Z2"l 8+ Fullerton School District

T7¢ A7} B 7} £ Oral Health Assessment Form
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BHE 1: ol F A X (8H3- 2 /18 5 2 ZA) Child’s Information (Filled out by parent or guardian)
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Child’s First Name: Last Name: Middle Initial: Child’s birth date:

T4 ot E

Address: Apt.:

A Al

City: ZIP code:

st o] F WAk shd o}% 2] A Child’s Sex:

School Name: Teacher: Grade: 0 YA Male o ©JAl Female

SHEE /0 5 A} A e o}5 2] J1F/71ZChild’s race/ethnicity:

Parent/Guardian Name: o MelWite o S-<l/oFZ 2] 714 vl =<QlBlack/African American 03] 2~ Y/2} &l Al Hispanic/Latino
o oFr%k Asian g o} 2] 7} 95 7INative American  oth?lEMulti-racial o 7] EFOther
o 3ol wl/e) 3 oF A 7 Native Hawaiian/Pacific Islander o & Unknown

5 2: 77 A% AR (A XY ol R3] X AE 9] FA)F9): 2 28 sy eel, 212 7 Oral Health Data Collection
(Filled out by a California licensed dental professional) IMPORTANT NOTE: Consider each box separately.Mark each box.

=7} 2nt xotRAl S AEH JINR =% of & | AIE2 ZIZE Treatment Urgency:
Assessment Date:| (7HAIFH QI S| 12| 1/ = Visible Decay o HUst 22X 7 YA X 24= No obvious problem found
SHM EXM) Present: o &7 X X B AFESOILL LY Q= X . E= 052 MBE (X0 ES
Caries Experience (Visible 07| et MEXZE)L =5 HAIZ FHS &2 4+ US
decay and/or fillings present) Dot Early dental care recommended (caries without pain or infection; or child
DYLﬂ No would benefit from sealants or further evaluation)
o Ul Yes 0 OH]2No es 073 AE UR(EES, 2Y, 23, AXH )
Urgent care needed (pain, infection, swelling or soft tissue lesions)
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Assessment Requirement (To be filled out by parent or guardian asking to be excused from this requirement)
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Please excuse my child from the dental check-up because: (Check the box that best describes the reason)
o A Al ofo] o] AR AS F &k A5 HS F JFUnh Al ool o] A3 B o} syt
I cannot find a dental office that will take my child’s dental insurance plan. My child’s dental insurance plan is:
o "€l -ZMedi-Cal o AWM E g E1olCovered California o #A] 7] =Healthy Kids o 7] ElOther o%l=None

o A Al ool HAuE AFdE 4= ¢lxY Uk | cannot afford an assessment for my child.

o A A el & Azke] Qlsyth (o, A& 2 5 1, A3 AlRbel] 5k7] o)
I cannot find the time to get to a dentist (e.g., cannot get time off from work, the dental does not have convenient office hours)

o Ae AFE olFsh= Zlo] A syt (o, wsHol gl=, Ui el A8 s)
| cannot get to a dentist easily (e.g., do not have transportation, located too far away).

o A o] o] Al ool Al Zo] Bk AZHslA] 24Ut | do not believe my child would benefit from an assessment.

o 71EH(Slell A A o> AZ WA 2F AHFE FAH O R WA FHAIL)
Other (please specify the reason not listed above for why you are seeking a waiver of this assessment for your child):
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