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Oral Health Assessment Form  

California law (Education Code  Section 49452.8) says  every child must have a dental check-up 
(assessment) by  May 31st  of his/her first year in public school. A California licensed dental  professional  
must do the  check-up and fill out  Section 2 of this form. If your child had a dental check-up in the last  
12 months,  ask your dentist to fill out Section 2. If you are unable  to get a dental  check-up for your  
child, fill out  the  separate Waiver of Oral Health Assessment Requirement Form.   

This assessment will let you know if  there are any dental problems that need attention by a dentist.  
This assessment will also be used to evaluate our oral  health programs. Children need good oral  
health to speak with confidence,  express  themselves, be healthy  and,  ready to learn. Poor  oral health 
has been related to lower school  performance, poor social relationships, and less success later  in life.  
For this reason, we thank you for  making this  contribution to the health and well-being of California’s  
children.   
 

Section 1: Child’s Information (Filled out by parent or guardian) 

Child’s  First Name: Last Name: Middle Initial: Child’s Birth Date: 

MM – DD – YYYY 
Address: Apt.: 

City: ZIP Code:  

School Name: Teacher: Grade: Year child starts 
kindergarten: 

Y  Y  Y  Y  
 

 

Parent/Guardian First Name: Parent/Guardian Last Name: Child’s Gender: 

  Female 

Child’s Race/Ethnicity:     White  Native American

 Black/African American  Multi-racial
 Hispanic/Latino  Native Hawaiian/Pacific Islander
 Asian  Unknown
 Other (please specify)

Continued on Next Page 
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Section  2: Oral  Health Data Collection (Filled out by a California licensed dental professional)  

Assessment Date: 

MM – DD – YYYY 

Untreated Decay
(Visible Decay Present)

Yes No

*Caries Experience
(Visible decay and/or fillings
present)

Yes No

Treatment Urgency: 

No obvious Early dental care recommended Urgent care needed (pain,
problem found (caries without pain or infection; or child would infection, swelling or soft tissue

benefit from sealants or further evaluation) lesions) 

MM – DD – YYYY 
Licensed Dental Professional Signature CA License Number Date 

*Check “Yes” for Caries experience if there is presence of untreated decay or fillings
Check “No” for Caries experience if there is no untreated decay and no fillings

Section 3: Follow-up to Urgent Care (Filled out by entity responsible for follow up)

Parent notified that child has urgent dental care need on: MM – DD – YYYY 

A follow-up appointment for this child has been scheduled for: MM – DD – YYYY 

 YesDid child receive needed treatment?  
 No (If no, entity responsible for follow-up will be

encouraged to check back in with parent)
 I don’t know

The law states schools must keep student health information private. Your child's name will not be part 
of any report as a result of this law. This information may only be used for purposes related to your 
child's health. If you have questions, please call your school. 

Return this form to the school no later than May 31st of your child’s first school year. 

Original to be kept in child’s school record. 
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Waiver of Oral Health A ssessment Requirement  

Please  fill  out  this  form if you need to excuse  your child the o ral health assessment requirement. 
Sign and return this  form to the school where it will  be kept confidential.  

Section 1: Child’s  Information (Filled out by parent or guardian)  

Child’s First Name:  Last Name: Middle Initial: Child’s Birth Date: 

MM – DD – YYYY 
Address:  Apt.:  

City:  ZIP code:  

Teacher:  Grade: Y
 

ear child starts  
kindergarten: 

Y Y Y 
Parent/Guardian Last Name:  Child’s Gender:  

 White  Native American

 Black/African American  Multi-racial

 Hispanic/Latino  Native Hawaiian/Pacific  Islander 

 Asian  Unknown

 Other (please specify)

School Name :  

Y 
Parent/Guard ian First Name:  

Child’s Race /Ethnicity:  

Continued on Next Page 
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Section 2:   To be filled out by parent or guardian ONLY IF asking to be excused from this  
requirement  

Please excuse my child from the assessment  because  (check the box that  best describes the reason):  

 I cannot  find a dental office that will take my child’s dental insurance  plan.  My child’s dental  
insurance plan is:  

 Medi-Cal  Healthy Kids  None

 Other:__________________________________________________________

 I cannot afford an assessment for my child. 

