%\ Stateof lliinois
llitnals Department of Public Health

PROGOF OF SCHOOL DENTAL EXAMINATION FORM

To be completed by the parent (pleass print):

Student's Name: Last ) First Middle Blrth Date: (Mentupaytax)
/ / ’
Address; Strest . Clty ZIPCods Telephone:
Name of School: . GradeLevel; Gender;
' ' | OMale [l Femals

Parent or Guardian: Address (of parent/guardian):

To be completed by dentist:
Oral Health Status (check-all that apply) ' -
dYes O0No Dental Sealants Presant

O Yes [ONo Caries Experience / Rastoration Histary — Afilling (temparary/parmanent) OR a tooth that Is missing because it was
axtracted a8 a resuliof cariss OR missing permanent 1= molars.

LlYes [INo Untreated Caries — At least /2 mm of taoth siructure loss at the enamef surface. Brown to dark-brown coloration of the
wails of the leslon. These criteria’ apply to pit and fissure cavitated lestons as-weil as thase on smoath toath surfaces: If retained
roof, assume that the whois tooth was destroyad by caries. Brokan ar chippad teeth, plus taeth with temporary fillings, are consid-
erad sound unless a cavitated eslon is also present,

1I1Yes L1No Soft Tissue Pathology ‘

UYes [INa WMalocclusicn

Treatment Needs (check all that apply)

1 Urgent Treatment — abscess, nerva exposura, advanced diseass state, signs or symptoms that lr;cluda pain, Ilnfsclfori, or swefling
O Restorative Care — amaigams, compasites, crowns, efc. .
| P-raventivq Care — seaiants, fluoride freatment, prophylaxis
O

Other — perlodontal, orthodontic

Please note
Signature of Dentist Date of Exam
Address ' : Telephone
Street Clty - ZIP Code
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