
 

RECOMMENDATION AND DATE OF NEXT APPOINTMENT/ CHECK-UP 

DENTIST’S EXAM 

 

Name of Child: ___________________________________________ 

 

RESULTS OF EXAMINATION 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Signature of Physician (Please attach your business card)   Date of Examination 

 

   Address            Phone Number 


