CHILD HEALTH RECORD:

FORM 6, DENTAL HEALTH
CHILD'S NAME: . i BEX: BIRTHDATE:

| il i
o« HEAD START CENTER: PHONE:
ny .
b G| ADDRESS: i
E." E‘E 1. i8 THE CHILD If “y&s *Include length of tIme 2. DOES THE CHILD HAVE ANY TROUBLE WITH TEETH,
= NOW RECEIVING: recelving fluoride GUMS, OR MOUTH THAN THE PARENT KNOWS
Q E| Toplcal Fluorids Application?  No_._ Unknown....Yas ABOUT? ~
ez Fluorldated water? N Unknown_____Yas

Ftuorlde Supplament dlet? Ne, Unknown Yes

(tablets , Hguid }
0 3. CHILD {___HAS, ____HAS NOT) PREVIOUSLY SEEN A DENTIST. 7. SOURCE OF REIMBURSEMENT QA SERVICES
E Dentist’s name Date lnst visit____. O EPSDT/Medicald _
u ﬂ: 4. CHILD {___18, ____18 NOT) UNDER A PHYSICIAN'S CARE, 3 Faderal, Stata, or loca! Agancy
Q< Physlclan's name '
= ’(3 5. CHILD {__18, ____18 NOT) RECEIVING MEDIOATION O Head Start
O] Tyee O tn-kind Provider,
g tr;] 6. CHNID I8 REPOATED TO HAVE (Give datalls or affac?z Haalth 3 Paranta/Quardlans
0 “S History, Form 24}, YES NO YES NO {1 Other {3rd Parly)
oW Allerglag romn e Llver s, — . | 8. PRIORITY GROUF
= Asthma — —— ARheumallcFever ___. . [T A, Naads Attantion Immadiately
- ﬁ Bleeding e ___ Slckia CellDls. — [} B. Neads Atientlon Soon
E‘ T Diabataes ‘v em.. Other{ListBefow) _. .. ___ O ¢. Needg Routlna Care
Epllapsy —_— :
o >~
am Hearl/VascularDls, . _
T .
0. ORAL CONDITIONS BEFORE 10. EXAMINATION AND TREATMENT RECORD (List recommanded services In ordar),

TREATMENT: mlesing ( o -

dacayed {(#3)), or fillad . .

e postorations P ST Tovond | Chnmie | pt | A

& [ ' 8: o
you perform In ltam 10, o | Gurluca ' PP MO. DAY YR, Numbar (Fag)

PART 1. TO BE COMPLETED BY DENTAL CARE PROVIDER

R LINGUAL

B3

11.DENTAL NEEDS (Check one ot more and reiurn 3 coples to Head Start after firsit vigity.

0O A.  TREATMENT (restorstion, [J B, CLEANING ¢, FLUORIDE
pulp tharapy, extraction) . '

. OTHER . O E NO PROBLEMS

Approximate number of visits Approximate cost

12.CHILD ORAL HEALTH SUMMARY [Complete and return 2 ooples to Head Start after final vizit),
All planned treatment { _—__ls, ____18 notj complste, If not, sxplaln here, as welt as ilams checked.

81 s,  Routine recall viaits: O c.  Distary problam{s} 0O s Harmfu!l oral hablts

£3 b,  Speolal homs emphasis, () d. Davelopmental problam{s} O Neads fiuorlda supplement
ora! hygienae

1 carth J that [ have completed the service(s) llsted In Part 1), item 10, and that itemlZed charges do not

excesd my vsuai and customary fees,

Slignature Dala

Please print doctor's name.




