
Dentist’s Examination  
 
 
________________________________________________              _________________    ___________________ 
  Name of Child            Gender              Date of Birth 
 
 
Date of Examination: ______________________________________________________________________________ 
 
 
Results of Examination:     ______________________________________________________________________________ 
 
     ______________________________________________________________________________ 
 
    ______________________________________________________________________________ 
 
 
Any Complications:  ______________________________________________________________________________ 
 
    ______________________________________________________________________________ 
   
    ______________________________________________________________________________ 
 
Recommendations and  
Time for Next Check-up:   ______________________________________________________________________________ 
 
    ______________________________________________________________________________ 
 
    ______________________________________________________________________________ 
 
 
Referrals:   ______________________________________________________________________________ 
 
    ______________________________________________________________________________ 
 
 
        Dentist’s Name & Address 
 
________________________________________                     __________________________________________________ 
      Signature of Dentist 
       __________________________________________________ 
 
       __________________________________________________ 
 
________________________________________  Telephone number: __________________________________ 
  Date 
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