CHILD HEALTH RECORD: FORM 5, DENTAL HEALTH
CHILD'S NAME: SEX: _ BIRTHDATE: L
| o . : :
« HEAD START CENTER: PHONE:
w ; .
E i} APDRESS: ,
E.‘ g": 1. ISTHECHILD - if "yes # Includa Jength ot time 2. DOES THE CHILD. HAVE ANY TROUBLE WITH TEETH,
b 3] NOW RECEIVING: recelving fluoride : GUMS, OR MOUTH THAN THE PARENT KNOWS
8 E|  Toplcal Fluoride Application?  No_._Unknown___¥es ABOUT? ~
= Fluoridated water? No. Unknown Yes
Fiuoride Supplement diet? No. Unknown, Yeas
{tablets.____, Higuld )
[a) 3. CHILD (__HAS, ____HAS NOT) PREVIOUSLY SEEN A DENTIST. 7. SOURGE OF REIMBURSEMENT OR SERVICES
E Dentlst's name, Date last visit 0) EPSDT/Medicald
-4 LLL- 4, CHILD [ __I5, IS NOT)UNDER A PHYSICIAN’S CARE. ]} Fsdaral Stata, or local Agency
A < Physiclan's name
!"'u',‘ 5, CHILD (I8, ____18 NOT) RECEIVING MEDICATION {1 Head Start
Q21 Tyee E1 in-kind Provider.
:j | 8. CHILD I8 REPORTED TO HAVE (Qive detalls or attach Health - [ Parents/Guardians
g (| - History, Form 24).  YES. NO YES NO [T Other (3rd"Party)
o vl Allergies o o LiverDis, — . -___ |8 PRIORITY GROUP
=0 Asthma — . . RheumatlcFever . ___ ___ (d A. Needs Attention Immediately
- ﬁ Bleeding e Sickle Cell Dls, e ] 8. Needs Attention Soon
B x|  Diabetes e —— Other(ListBoiow) . . ___ 1 C. Needs Routine Care
- R © Epllepay — - :
- Heart/VaascularDis, .

9. ORAL CONDITIONS BEFQRE 10, EXAMINATION AND TREATMENT RECORD (Llsf recammendad services in order).
TREATMENT: misaing ( _
decayed ((#) }, or fillad .
. oo e | ek | G | bkt | dum
you perfarm In ltam 10. 4 | Surfces o pp e vn. | Nomber sy

@F

v
g » "
'-‘ .
T K
5 L

R LINGUAL W

. PART IL. TO BE COMPLETED BY DENTAL CARE PROVIDER -

11, DENTAL NEEDS (Chack ong ot more and return 3 coplss to Head Start afrar tirst vigit).
F LUOH]DE

[0 A TREATMENT (reatoration, (0 B, CLEANING Oc
pulp therapy, extractlon) .
OD. OTHER . [l E .- NO PROBLEMS-

Approximate numbar of vislts Approximate cost.

12.CHILD ORAL HEALTH SUMMARY (Completa and return 2 coples to Hsad Start after final visit).

All planned traatmant { __ls, —_Isnot) c0mpleto i not, axplaln hera, as well as tems checked.
‘O a. Routlne recall vlsljsf (0 e. Dlatary problem(s) [ e,  Harmful oral hablts
['b.  Speclal home emphasls, 0O d. Davelopmentai problem(s) 0t Needs fluquda supplement

‘oral hyglene .
1 cortify that | have.completed the service(s) llsted in Part 1l item 10, and that Hemized charges do not

eXoese my usual end customary faas
_ Data

Signature

Please print doctor's name.




