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Dental Examination
Patient’s Name: ______________________________
Date of Exam:____________ Check if:  Initial____  Follow up ____

Dentist’s Name: ______________________________
Address:
_______________________________________________









________________________________________________

Phone Number:  __________________________________________

Dental History
_____________ Private Dentist Routinely


______________ Specialist

_____________ Dental Clinic Routinely


______________ Has Never Seen Dentist

_____________ Dental Emergencies Only

X-Rays for diagnostic purposes deemed necessary by dentist _________________________________________________________

Restored Teeth (#1-32 or A-T) ________________________________________________________________________________

Missing Teeth (#1-32 or A-T)   ________________________________________________________________________________

Are missing teeth adequately replaced or space maintainers inserted?
_______ yes
_______ no

Has the child ever had any problems with previous dental treatment?
_______ yes
_______ no

Has the child had adequate dental treatment in the past?

_______ yes
_______ no

HYGIENE:
______ Excellent

______ Good

______ Poor





Within Normal





       Limits



Pathology (Explain)

Lips:


____________________
_____________________________________________________________

Labial & Buccal Vestibules:___________________
_____________________________________________________________

Gingiva:


____________________
_____________________________________________________________

Floor of Mouth:

____________________
_____________________________________________________________

Tongue:


____________________
_____________________________________________________________

Oral Pharynx:

____________________
_____________________________________________________________

Alveolus:

____________________
_____________________________________________________________

Salivary Glands:

____________________
_____________________________________________________________

Occlusion:

____________________
_____________________________________________________________

Facial Abnormalities:
__________ Present (Explain)
Lymphadenopathy:
______Present (Explain)




__________ Not Present




______Not Present

Carious Teeth (#1-32 or A-T) ________________________________________________________________________________

Extractions Necessary (#1-32 or A-T) __________________________________________________________________________

Periapical Pathology (#1-32 or A-T) ___________________________________________________________________________

All necessary work completed _(date)_______________________ Six (6) Month Check Up Due:_(date)_____________________

Dentist’s Signature ___________________________________________________ Date: _________________________________

