
l l l inois Department of
PROOF OF SCI{OOL DENTAL

To be completed by t l re parent (please pr int) :

tucldnt 's Nante:  Last First Middle Birth Date: (tvlonth/0!y,r/!a4

I I

s: Street Ci ty ZIP Qode Telephone:

r r rA nt  Q,-hnnl  . " r

"ertt or Gr-rardian;

Grade Level: ..pender:

D Male D Fernale

Address(of  parenVguardian):

To be conrpleted by dent ist :

Qra{ Health Status (check al l  that apply)

Ll  Yes fJ No Dental  Sealants Present

iJ Yes tl No Caries Experience / Restqration History __ A fii l ing (temporary/permanent) oR a tooth that is missing because it was

t] Y'es fJ No

extt 'acted as a resul l  of canes OR missing permanent' l5rmolars.

Untreated Caries - At least 112 mn oltooth struclure loss at the enamel surface, Brown to darh-brown colorat ion of the

walls of the losion. l-hese cf l ter ia apply to pit  and R$sure cavitated lesions as well  ss t irose on smooth tooth surfaces. l f  ralain€d

Ioot, assume that the whol6 Looth was destroyed by caries. Broken or chipped teeth, plus lBetn with lempolary f i l l ings, are consrd'

ered $ound unless a cavitated iesion is also presenl.

Soft  Tissue Pathology ' :

Malocclusion

Treatment Needs (check al l  that apply)

lJ Urgept Treatntent * apscoss, nerve exposure, advancod disease state, signs or symptorns that include paln, infect ion, or swoll ing

? 
Restorative Care - un'.tgu*r, composites, crowns, elc.

D Preventive Care - sealants, f luoride treatmen[, prophylaxis

l-J Otlrer 
- 

ponodorrtal,  orthodonttc

Please note

Publ lc Heal th l
EXAMINATION FORM

ll Yes

ll Yes

?No
lNo

Signature of Dent is l

Addless

Date

Telephone
Stfodt ZIP Code
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