAME:

first names last name

DATE OF BIRTH: Male Female

PARENT/GUARDIAN NAME:
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

Brush twice a day with
Lift the lip every month
and check your child’s
teeth and gums
Choose healthy snacks

(V]
s
(7))
®
Q.
i
=]
(o)
()
e
()
©
‘=
(o)
=}
=

Have regular dental

check-ups
5 Drink water or milk
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Health New Zealand

Freepost Authority Number 112005
Te Whatu Ora

Hauora A Toi Bay of Plenty

For 0-17 Year Olds
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is
available in Western Bay of Plenty.

www.bopdhb.health.nz
Like & follow us on Facebook
& Instagram @talkteethbop
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