~ lllinois Department of Public Health
PROOF OF SCHOOL DENTAL EXAMINATION FORM

To be completed by the parent (please print):

StudentsName: - Last ~ First "Middle Birth Date: Montvhay/vesr)
' ‘ : / /
Address: Street City : T AR Code ] Telaphone:
{ Name of Schaol: . Grade Level: Gander: ;
: o DMale [ Female

Parent or Guardian: ? Address of parsrtiguardian):

fo be completed | by dentist:
ral Health Status (check all thst appiy)
] Yes [1No Dental Sealants Present

JYes [INo Carles Expsrience { Restoration History — Affling Gemporsvfermenent OR & footh that is misging bectuse i veas
axtracted ag @ rosull of varloy OR wissing pemmanent 15t molars.

[Yes [INo Untreated Caries — Atiesst /2 mm of tooih stiucture loss at e anams: suiface. . Brown to darebrown coloration of the
_ walls of the leslon. These ortteris apply to pit and fissure cavitatad lesions as well as hose or smooth tooth surfaces. i rlatned

root, assume that the whole tooth was destroyed by cardes. Broken or chipped testh, plus teeth with femporery filings, are coinsid-
ared sound unless & cavitaied lesion is also present. : . R

OYes [INc Soft Tissue Pathology

COYes [ONo Malocelusion

Treatment Needs {check all tha; agotyl

[ Urgent Treatment — sbecess, norve exposure, advanced disease state, signs or aymptoms that include pain, infection, or Mng

Restorative Carg — amalgams, composites, crowns, etc. -

o
[ Preventive Care — sealanis, fiucride reatment, prophytaxis
g .

Other — periodontal, orthodontic

Please note
Signature of Dentist . - Dato
Address ' : - Telephone
Sireet City v 2P Code

Hfiinols Department of Public Health, Division of Oral Health, 535 W. Jsfgrson St, Springfield, IL 62761
217-785-4899 « TTY (hearing Impaired use only} 800-547-0485 < www.idph.state.ilus
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