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PRIVATE DENTIST  
DENTAL EXAMINATION FORM 

 
 
 
NAME OF CHILD: ___________________________________________________       ________________ 
       LAST                                                 FIRST                                        DATE OF BIRTH 
 
NAME OF SCHOOL: _______________________________               CLASS: ________________________  
 
 
ADDRESS: ____________________________________________________________________________ 
 
                                         STREET                                                      CITY                                               ZIP 
 
 
 
TREATMENT COMPLETED:                          YES: ____   NO: ____ 
 
CHILD UNDER TREATMENT—the following is still needed:  

o X-rays 
o Cleaning 
o Fluoride / Sealant Application 
o Fillings 
o Extractions 
o Other:____________________________________ 

 
 
 
DATE OF DENTAL EXAM:_________________________  DATE OF NEXT EXAM: ____________________ 
 
 
PRINT NAME OF DENTAL EXAMINER: ______________________________________________________ 
 
SIGNATURE OF DENTAL EXAMINER: _______________________________________________________ 
 
ADDRESS: ____________________________________________________________________________ 
 
PHONE: __________________________________________________ 
 
 
 
 
 
 
 
CAPITAL AREA HEAD START: 3705 ELMWOOD DRIVE, HBG PA 17110 PHONE (717) 541-1795 / FAX: (717) 541- 8226 




