
Dentist Examination Form

Student’s Name__________________________________________________________ Date of Examination____________________________      

Clinical Evaluation:

1. The student is currently under the following dental care:

2. The student will require the following dental care in the near future:

Signature of Dentist_____________________________________________________________________________   

Date__________________________Office Phone_____________________________________________________

Office Street Address_ ___________________________________________________________________________________________________

City/State/Zip (Postal Code)_____________________________________________________ Country_________________________________

INTEG
RI

TY
     

      
  KNOWLEDGE           ETHICS

L E A D E R S H I P

INTEG
RI

TY
     

      
  KNOWLEDGE           ETHICS

L E A D E R S H I P

Delphian School

Dental Conditions		  Comments

Unfilled

Teeth Present

Removal Apparently

Indicated

Periodontal Disease

Malocclusion

Pathological Oral Soft

Tissue Lesion Present

Condition of Oral Hygiene

Deciduous

Permanent

Deciduous

Permanent
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