10:00 AM
Muskeg Lake
Gymnasium

Lunch will be provided

For information contact Christine at
(306) 466-4959




Indian Day School Notice to Muskeg
Lake Cree Nation

As announced by the Federal Government of Canada, January
13th, 2023, will be the final day for Indian Day School
Applications. There will be no further extensions beyond this
date.

Your Indian Residential School Support Worker from the
Saskatoon Tribal Council will be in your community to help
you complete your compensation applications. Please contact
him to book an appointment on the following date:

Date: Wednesday, January 11, 2023

Time: 10:00 am to 3:00 pm

Location: Muskeg Lake Cree Nation Health Centre
Contact: Darryl Angus @ (306) 381-3856



January 18, 2023
@ 5:00-7:00pm
Health Center Kitchen

Wellbriety welcomes anybody
who is currently practicing or want
support to maintain a drug and
alcohol-free lifestyle.

Elder Martha Sanderson will be in attendance

Snacks will be provided

If you have any questions, please feel free to contact Gloria or Leslie at
Muskeg Lake Health Centre at 306-466-4914



LOCATION AND DATE:

LOCATION: MUSKEG LAKE
VENUE: KIHIW CYM

R RS JAN 22, 2023. 1:00-3:00 PM
INFO SESSION

CUSSIONS

' AND DOOR PRIZES

zoom optign available in the members portal
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Ice sculptures in Winnipeg, Manitoba.
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. Inuit guides collecting ice for drinking water from . NEW MOON e FIRST QUARTER O FULL MOON m' LAST QUARTER
% an iceberg frozen in sea ice, floe edge, Baffin Bay,
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Northern lights and teepees in Yukon
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Cor\ CoNSENT O-"Tuews
(PrEVESTION
CHILDREN’S ORAL HEALTH INITIATIVE (COHB
AUTHORIZATION FORM Grade

To be completed by Parent, Guardian or Authorized Representative
Please print the name of the child you are authorizing to receive oral health services:

Child's Legal Last Name Cnid's Legal st Name = M LI F Date of Bith Registration/Treaty or N #
{Year/Month/Day) (9 or 10 digit number)

Realth History of the child named above:

Yes Don’t know
Does the child have any heart problems?

Doss the child have diabetes?
Does the child have any bleeding problems?
Does the child have any allergies?

if yes, please explain:

Does the child have any other health conditions?
If yes, please explain:

Does the child take any fluoride supplements (.. drops or tablets)?

O oo

o0 0 O o0d
0 0 0oLz

oo o

Has the child had dental work done under General Anesthetics (GA) in the past year?

By signing below |,

A} give my authorization for the child (named above} to receive any of the following oral heaith services:
» Dentat screening;
» Fluoride varnish applications;
 Dental sealant appiications (if required);
= ART or IST {temporary painless filling if required); and
« Qral health information sessions.

Complications or reactions to these procedures are unusual. However, if the child has any complications or reactions to these services, please contact a nurse
or oral health professicnal.

B) give my authorization for The Government of Canada to collect, use and disclose information about the child for the purposes of the Children’s Oral Health
initiative;

() understand that the personal information of the child is protected under the Privacy Act and the information may only be used or disclosed within the
conditions set out in that Act;

D) understand that oral health program records and data information may be used by the Government of Canada, for management and administration
purposes only directly related to the Children's Oral Health initiative;

£} confirm that | have read and understand the content of this Autherization Form;
F} choose to give my consent voluntarily;
G) understand that this consent will remain in effect untit it is withdrawn in writing by a parent, guardian or authorized representative of the above-named chitd.

Parent, Guardian or Authorized Representative, please print your name and telephone number:

Last Name of Parent, Guardian First Name of Parent, Guardian Telephone number
or Authorized Representative or Authorized Bepresentative

Signature of Parent, Guardian Today's Date

or Authorized Representative (fear/Manth/Day)

!

Government  Gouvernement
l * of Canada du Canada Cana



TREATMENT — APVLT CoJSENT

I  Health  Santé
[éﬁ«;f Canada Canada

Medical History

Patient’s Name: Birth Date:
Address: _ _

Phone No. { ) Registration #

Directions: Check I the answer that applies in the patient named above. This information is for our records only and
is confidential.

