LEADS Dental Exam

                                                                                                                              Phone: (937) 642-1230
Complete and return to: LEADS Head Start, 111 Morey Drive, Marysville, Ohio 43040           FAX: (937) 642-1996
	Child’s Name (Please print or type)


	Union County
	Date of Birth


	Parent’s Name


	Date of Exam
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	Description of Work
	Month
	Day
	Year

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Please check the appropriate space pertaining to this child:
(     ) Needs treatment (restoration, pulp therapy, extraction)

(     ) No treatment needed at this time

(     ) Treatment is complete [ please circle]      YES          NO

(     ) Routine recall visit due ________________________________ 

(     ) Recommend fluoride  supplement ________________________

(     ) Is this child up to date on scheduled age appropriate preventive care    [please circle]      YES          NO            

(     ) Other (please specify)____________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	Name of Dentist (please print)
	Telephone Number

	Street Address
	City, State, Zip Code

	Dentist Signature
	Date of Exam
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