
DENTAL. EXAMINATION RECORD 
INFOilMATlON ON THIS FORM I4AY BE SHARE0 WITH APPROPRIATE PERSONNEL FOR H U L T H  AN0 EOUCATIONAL PURPOSES 

TO BE COMPLETED BY THE PARENT: (THIS PORTION ONLY) - 
PUPIL'S NAME: L A S T  11'151 ~ 8 r ) i l i . i  

U O I ' T I C  " C A N  

I -. 
ADDRESS: STREET C I T Y  Z I P  c o n ?  

NAME OF SCHOCX: 

1 IS YOUR CHILD RECEIVING FLUORIDE TREATMENTS IN SCHOOL? 3 YES 3 NO COMMENT 

2 DOES YOUR CHILD HAVE ANY MEDICAL PROBLEM THAT MAY COMPLICATE DENTAL TREATMENT? ( I  a ,  ALLERGIES, DIABETES. 

RESPIRATORY DIFFICULTY, HISTORY O F  RHEUMATIC FEVER, ETC.) YES 0 NO E X P L A I N  

- 

TELEPHONE: 

SEX: 

MALE FEMALE 

TO B E  COMPLETED BY DENTIST: 

CURRENT DENTAL STATUS O F  PATIENT: 

Cj URGENT - lA8SCESS FORMTION, NERVE EXPOSURE, AOVANCEO DISEASE STATE INCLUDING 
WNDICAPPED INOIVIOWLSI 

ROUTINE DENTAL CARE NEEDED - (ALLOYS, COMPOSITES, STAlNLE55 STEEL CROWNS. ETC I 

PARENT OR GUARDIAN: 

13 PREVENTIVE DENTISTRY ONLY NEEDED - IPRO?HYLAXIS. F L U ~ I O E  TREATMENT. S€ALANTS. ETC I 

ADDRESS. 

LI NO TREATMENT REQUIRED 

C OTHER 

PATHOLOGY PRESENT 

HARD TISSUE ;7 YES 3 N O  DESCRbBE 

SOFT TISSUE z " € 5  Z N O  D E 5 C R I B E  

MALOCCLUSION Ti Y E S  Li two T I P E  

ORTHODONTIC R EF E R R AL  RECOMMENDED r ,  rcs Z: N O  

SIGNATURE OF OENTIST: OATE: 

OPTIONAL 

FACIAL 

- 
FACIAL 

I N L I N E  CARIOUS LESION5 
%LASH TEETH TO 8 E  REMOVE0 
<TEETH MISSING 

3LOCK I N  FILLINGS PRESENl 

ELEPHONE: 

PLEASE PRINT OR STAMP 


