
Oral Health Assessment Form                                                 
For all students aged 3 years and older, use this form to report their oral health 
status to their school/child care facility.

Instructions			                                                                                                                                           
• Complete Part 1 below. Take this form to the student's dental provider. The dental provider should complete Part 2.                                              
• Return fully completed and signed form to the student's school/child care facility.        

Part	1:	Student	Information	(To	be	completed	by	parent/guardian)

First Name _____________________________   Last Name _____________________________   Middle Initial ______ 

School or Child Care Facility Name_____________________________________
Date of Birth (MMDDYYYY) Home Zip Code

Grade School 
Grade

Day‐
care Pre‐K3 Pre‐K4 1 2 3 4 5 6 7 8 9 10 11 12

Adult 
Ed.

Part	2:	Student's	Oral	Health	Status	(To	be	completed	by	the	dental	provider)																																			

Q1   Does the patient have at least one tooth with apparent cavitation (untreated caries)? This does NOT   
include stained pit or fissure that has no apparent breakdown of enamel structure or non‐cavitated 
demineralized lesions (i.e. white spots). 

Yes No

Q2   Does the patient have at least one treated carious tooth? This includes any tooth with amalgam, 
composite, temporary restorations, or crowns as a result of dental caries treatment.

Q3   Does the patient have at least one permanent molar tooth with a partially or fully retained sealant?

Q4   Does the patient have untreated caries or other oral health problems requiring care before his/her 
routine check‐up? (Early care need)

Q5   Does the patient have pain, abscess, or swelling? (Urgent care need)

Q6 How many of primary teeth in the patient's mouth are affected by caries that are either 
untreated or treated with fillings/crowns?

Total Number

Q7 How many of permanent teeth in the patient's mouth are affected by caries that are either 
untreated, treated with fillings/crowns, or extracted due to caries?

Total Number

Q8 What type of dental insurance does the patient have? Medicaid Private Insurance Other None

Dental Provider Name ______________________________                                 Dental Office Stamp                                         

Dental Provider Signature ____________________________                                                                                        
Dental Examination Date  ____________________________

This form replaces the previous version of the DC Oral Health Assessment Form used for entry into DC Schools, all Head Start programs, and child care centers. This form 
is approved by the DC Health and is a confidential document. Confidentiality is adherent to the Health Insurance Portability and Accountability Act of 1996 (HIPPA) for 
the health providers and the Family Education Right and Privacy Act (FERPA) for the DC Schools and other providers.                                                              
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School Immunization Requirements Guide  
 

 
All students attending school in DC must present proof of appropriately spaced immunizations by the first day of school. Please 

complete and return your student’s school health forms including the Universal Health Certificate and Oral Health Assessment Form. 
ALL STUDENTS SHOULD RECEIVE AN ANNUAL FLU VACCINE 

 
 

 

My student should receive these vaccine doses upon school enrollment* 

 
 
 
 
 

 

The following vaccines are typically received before the age of 2: 
4 doses of Diphtheria/Tetanus/Pertussis (DTaP) 
3 doses of Polio  
1 dose Varicella if no history of chickenpox 
1 dose of Measles/Mumps/Rubella (MMR)  
3 doses of Hepatitis B  
2 doses of Hepatitis A  
3 or 4 doses depending on the brand of Hib (Haemophilus Influenza Type B) 
4 doses of PCV (Pneumococcal)  

 
 
 

 
Additional doses needed after receiving the vaccines listed above: 
1 dose of Diphtheria/Tetanus/Pertussis (DTaP)  
1 dose of Polio  
1 dose of Varicella if no history of chickenpox 
1 dose of Measles/Mumps/Rubella (MMR)  
 
 

 

 
 

 
  
  
Consult your doctor and make sure your student received all the vaccines listed above! 
 
 
 
 

 

   
Additional vaccines needed after receiving all vaccine doses listed above: 
1 dose of Tdap 
2 doses of Meningococcal (Men ACWY) 
2 or 3 doses of Human Papillomavirus Vaccine (HPV) 
 
 
 

 

 
*The spacing and number of doses required may vary. Please contact your child’s health care provider. For additional information, contact DC 
Health’s Immunization Program at (202) 576-7130. 

 

2-3 
years old 

Preschool to Head Start 

 

4-6 
years old 

Kindergarten to 1st Grade 

 

7-10 
years old 

2nd Grade to 5th Grade 

 

11+ 
years old 

6th Grade to High School 



  

DIVISION	  OF	  EARLY	  LEARNING	  
Licensing and Compliance Unit  

PHONE:  (202)  727-‐ -‐5304   MAILING  ADDRESS:     

 

PLEASE PLACE A COPY IN THE CHILD S FILE 
 

PLEASE TYPE OR PRINT 
 

Medication Authorization Form 
 

Development Facility may provide medicine or treatment, with the exception of emergency first aid, to any child, 

 
Pursuant to Title 29 of the District of Columbia M
maintain a medication log, on a form approved by the Director, on which the Facility shall record the date, time of 

day, medication, medication dosage, method of administration, and the name of the person administering the 
 

 
Part I :  
 
I do hereby give permission to  __________________________ 

Name of Facility 
to administer the  

below noted prescribed medication to my child _________________________ born on __________. 
 

Name of Medication T ime/F requency Dosage E ffective Dates 
   From:  

To:  
   From:  

To:  
 
 

_____________________________________ 
Signature of Physician 

______________________ 
Date 

  
  
_____________________________________ 

Signature of Parent/Guardian 
______________________ 

Date 
 
Part I I : To be completed by the Center Director or designee: 
 

Name of Medication Date T ime Given Reactions Staff 
Initials 
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