Dentist Address

Dentist Name

CHILD DENTAL HEALTH RECORD

PART L. Te Be Compilefed Refore vigit by Pareat or Guardian. i

CHILL'S NAME, SEX. - BIRTH DATE:______
HEAD START CENTER . PUBLIC PRESCHOOL STTE
ADDRESS: PHONE:
L. IS THE CHILD NOW RECEIVING : :
Topical Fluoride Application? No___ Unknown Yes
Fluonde water? No . Usrknown Yes
Fluoride Supplement dict? No Unknown Yes
(tablets tiquid )}

2. DOES THE CHILD HAVE ANY TROUBLE WITH TEETH, GUMS, OR MOUTH THAN THE PARENT KNOWS ABOUT? LE: CAPS.
" ‘Previous Deatal Treatment. .

3. CHILD ( _HaAS, __HASNOT) PREVIOUSLY SEEN A DENTIST. 8. Pieasc list any Allerpies to Medication or Focd.
Dentist's name Date of last visit .

4. CHILD(___ IS, IS NOT) UNDER A PHYSICIAN'S CARE
Phiysicians's name

5. CHI.D(___IS, IS NOT) RECEIVING MEDICATION.

Type .
7. CHILD IS REPORTED TO HAVE (Give details o attach flcalth History)
- ; . : YES NO ’ YES NO
- Allergies . - Liver Dis. S R

Asthma . o Rheumatic Fever - “
Bleeding . . Sickle Cell Dis.  ___ .
Diabetes - . Other (List Below) o
Epilepsy . -
Heart/Vascular Dis. .

Part [I. To Be Completed by Dentist.

Q. ORAL CONDITIONS BEFOKE 10. EXAMINATION AND TREATMENT RECORO (List rccommcqgr?d_.’s"e{vicés {a o‘f'de‘r}_
TREATMENT: missing (P&, ‘ ' o
decayed { }. or fitted

{ ) ladicets rsstorations Tootrs Doscripsion Tiestmonl | Duatc Servcs ADA Actuat
oU perfornt ia liem 10 o s o sudecas of Work Appecvnd Petlorared | Plocadurg Chaross -
youp G PO G DAY YR| Hemoar (Fee)
11, Deatal Needs: - AL Treatment (restoration, B. Cleaning C. Fluoride
pulp theragy, extraction)
D. Other E. No Problems
Approximate number of visits . Approximate cost

12. Child aral Health Summary (complete and retumn)

All planned treat (___is, ___is not ) complete. If not, explain here are well as items checked.
a Routine recall visits b. Speciat home emphasis, oral hygicas .. Dictary problems)
d. Devclopmental e. Harm{u! oral kabits { Heeds fiuonde
probicm(s) supplemicat

[ certify that I have completed the serviee(s) listed in Part [, ifer: 10, and that itemized charges do ot exceed my ususai and customary fecs.
’ Stenature Date



