
FRANKLIN TOWNSHIP PUBLIC SCHOOLS
Nursing Services

Dental Exam Record

To be completed by Dentist

This form must be returned as soon as possible to your child’s school.

CHILD’S NAME___________________________________________________________________________
(Last) (First)

TEETH:     Good___________ No. Cavities___________     No. Filled__________

Clinical Evidence of Abscess  ________________________________________________________________

Clinical Evidence of Malocclusion_____________________________________________________________

Gums: (Normal or Inflamed) _________________________________________________________________

Tooth brushing: Yes ___________    No  ____________

RECOMMENDATIONS

This question must be answered indicating whether or not, in your opinion, the child needs dental care.

Has parent been advised of necessary dental treatment? __________________________________________

Dental Care ______________________________________________________________________________

Date: _________________ Examining Dentist: _______________________________________________D.D.S.

__________________________________________________________________________________________________ 

Exámen Dental

Para ser completado por el Dentista

Éste formulario debe ser devuelto lo antes posible a la escuela de su hijo.

NOMBRE DEL NIÑO ______________________________________________________________________
(Apellido)     (Nombre)

DIENTES: En buenas condiciones__________  No. caries___________No. de rellenos dentales __________

Evidencia clínica de abscesos  _______________________________________________________________

Evidencia clínica de maloclusión______________________________________________________________

Encías: (Normales o inflamadas)______________________________________________________________

Cepillado de dientes: Si ___________    No  ____________

RECOMENDACIONES

Ésta pregunta debe ser contestada indicando si en su opionion profesional el niño necesita cuidado dental.

¿Se ha aconsejado a los padres sobre tratamiento dental necesario para su hijo?

_______________________________________________________________________________________

Cuidado dental   _________________________________________________________________________

Fecha: _________________ Dentista examinador: __________________________________________D.D.S.
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