
South Spencer Dental Form 

Child's Name: ___________________________________ Birthdate:________________ 

Parent(s) Name: _________________________________ Address:_________________ 

1. Child (___has ___has not) previously seen a dentist. 

Dentist's Name:____________________________________ Date of Last Visit:___________ 

Address___________________________________________________________________  

2. Oral condition before treatment: 

 

3. Dental Needs 

_____a. Treatment (restoration, pulp therapy, extraction, sealants) 

_____b. Cleaning _____c. Fluoride _____d. Other _____e. No problems 

4. Child oral health summary 

All treatment (___is, ___is not) complete. If not, explain below. 

_____a. Routine recall visits _____b. Special home emphasis, oral hygiene 

_____c. Dietary problem(s) _____d. Developmental problems(s) 

_____e. Harmful oral habits _____f. Needs fluoride supplement 

5. Comments:______________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

Date:________________    Signature of Dentist:_______________________________ 

 


