
Medicaid is NOT supplemented by this Program. 
If you are covered by Medicaid we cannot cover those 
costs.  
 A child can qualify up to the age of 21. 
 
Specified Medical Condition/Diagnosis covered by 
this program are: 
1. Cerebral Palsy. 
2. Muscular Dystrophy and related neuromuscular 
disease 
3. Intellectual Disability (ID)* 
4. Dental Treatment for Organ Transplant recipients                                                                                                   
  
* Intellectual Disability (ID) covers profound to 2 years 
developmentally overall delayed.  When submitting 
under developmentally delayed, a letter signed by 
your physician or preferably a licensed psychologist 
must accompany your application, stating the degree 
of learning level. 
 

*** IEPs ARE NOT ACCEPTED*** 
Were you referred by Shrine Hospitals?   Yes   No 
Were you referred by Special Olympics?  Yes  No 

SPECIAL NEEDS DENTISTRY APPLICATION 
TO BE FILLED OUT BY PARENT OR LEGAL GUARDIAN 

 
 

Date __________ Sponsoring Grotto _______________________ Child’s Date of Birth ___________________ 
 
Name of Child ____________________________________________  Sex: Male Female 
 
Address _______________________________________________________________________________________ 
  Street     City    State  Zip Code 
 

Phone Number ____________________________ Email ____________________________________________ 
   Area Code + Number 

 
Father _____________________________________ Social Security Number ____________________________ 
Mother ____________________________________ Social Security Number ____________________________ 
Legal Guardian _____________________________ Social Security Number ____________________________ 
   (If different than Parent) 
 

Dental Insurance Provider (Primary Coverage)  
____________________________________________ 
Group Number ______________________________ 
Primary Care Physician _____________________ 
Phone ______________________________________ 
Email _______________________________________ 
 
Dental Provider 
Dentist Name _______________________________ 
Address_____________________________________ 
Phone ______________________________________ 
Email _______________________________________ 
*A letter of diagnosis must accompany this application 
 
Doctor of Smiles (Local Grotto Representative): 
Name _________________________________________ 
Address _______________________________________ 
Phone Number ________________________________ 
[ ] Check here if unknown 
 
 
 
The undersigned acknowledges that he/she is selecting the Dentist of his/her choice, and the Dentist has not been 
recommended by The Humanitarian Foundation - Grottoes International.  Grottoes do not review the credentials, 
expertise or abilities of any dentist.  The undersigned acknowledges that he/she is selecting the dentist at his/her 
own risk.  In addition, the undersigned hereby releases and discharges The Humanitarian Foundation - Grottoes 
International from all liability and claims arising out of or related to the selection of any dentist or the provision of 
services by that dentist.  This release is freely and voluntarily given. 
 
Parent/Legal Guardian Signature ________________________________________________________________ 
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