
REPORT OF DENTAL EXAMINATION 
  

I have thoroughly examined the teeth of: 
________________________________________________________ 
                                                   Full name 
 
  
___No dental work is needed at this time. 
___Treatment is scheduled on_____________________________(date) 
 
 
_______________                      __________________________________ 
  Date                                                      Signature of Dentist 
  
Please return form to school.  
 