1. (@) Are you seeing a doctor Fight NOW? ...c.ecriveesicimiiimnn s [l Yes [] No
(b) If YES, what is the reason for the doctor care?
2. (@) Are you taking any mediCing? ..........ccusessinisennnininennan, S [] Yes [] No
(b) If YES, what is the name of the medicine?
3. (a) Have you ever been in the hospital or been very sick? ... e, [1 Yes [] No
(b) If YES, what was the problem?
4.  (a)Is there any medication that you have been told not to take or you may be
AlIEIGIC T07 v verereseanseremrsssres e sa s e s b (] Yes [] No
(b) If YES, what medicine?
5 Have you taken cortisone or other steroids, in the last 12 MONtHS? .vvveerremneerennnreessanss 1 Yes [] No
6. Do you bleed for a long time or get bruised €asily? .........ccouiiimmmnnsicnanee. [J Yes [ No
7. If you get cut or bruised, does it get better QUICKIY? ..o ] Yes [ No
8.  HEart PrOBIEINIS?....coicriserisismstssiasiess e e srae s st n s s s [] Yes [] No
9. High BlOOT PrESSUIE?....eeuisiuerresesseestesesrar st st s s st s s (] Yes [ No
10. Rheumatic Fever or Scarlet FEVEI? ... s [1 Yes [] No
11. Asthma, Hayfever or other Allergies? (LateXx) ....ccocrviiumisimnininni e, [J Yes ‘[ No
12. Fainting Spells, Seizures, Epilepsy, StrOKE? ........cccciinmmiiimminni e [0 Yes [] No
13.  Sugar Diabetes?....ccummnmrieninirnimmnnsnin e OIS [] Yes [ No
14. Thyroid Problems?.......cosvveesmmnnenssssssssnsessonses e e s ] Yes [] No
15. Hepatitis, Yellow Jaundice or Liver Disease, Kidney DISEase? ........cnessrnimsisninnsniisnens ] Yes [] No
16.  Arthritis. RREUMALISM? .veecverrriersersirnsmnisesssinsesnnssnsssenssnsss st esansssssssasssnssssssssnnassnssssess [] Yes [] No
17.  AFHACIAl JOINES? coverrsrrereesmeecrssssstessesesnsssnnsen e nnss s s e et e s s R s a e s st n e 1 Yes [] No
18. Stomach Problems (UICEIS)?......cuinueirersisssesramminnmensintamsessss st sssnsassasassssssssssssssnssssssas L] Yes [J No
19. Lung Disease? (T.B., PNeumonia, tC) .....couurerurrissnsmnisiisnensnmns s [} Yes [] No
20. (a) Have you ever had penicillin or any other antibiotic? ... [1 Yes ] No
(b) If YES, did the antibiotic Make You SICK? ...uveeeriiiimimnmmmniisssr st J Yes [ No
(c) If YES, please tell us about it?
21. (@) Have you ever had the local anaesthetic (freezing)?..ceeevecinienicsssemsnns s ] Yes [] No
(b) If YES, did it MaKe YOU ill2...cueueccrrsisinesisnnns st [J Yes [] No
(c) If YES, please tell us what happened.
22, Ifapplicable:
Are you or could you be Pregnant?........c.ewmsmmnimii i [] Yes [J No
If YES, how many months are you?
Are you breastfeeding at this iMe?......ccocveviiiimnis s [] Yes [1 No
Signature Date

Canada
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TREATMENT- CHY LD CoRSEUT

Request for Dental Care

_ Please complete,sign and have your child return this form to the school to enroll in the Dental Therapy Program. Your child
will receive a dental checkup and treatment will be provided by a dental therapist. A treatment required notice will be sent
after the checkup, noting the treatment required for your child. Please use the registered name of the child on this form.

“LastName

—T Grade

PRINT Names of Parent(s)/Guardian(s):

Parent/Guardian Signature: . Date:

16.

- 'r;rstﬁne - _TAge ~ [ooB _"‘
Band Registration Number o Sask. Health Number Telephone Number(s) T Gender i
M/F

please check YES or NO; If YES, please answer the Medical History questions below.

[1YES —I'consent to my child receiving dental services as may be required, including preventative services,
treatment services including x-rays, fillings, extractions and local anaesthesics. 1give pefmission for Health Canada
to collect and use information about my child for the the purpose of First Nations and Inuit Health and understand
that the dental program records data information may be used by FNIH, Health Canada for management and
administration purposes only. | confirm that1 read and understand the content of this Permission Form.

[INO -1 do not want my child to be treated in the Dental Therapy Program.

Medical History

Is the child now under the care of a doctor? ) Llves [INo

If YES, what is the condition being treated?

s the child taking any medication at present? Oyes OnNo

If YES, name the medication. )

Has the child ever been in the hospital or had a serious illness? [dyes [INO

If YES, what was the problem?

Is there any medication(s) the child has been warned not to take? Cves [Ono

If YES, what medication(s)?

Does the child bruise easily or bleed excessively? Oves [no

Does the child have any Allergies, Asthma, or Hay Fever? Cyes [INo

Heart disease or defects? Cyes [Ono

Rheumatic Fever or Scarlet Fever? Lves [INO

If the child is cut or bruised does healing take a long time? Oyes [INno
. Fainting Spelis, Seizures or Epilepsy? Llyes [LINO
. Diabetes? . _ Cyes [Cno
. Hepatitis, Jaundice or Liver Disease? Oves [Ino
. Kidney Disease? Lves [Ino
. TB, Pneumonia, Lung Disease, etc.? Oves [no
. Has the child ever had penicillin? Oyes [no

If YES, did the penicillin make the child sick? Cyves [no

If YES, please give details.

Has the child ever had local anaesthesia or “FREEEZING”? Oves [Ino

If YES, did the local anaesthesia make the child sick? COves [Ono

if YES, please give details.



January 3, 2023

Fern Rose is the Registered Dental Therapist working here for the Community of Muskeg Lake. Heather
Littlepine LPN is the COHI aide who helps with Fluoride varnishes on the children ages 0-7. There are
Three different consent forms that Fern will need before providing treatments. Each Consent will be
labelled with the correct consent. Please fill them out and drop them off at the clinic or call the clinic
and ask for Heather to pick up consent. We can also do Fluoride treatments in the home for children
ages 0-7 years old.

1) COHI green sheet for children ages 0-7 years old Fluoride Varnish Applications
2) Request for Dental Care Child Consent for Treatments
3) Medical History Adult Consent for Treatments

Fern provides Treatments for all Ages which include;

Exams

Radiographs (X-RAYS)

Cleanings

Sealants

Fillings

Extractions

Stainless Steel Crowns (Silver Caps)

VVVVVYVYY

Fern will be here in the community;

January 9, 2023

January 16, 2023
January 17, 2023
January 23, 2023
January 30, 2023
January 31, 2023

Thank you and we Look Forward to meeting you, Please Sign consents and we can pick them up if you
have no transportation.

Fern Rose Registered Dental Therapist m Rﬂ)@
Heather Littlepine LPN COHI AIDE @Mm MMWD



For more information, please call Steven at 306-321-4322




