 (
Child’s Name: ____________________________________________
     
     
Date of Birth: ____________________
   
Room #: ______________
Name of Dentist: ____________________
_____
Date of Exam: ______
______
) (
Child’s Oral Health Summary
Dental needs:
□
 
Follow-up treatment in this office for _________________________, scheduled date: ______________
□
 
Referral to specialist for _________________________________________
□
 
Cleaning
□
 
Fluoride
□
 
Other: ______________________________________________________
□
 
None
, child is in good oral health
, next routine visit scheduled for: ____________________
Signature of Dentist:  _______________
________
_______________
Date: ______________
) (
LAWRENCE COUNTY COMMUNITY ACTION PARTNERSHIP
EARLY LEARNING PROGRAMS
815 Cunningham Avenue
New Castle, PA 16101
724-658-7671
DENTAL EXAM FORM
(Please print and fill out form completely)
Return completed form to parent or fax to 724-658-2116
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