
TRENTON PUBLIC SCHOOU 
Treatoa, New Jeney 

Otlke or School Haltla Services 

EC-5 

DENT AL EXAMINATIONrrREATMENT FORM

Section A: To be completed by parent/panliu

PUPIL'S NAME, ___________ BlRTHDATE, _____ _ 

ADDRESS, _____________________ _ 

•scHOOUORADE.�---------------------

Sectiea B: To be completed by dlild's deatist

REPORT OF EXAMINATION

Please circle loath (teed,) heintr baled

Tooth Chart 
lllOHT LEFT 

UPPER I 2 3 .. 5· 6 7 I 9. 10 II 12 13 , .. 15 16 UPPER 
B C D E F

LOWER 32 31 30 29 21 27 26 2' 2'4 

T. s R O P 0

Commeab: Pleue daec:k aD Hutt apply 

fluoride t:realmcnt 

__ cleaning 

__ x-rays 

Printed Name of DentaVEx.aminer 

0 H .I 

23 22 21 20 19 11 17 LOWER 
N M L K 

__ cavities treated 

__ treatment completed 

______ date o( aext appointment

Sigxiaturc of Dcntal/Examiper 

Phone Number 

Please return this form to your.child's school ouce it is coa1plekd by lbc dentist. 

JD 2000. � YlOOI 


