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Head Start Dental Exam 

Form 
 

 

Form Owner:  Health Site____________Room_________ Revised:  2/2016 

 

 
Date: ________________________   Head Start Campus:  Next Door-_________________________        
 
Patient Name:  ____________________________________   DOB: __________________________  
 
 

 

 
 
 
 
 
 
 
 

 
 
 
             

 
 

Services completed today:      Notes: 
Exam   □ 
Prophylaxis  □ 
Fluoride Varnish □ 

IS DENTAL CARE COMPLETE?         □ Yes    □ No 

IS DENTAL CARE IN PROCESS?        □ Yes    □ No     
 

Child needs follow up for:    Next Appointment: _________________ 

Untreated decay     □ 

Urgent care (pain, infection or swelling)   □ 

Fluoride therapy up to four times in 1-year      □ 

Refer Child to pediatric dentist   □ 

 
Comments/Special Considerations: For Staff/Dentist only: 
____________________________________________________________________________________________ 
____________________________________________________________________________________________ 

Signature of examining Dentist: ____________________________ Date of Exam: _______________ 
 
Print name of DDS:__________________________________________________________________________ 

 
Dental Clinic Name & Phone Number: ___________________________________________________ 
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