District of Columbia Oral Health (Dental Provider) Assessment Form

Parent/Guardian Tnstructions;

X P:frt 1: Please complete al] sections including child's race or ethnicity, Please indjcate the ward of your home address, list *
primary care provider, denta) provider, and type of denta| insurance, If the child has no dental provider and js uninsured, o

I . please write “None” in each box, ol

D P2 By signing this section the perent or guardian gives permission to the dentist or fa

cility to share the oral health +*
information on this form with the child’s school, childcare, samp, Department of Health, or the entity representing this *
document, All information will be kept confidential, This form will not be completed without Parent/guardian signature,
The parent/guardian must sign, print and date ¢his part,
BRSNS s PR PR T
Part 1; Child’s Personal Information (to be completed by the parent/guardian)
Child's Last Name: Child's First & Middle Name: Date of Birth: MMoprvyyy Qender: | School or Child Care facility;
QM QF | Grade; )
Parent/Guardian Name |; Telephone 1; Home Address: Ward;
Q Home Q Cell O Work
Parent/Guardjan Name 2: Telephone 2: Emergency Contact; Telephone:
0 Home O Coll O Work
Race Ethnlclty: Q White Non-Hispanic 0 Black Non-Hispanic Hispanic Q Asia or Pacific Islander Q Other

Primary Cara Provider Medical): DentistDental Provider: Type of Dental Insurance;

Q Medicaid Private Insurance Q None O Other

Part 2: Required Parent/Guardian Signatures

Parent/Guardlan Release of Health Information.
1 give permisslon to the signing health oxaminer or facility to share the health |

PRINT NAME of parent/guardian:

nformation on this form with my child’s school, childcare, camp, or Department of Health,
SIGNATURE of parent/guardian;

Date:

SR

Dental Provider Instructions;

Part 3: Circle Yes or No in findings column, For Yes, please explain in Corments Section,
Part 4 Indicate whether the child has been appropriately examined and if treatment
Dentist must sign, date, and provide required information,

is complete, If treatment is incomplete, refer patient for follow up care,

S T R SR S Tty
olumn)

Conunents

Part 3: Child’ Findings and Parent Recommendations (please indicate in findings ¢

i
Findings ;
Glogivel inflammation

CONFIDENTIAL FORM

Preventative services completed What kinds of preventative services were completed?

Q Prophy QO Fluoride O Oral Hygiene

Part 4; Final Evaluation/Required Dental Provider Signatures

5 child has been ristely exarmined, Treatment (3 5 completed Q is not completed & under treatment O refused treatment 3 notnecessary,
171?: child hag onzuln‘ipgpux;,{ S non-urgent tres; tneeds and is under treatment O by me or O has been referred to;

DDSOMD Signature; W e & TS Print Name: /r.lS. H " l’\Tﬁfh‘\ Sh\-l ' b . D. g .
el Wby five, Mckean Wi 22101 103~ 149 -5344 P 7 3~ 35,5+ g e

Distriet of Columbia Health.Certificate;

Thls Form replaces the previous version of the Distriet of Columbls Oral Health (Dental Provider) Assessment Form used for sowy into DC Schools, all Head Start programs, Chlldeare providers,
campd, sll achool propany,

s or athlctic particlpation, oy any
Tollows the Atmerican Andeg;ofl’udiltr{o Dentistry (M.PD} Guidelines on Mandatory School-Entrance Oral Health Exami




