DENTAL. EXAMINATION RECORD

HFORMATION ON THIS FORM MAY BE SHARED WITH APPROPRIATE PERSONNEL FOR HEALTH AMD EOUCATIONAL PURPOSES

TO BE COMPLETED BY THE PARENT: (THIS PORTION ONLY)

PUPIL'S NAME: LAST FIAST MIDOLE BIRTH DATE
MONTH DAY YEAA
ADDRESS: STREET CITY 1P Cong TELEPHONE: -
NAME OF SCHOOL: GRADE LEVEL SEX:
[ vmALE {1 FEMALE
PARENT OR GUARDIAN: ADDRESS.
1 {$ YOUR CHILD RECEIVING FLUORIDE TREATMENTS IN SCHOOL? 3 YEs ™ no COMMENT.

2 DOES YOUR ¢HILD HAVE ANY MEDICAL PROBLEM THAT MAY COMPLICATE DENTAL TREATMENT? (i e, ALLERGIES, DIABETES.

RESPIRATORY DIFFICULTY, HISTORY OF RHEUMATIC FEVER, ETC.} {7} YES 3 NO EXPLAIN
OPTIONAL
FACIAL
TO BE COMPLETED BY DENTIST: @@@%
CURRENT DENTAL STATUS OF PATIENT: & a9 ...1 1
7 URGENT — (ABSCESS FORMATION, NERVE EXPOSURE, AOVANCEO DISEASE STATE INCLUDING .

HANDICAFPED INDIVIDUALS)

o

ROUTINE DENTAL CARE NEEDED ~ (ALLOYS, COMPOSITES, STA!NLESS STEEL CROWNS. ETC. }

o

PREVENTIVE DENTISTRY ONLY NEEDED -~ (PAOPHYLAXIS, FLUCRIDE TREATMENT. SEALANTS, ETC )

NO TREATMENT REQUIRED
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SOFT TISSUE 1 ves % No DESCRIBE 72525 e 2322 ?‘:'
(65551,
MALOCCLUSION M ves j e TYPE FACIAL
ORTHODONTIC REFERRAL RECOMMENDED {7 ves [ ! no OUTLINE CARIOUS LESHING
SLASH TEETH TO BE REMOVED
W TEETH MISSING
HOTE FATHOLOGY / LOCATION
SIGNATURE OF BENTIST: CATE: BLOCK IN FILLINGS PRESENT
TELEPHONE:
ADDRESS
STREET CiyY LIP CODE

PLEASE PRINT OR STAMP

IDRH-BEA 01 —10/80
I 482-0384



