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EARLY LEARNING CONNECTIONS – DENTAL EXAMINATION REPORT
Name: ___________________________________________ Birth Date: ______________ DATE OF EXAM: __________________
EHS Parent Educator: _______________________________Office Number: ____________________
Diagnostic and Preventive Procedures Performed: 
____ Clinical Examination    ____ Prophylaxis   ____ Other __________________________________
____ X – Ray   ____ Fluoride application
Current Status: 
Cavities: __________ (How Many)       Recurrent decay around old fillings: __________ (How Many) 
Gum and supporting tissues:  _____ Normal and Healthy    _____ Slight Inflammation (Gingivitis)
                                                                  _____ Moderate Inflammation (Gingivitis)    ____ Advanced Disease (Periodontitis)
Recommendation:
___ No further treatment recommended at this time.   Next Appointment: __________________
___ Additional dental treatment is required.  Treatment plan is identified below. 
Patient scheduled to return for treatment on __________________.[image: ]
     Tooth # or letter               Description of Dental Service Required
     


[image: ]    Tooth # or letter               Description of Dental Services Required



· All treatment has been completed as of (date) __________________________________. 
Dentist Name (Please Print): _____________________________________ Date: ___________________
Dentist Name (Signature): _______________________________________ NPI: ____________________________
Address, City, State, Zip Code: ____________________________________________________________________________________________
Phone Number: ____________________________ Fax Number: ________________________________ Tax ID: _________________________
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SERVING ARMSTRONG, BEAVER, BUTLER, INDIANA, &
LAWRENCE COUNTIES