 I cannot find the time to get to a dentist (e.g., cannot get the time off from work, the dentist does not 
have convenient office hours). 

 I cannot get to a dentist easily (e.g., do not have transportation, located too far away). 

 I do not believe my child would benefit from an assessment. 

 Other (please specify the reason not listed above for why you are seeking a waiver of this 
assessment for your child): 

__________________________________________________________________________ 

__________________________________________________________________________ 

If asking to be excused from this requirement:  

MM – DD – YYYY 
____________________________________________________ ____________________________________

Signature of parent or guardian Date 

The law states schools must keep student health information private. Your child's name will not be part 
of any report as a result of this law. This information may only be used for purposes related to your 
child's health. If you have questions, please call your school. 

Return this form to the school no later than May 31 of your child’s first school year. 

Original to be kept in child’s school record. 

Covered California
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State of California—Health and Human Services Agency Department of Health Services 
 Child Health and Disability Prevention (CHDP) Program 

Si su niño o niña no puede obtener el examen de salud llame al Programa de Salud para la Prevención de Incapacidades de Niños y Jovenes (Child Health and Disability Prevention Program) 
en su departamento de salud local.  Si Ud. no desea que su niño(a) tenga un examen de salud, puede firmar la orden (PM 171 B), formulario que se consigue en la escuela de su niño(a). 

 CHDP website:  www.dhcs.ca.gov/services/chdp 

PM 171 A (3/03) (Bilingual) 

INFORME DEL EXAMEN DE SALUD PARA EL INGRESO A LA ESCUELA 

Para proteger la salud de los niños, la ley de California exige que antes de ingresar a la escuela todos los niños tengan un examen médico de salud.  Por favor, pidale al examinador de 
salud que llene este informe y entregelo a la escuela—este informe sera archivado por la escuela en forma confidencial. 

PARTE I PARA SER LLENADO POR EL PADRE/LA MADRE O EL GUARDIÁN 

NOMBRE DEL NIÑO/NIÑA—Apellido Primer Nombre Segundo Nombre FECHA DE NACIMIENTO—Mes/Día/Año 

DOMICILIO—Número y Calle Ciudad Zona Postal Escuela 

PARTE II PARA SER LLENADO POR EL EXAMINADOR DE SALUD 

EXAMEN DE SALUD  REGISTRO DE INMUNIZACIONES 

AVISO:  Todas las pruebas y evaluaciones excepto el análisis 
de sangre para el plomo deben ser hechas después de la edad 
de 4 años y 3 meses. 

 Aviso al Examinador:  Por favor dé a la familia, una vez completado, o a la fecha, el Registro de Inmunización de California en 
papel amarillo. 
Aviso a la Escuela:  Por favor apunte las fechas de inmunización sobre el Registro de Inmunización de la escuela de California 
en papel azul. 

PRUEBAS Y EVALUACIONES REQUERIDAS FECHA(mm/dd/aa)  

 

VACUNA 

FECHA EN QUE CADA DOSIS FUE DADA 

Primero Segundo Tercero Quarto Quinto 

POLIO (OPV o IPV)      

DTaP/DTP/DT/Td (difteria, tétano y [acellular] pertusis 
[tos ferina]) O (tétano y difteria solamente)      

MMR (sarampión, paperas, rubéola)      

HIB MENINGITIS (Hemófilo, Tipo B)  
(Requerida para centros de cuidado para niños y centros 
preescolares solamente)      

HEPATITIS B      

VARICELLA (Viruelas locas)      

OTRA  (e.g. prueba TB, de ser indicado)      

