
Dear parent/guardian, all children must have a dental examination at least annually beginning at one year old.  

Please ask your child’s dentist to complete this form and return it to Head Start/Early Head Start. Thank you!  
 

SHARE HEAD START/EARLY HEAD START 
 

Mailing address: PO Box 10204, Greenville, SC 29603 Location: 254 South Pleasantburg Drive, 

Greenville, SC 29607 Phone; 864-233-4128   Office Fax: 864-233-4019 Center Fax (864) _______-________   
 

Dental Examination/Treatment Form 
 

 Patient Information 
 

Name_____________________________________________________ Date of Birth _______________ 
Child or pregnant women (PW) 

Address _____________________________________________________________________________ 
 

Phone _______________________________ Head Start/EHS Center ____________________________ 
 

Dental Insurance (check all that apply) ___ Medicaid    ___ Private     ___ Other        ___ None 
  

 Current Oral Health Status 
 
 

This provider is a dental home for this patient.    ___ YES ____NO 
  

Does the child/PW have any teeth with untreated decay?    ____ yes (decay)      ___ No (decay free) 

Does the child/PW have teeth previously treated for decay, including fillings, crowns, or extractions? ___yes ___no 

Are there any treatment needs?  ___ Yes, urgent        ___ No, not urgent        ___No treatment needs 
 

 

 Oral Health Care Services Provided During Visit 
 

 

Diagnostic/Preventive   Counseling/Anticipatory Guidance Restorative/Emergency 
   

 Examination  __ yes __ no        yes       no    Filling                  __ yes __ no 

 X-rays  __ yes __ no       Crowns                __ yes __ no 

 Cleaning  __ yes __ no Referral to Specialty Care   Extractions  __ yes __ no 

 Fluoride         __ yes      no              yes ___ no                 Emergency care __ yes __ no 

 Dental sealants __ yes __ no ___________________________  Other: _____________________ 

Risk assessment __ yes __ no          (please specify Specialist)                       (please specify) 

 Future Oral Health Care Services 
   

 

All treatment completed: __ yes __ no                     Next recall date: ____/_____ (month/year)  

More appointments needed for treatment?         __ yes __ no 

If yes: approximate number of appointments needed: ___ Next appointment: Date:_______ Time:_____ 
 

    

 Additional Information for parents, Head Start /EHS staff, and Medical Providers              
 

______________________________________________________________________________ 

 
 Oral Health Provider’s Contact Information and Signature  
 

Date of service ____________________________Date of statement (if different) ______________   
 

Dental Providers Name (print)______________________Signature ________________________ 

Address_______________________________________________________________________  

Phone______________________________ 

Fax________________________________  

E-mail _____________________________  
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