
lllinoie Departrnent of Public Health
PROOF OF SCHOOL DENTAL EXAMINATION FORM

To be completed by the parent {please print}:

Student's Name: Last First Middle Bifth Date; (MonthrDayf/ear)

lt
Address: Street City ZIP Code Telephone:

Name of School: Grade Levef: Gender:

il Male il Female

Parent or Guardian: Addross {of parenUguardian}:

To be completed by dentist:

Oral Health $tatus (check all that apply)

tr Yes tr No Dental Sealants Present

tr Yeg n No CarieS Exparignce / Rsstoration Hlrtory - Af,tting (bmporary/penr€nsnt) oR s both thst ls misslng becsu€e it was
extrEclod as 6 rcs|llt of cadeo OR mlsBlng psmansnt 1$ molars.

tr Yes n No Untroaied Carlaa - Al lesst 1l2 mm of tooth rtrudu€ 6ss at ih€ en6m6l surfEco. Brown lo da|k+rown coloraUon of the
walls of ih€ loaion. Tho6e criteria apply to plt Bnd fi6€ul! cavitaied lesions a6 v/€ll as those on gmooti looth ourfaces. lf lelalnod
root, assum€ that lho wltol€ too{r vrBs dertlvgd by cadga. Broken or cfilppgd teeth, plus bo$ with lempor"ry tlllings, are conajd-
ered sound unless a cavitated lesion is also present,

Soft Tissue Pathology

Malocclusion

Treatrnent Needs (check all that apply)

I Urgent Treatment - abscess, nerve exposure, advanced dlsease state, signs or symptorns that Include pain, infection, or swelling

tl Restorative Gare *.amalgams, composites, crowns, etc,

tl Preventive Gare - sealants, fluodde treatment, prophylaxis

tl Other - 
perlodontal, orthodontic

Please note

n Yes

il Yes

ilNo

trNo

Signature of Dentist

Address

Date

Telephone
ZIP Code

lliinois Department qf Public Health, Division of Oral Health, 535 W. Jefferson $t., Springfield, lL 627S1
217-785*4899 . TTY (hearing impaired use only) 800-547-0466 . www.idph.state,il.us
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