Jun. 20 2011

T1:07AM

lllinois Department of Public Health
PROOF OF SCHOOQI DENTAL EXAMINATION FORM -

To be complatad by tha parent {please print):

Sludent's Nama: Lagl First . Middla Birth Date: MemhhayYaar)
. f !
Addrass! Sirest City h ZIP Coda Telophons:
Name of School: Grade Level: Gendar:
OIMale I Female
Paran) o Guardlan: Address (of parent/guardian):

Ta be completed by dontlst:

COral Health éta
OYes [ No
OYes ONo

OYes ONo

OYes O No
MYes [ No

tus (check all that apply)

Dental Sealants Presaent

Carles Experience / Restoration Hisfory — Afiling {lsmporary/permansnt} OR & looth thal i missing because H was

extrecled ae a resull of cades OR missing peranent 14 molars.

Unireated Garfea — Al leasl 122 mm of looth siructura loss al the enamol surfaca. Brown to dark-brown colorallon of the
waliz of the leslon. These crileria apply fa plt and fasure cavilaled lestons as weli ez thoze on amouth toolh surfaces. IFreleined
roal, aesuime thal the whela teoth was destroyed by cares. Braken or chipped leeth, plus (sath with tamporary fillngs, are consld-

erad gound vnless a cavitated Taslon is alao present.

Soft Tlssua Pathology

Maloceluston

Troatment Needs {¢heck all that apply)
O Urgent Treatment — abécess, narve exposurs, advancad diseaza stale, slgns or aymploms ihal lnckids pafn, Infeciion, or ewsfing

Restoratlva

Gara — gmalgats, composites, chowns, ele.

W]
[1 Preventlve Care — ssalanls, llvordo treatment, prophylada
a

Other -— perlodontal, orlhodontic

Plaase nola

Signature of Pontist

Address

Gala

Tolephono

Sueel clty

ZIP Ceda

llinois Dapartmant 6f Publlc Health, Division of Oral Health, 535 W. Jefferson SL, Springfield, IL 62761

217-785-4899 « TTY (heaing Impalred use only) 800-547-0466 » www.dph.state.lus
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lllinols Department of Public Health
DENTAL EXAMINATION WAIVER FORM

. Pleasa prinf: -

Shident’s Name: Last Flrst . Middle Hirth Dale: (MoniDayrvany
T ) ) ’ ) ! !
Address: Strest Clly ' ZIP Coda Telephons:
Name of Schoal: Grade Level! Gender
. - OMale 0O Femalo

Parenl or Guardian: Address (of parent/guardiany:

I am unable to abtaln the required dental examination bacause:
O My child is enrolied In the free and reducad lunch program and [s not coverad by private or public dental Insurance
(Medlcald/KidCars). : .

My chilid Is enrolled in the free and reduced tunch program and is ineligible for public insurance (Medicald/KldCare).

My child is enrolled In Medleald/KidCare, but we ere unable to find a dentist or dental clinic in our communlty that Is
abla to see my chlld and will accept Medicaid/KldCare.

My chlid doss not have any type of dental Insurance, and there sra no low-cost dental ciinice in our communily that
will see my chlid,

Dale

Signatura

" Ifiinals Dapartment of Public Health, Divislon of Oral Health, 535 W. Jefferson SL, Springfleld, IL 62761
217-785-4898 » TTY {hearing lmpatred use only) 800-547-0466 + www.idph.state.ll.us
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