TRENTON PUBLIC SCHOOLS

Trenton, New Jersey
OffTice of School Health Services
EC-5
INATION NT FORM
Section A: To be completed by parent/guardian
PUPIL’S NAME BIRTHDATE
ADDRESS
SCHOOL/GRADE
Section B: To be completed by child's dentist
REPORT OF EXAMINATION
Please circle tooth (teeth) being tremted =
Tooth Chart
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Comments: Please check all that apply

fluoride treatment cavities treated

sealants further treatment necessary
___ Cleaning treatment completed

X-rays

Printed Name of Dental/Examiner

Date

___date of next sppointment

Signature of Dental/Examiner

Pbone Number

Please retumn this form to your child's school once it is completed by the dentist.
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