
​Annual Dental Screening Form​

​This form must be completed, signed and dated by a dentist​
​This form must be provided within 60 business days of entrance into the preschool program and annually thereafter​

​Child’s Name: _____________________________________________________  Date of Birth: ____________________________​

​Parent’s/Guardian’s Name: __________________________________________________________________________________​

​Option A: Exam Completed By Child’s Dentist​

​Date of Exam: _______________________________________​

​____________________________________________________​ ​_____________________________________________​
​Dentist Name​ ​Phone Number​

​____________________________________________________​ ​_____________________________________________​
​Signature of Examining Dentist​ ​Date of Signature​

​____________________________________________________​ ​_____________________________________________​
​Dentist Street Address​ ​City, State, Zip​

​Option B: Dental Screening Not Completed​
​Please mark the reason the screening was not completed:​

​____ No Insurance Coverage *​

​____ Religious Conviction​

​____ My child is currently scheduled to see the dentist on ____________________.  I will return a signed form at that time.​

​____ I have been informed of the benefits and necessity of proper dental care and periodic check-ups.  I am refusing to take my​
​child at this time.​

​____________________________________________________​ ​_____________________________________________​
​Parent Signature​ ​Date​

​*If you do not have dental insurance, we have options that may help you.  We will contact you with information.​
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