OTRA      

Historia de Salud ______/______/______ 

Examen Físico ______/______/______ 

 Evaluación de Dientes ______/______/______ 

Evaluación de Nutrición ______/______/______ 

 Evaluación del Desarrollo ______/______/______ 

Pruebas Visuales ______/______/______  

Pruebas con Audiómetro (auditivas) ______/______/______  

Evaluacion de Riesgo y prueba Tuberculosis* ______/______/______  

Análisis de Sangre (para anemia) ______/______/______  

Análisis de Orina ______/______/______  

Análisis de Sangre para el plomo ______/______/______  

Otra ______/______/______  

   
PARTE III INFORMACIÓN ADICIONAL DEL EXAMINADOR DE SALUD (optional) y PERMISO PARA DIVULGAR (DISTRIBUIR) EL INFORME DE SALUD 

RESULTADOS Y RECOMENDACIONES 
Llene esta parte si el padre/la madre o el guardián ha firmado el consentimiento para divulgar 
(distribuir) la información de salud de su niño/niña. 

 

 El examen reveló que no hay condiciones que conciernen las actividades de los programas 
escolares. 

 Las condiciones encontradas en el examen o después de una evaluación posterior que son de 
importancia para la actividad escolar o física son:  (por favor explique) 

Yo le doy permiso al examinador de salud para que comparta con la escuela la información adicional 
de este examen como es explicado en la Parte III. 

 Por favor marque esta caja si Ud. no desea que el examinador llene la Parte III. 

 
 

 
  Firma del padre/madre o guardián  Fecha 

*de ser indicado 

 

 

  Firma del examinador de salud  Fecha 
 

GUSD Rev July 2025


	Childs Gender: Off
	Last Name: 
	Middle Initial: 
	Child's Birth Month: 
	Child's Birth Day: 
	Child's Birth Year: 
	Apt: 
	Grade: 
	Ethnicity_White: Off
	Ethnicity_BlackAfrican American: Off
	Ethnicity_HispanicLatino: Off
	Ethnicity_Asian: Off
	Ethnicity_Other please specify: Off
	Childs RaceEthnicity: 
	Ethnicity_Native American: Off
	Ethnicity_Multi-racial: Off
	Ethnicity_Native HawaiianPacific Islander: Off
	Ethnicity_Unknown: Off
	Assessment Date Month: 
	Assessment Date Day: 
	Assessment Date Year: 
	Visible Decay is Present: Off
	Visible decay and/or fillings are present: Off
	Treatment Urgency: Off
	Month Parent was notified: 
	Day Parent was notified: 
	Year Parent was notified: 
	Follow-up appointment month: 
	Follow-up appointment day: 
	Follow-up appointment year: 
	Receive Treatment: Off
	Childs First Name: 
	Child's Last Name: 
	Child's Middle Initial: 
	Child's Birthday Month: 
	Child's Birthday Day: 
	Child's Birthday Year: 
	Address: 
	Apartment Number: 
	City: 
	Zip Code: 
	School Name: 
	Teacher: 
	Year child starts kindergarten: 
	ParentGuardian First Name: 
	ParentGuardian Last Name: 
	Child's Sex: Off
	Child's Race/Ethnicity: Off
	Child's Race: Other: 
	Clear Form: 
	Excuse: Cannot find dental office for child's dental insurance: Off
	Child's Dental Insurance: Medi-Cal Dental: Off
	Healthy Kids Insurance: Off
	None: Off
	Other Insurance: Off
	Other dental insurance: 
	Excuse: cannot afford a dental assessment for my child: Off
	Excuse: do not have time to get to a dentist: Off
	Excuse: I cannot get to a dentist: Off
	Excuse: my child would not benefit from an assessment: Off
	Excuse: other reason for not having my child assessed: Off
	Reasons you child could not be assessed for dental issues: 
	Covered California Insurance: Off


