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DENTAL EXAMINATION FORM
PATIENT INFORMATION

Participant’s Name Date of Birth

EXCHANGE OF INFORMATION/INTERCAMBIO DE INFORMACION

| hereby authorize the release of the information contained in this document to be provided to Orange County Head Start, Inc.
Yo autorizo el intercambio de informacion médica que se encuentra en este documento a Orange County Head Start, Inc.
T6i bdng long cung cdp nhi*ng théng tin sttc khod trong vén bdn nay cho co quan Quén Cam Head Start, Inc.

Signature/Firma/Ky tén Date/Fecha/Ngady
DATE OF EXAM:
Services Provided Dental Diagnosis
Examination: ClYes [INo [INormal Examination/No treatment needed
X-Rays: CIYes [INo [IRestorative Dental Treatment Needed
* H *

Risk Assessment: LlYes [INo DN|1:G|Tk each applicable box

. illings
CIean.lng. | LlYes [No CICrowns
Fluoride Varnish: LlYes [No [JExtractions
Dental Sealants: DYeS DNO E‘Emergency Care
Anticipatory Guidance [lYes [INo [1Other:

[JReferral to Specialty Care
RECALL APPOINTMENT DATE:

(Please specify specialist)

Comments: Treatment Status (/f applicable)

Did the child receive needed dental treatment?
Llyes [INo

Is additional treatment needed?

[Yes: CINo
Appointment Date
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