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MONTEREY COUNTY OFFICE OF EDUCATION

HEAD START PROGRAM
901 Blanco Circle

P.O. Box 80851

Salinas, CA 93912

	Child’s                                                                                     Head Start
Name: ________________________ DOB:  _____________ Center: ______________________________

Parent/Guardian Name: __________________________ Enrollment Date: __________________________

By way of my signature I authorize Head Start Staff to contact the   dental provider of the above named child, for information needed to complete this form

Parent/Guardian Signature: _________________________ Date: _____________________

	Dear dental provider: Please complete the below requested information, sign and return to the parent/guardian of the child who was seen in your office.  If the child required more than a routine check-up, we will require documentation when the initial examination is done and again when the treatment has been completed. Please note: even when routine care is provided by a hygienist Head Start guidelines require that the Dentist sign that the care has been provided.

PROVIDER: (       ( Central Coast Pediatric Dental Group     ( COHP    ( CSVS ________________

                                  ( La Paz  Dental      ( Rodeo Dental        ( Smiles 2000        

                       ( Salud Para La Gente   ( Western Dental      (Other________________________

              Date of most recent examination: _____________________________

                                 ( Child received cleaning and fluoride application

                                 ( Child received x-rays

Results:  (        ( Class I no caries         No treatment required at this time
                            (   Class II         ( Class III        ( Class IV       Treatment required
            Appointment date for treatment: ________________________________

                                                                                   Dentist Signature: ____________________________

	Summary of treatment completed: (
· Filling of teeth

· Extraction of non-restorable teeth

· Restoration of decayed teeth

· Other_____________________________________________________________________________
                  Treatment completed date: ____________________________

                                                                                   Dentist Signature: ____________________________




           DENTAL REFERRAL TRACKING AND TREATMENT FORM

Child’s name: ____________________________   grade:  __________________

SCHOOL: _________________________ REFERRED BY:_______________________

REASON FOR REFERRAL: _______________________________________________


TREATMENT PERFORMED
	Tooth  #

or Letter
	Surfaces
	Treatment Provided
	Date Performed
	ADA Procedure 

Code

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



ADDITIONAL DENTAL NEEDS - check all that apply

      A.  None

      B.  Prophylaxis/radiographs/fluoride

      C.  Treatment     Sealants, tooth number
______________________________


Restoration, tooth number ____________________________




Pulp therapy, tooth number ___________________________




Extraction, tooth number  _____________________________




Other  _______________________________________________

      D.  Additional comments  _______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________
Dentist’s Signature ________________________________  Date _______________

Please return this form to the school nurse
DENTAL VISIT VERIFICATION FORM

PLEASE COMPLETE AND RETURN THIS FORM TO:

OFFICE OF ORAL HEALTH

CASE MANAGEMENT PROGRAM

ATTN. CRISOLINA DE LA ROSA

1845 E. ROOSEVELT ST

PHOENIX, AZ 85006

Tel. (602) 506-6891

Fax (602) 506-3081

Child’s Name:
 ________________________________________DOB: _______________

Has visited __________________________________________________ 
Date: _______________

Dentist’s Name: _____________________________ Phone Number: ________________________

Please describe the services provided:

_____________________________________________________________________________

_____________________________________________________________________________

_____________________________________________________________________________

Additional treatment (if needed):

_____________________________________________________________________________

_____________________________________________________________________________

Comments:

_____________________________________________________________________________

_____________________________________________________________________________

_________________________________________


___________________

Staff Signature






Date

THANK YOU!

Quad Cities Oral Health Partners

Volunteer Care Network Pilot Project

Patient’s Initial Care Plan

Report at Initial Exam

Dental Office_____________________________________________________________

Patient # ________________________________________________________________

How long do you estimate this patient’s treatment under the initial care plan will take?

What treatment do you expect to provide under this initial care plan?

What is the estimated monetary value of the treatment to be provided under the initial care plan?

What are the patient’s current oral health habits?

Please mail this form in the attached self-addressed /stamped envelope. Thank you!
Quad Cities Oral Health Partners

Volunteer Care Network Pilot Project

Patient’s Initial Care Plan

Report at Completion of Initial Care Plan
Dental Office_____________________________________________________________

Patient # ________________________________________________________________

How long did this patient’s treatment under the initial care plan take?

What treatment did you provide under this initial care plan?

What is the estimated monetary value of the treatment provided under the in initial care plan?

What are the patient’s current oral health habits? How have the habits changed since the report at the initial exam?

Please mail this form in the attached self-addressed /stamped envelope. Thank you!
Delta Sigma Theta Head Start/State Preschool

5120 Goldleaf Circle, Suite 270

Los Angeles, CA 90056

 Phone (323) 295-2601   FAX (323) 299-4627

DENTAL EXAMINATION REPORT









    ______________________










  Center/Class #

This is to verify that __________________________ has been to his/her dental




       (Name of child)

appointment on ________________.  Please return this verification to the parent on the 

first visit.


Treatment given:



Exam






YES___
NO___



X-Rays





YES___
NO___

Prophylaxis and Flouride



YES___
NO___

Caries noted on x-rays



YES___
NO___

Number of Caries noted on x-rays



________

Caries filled





YES___
NO___

Number of caries filled




________

Further treatment needed



 YES___
NO___

Telephone number of dental office ___________________________________________

Signature of dentist (or stamp) _______________________________________________

Dental completed on _________________






________________________________________






         Signature of Nurse of Health Assistant
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