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CHILD HEALTH RECORD








       DENTAL HEALTH

Child’s Name:  





Sex:  


Birthdate:  




Building (PRE-SCHOOL – MAM – EJD – JCB):  




Phone:  
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	EXAMINATION AND TREATMENT RECORD

(List recommended services in order)

	Tooth # or letter
	Surfaces
	Description of work
	Date of Service Performed

	
	
	
	Month
	Day
	Year

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


3.
DENTAL NEEDS:  (Check one or more and return to School Nurse after first visit.)

              A.  TREATMENT (restoration,
            B.   PROPHYLAXIS CLEANING                   C.  FLUORIDE                  D. OTHER

pulp therapy, extraction)


E.  REGULAR PREVENTATIVE MAINTENANCE

            Routine Recall visits                              Special Home Emphasis, Oral Hygiene                                Needs Fluoride Supplement

              Examination Done                                 Examination Unable to be Done

4.
CHILD ORAL HEALTH SUMMARY

All planned treatment (other than the recommended routine preventive treatment 
      is 

  is not complete.  If not, explain her as well as items checked.

        (Signature of Dentist)







                       (Date)
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1.	Oral Conditions Before Treatment             2.


(   )   Missing     (   )   Decayed     (    )   Filled


Indicate restorations you perform in item 2  
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Dental Form








