COLLEGE OF SOUTHERN IDAHO HEAD START/EARLY HEAD START ‘
998 Washington St. N.

PO Box 1238
Twin Falls, Idaho 83303-1238

208-736-0741

Child Dental Exam
Appointment Date: __ /  / Child’s Name: EHS Center: J/ R/ TF Center:
Exam Completed By: [ Dentist O Pediatrician
Provider Setting: O Doctor/Dentist/Clinic O School/Center O Other: Specify
Flossing Frequency: O Daily O Weekly O Occasionally O Never
Number of Times Per Day Child Brushes Teeth: | | |
Uses Fluoride Toothpaste: O Yes O No Takes Fluoride Supplement: OYes O No
Gum Condition: O Normal O Swollen O Bleeds Easily O Infected
General Comments on Oral Condition:
Today’s Visit: Treatment:
. . LIPPER:
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X-Rays @ - v G (o)
Cleaning Needs oral hygiene instruction @ B el H | @
Fluoride Treatment Treatment Needed @ A J @
Oral Hygiene Instruction @ 3 14 @
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RIGHT
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Treatment Plan: @ SH . y L @
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LCANER:
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Provider Signature: Completion Date: / /

Printed Name of Provider:

Address: Phone:
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