Child Oral Health Assessment

DateCompleted: _ [ [ Name:
Completed By: 8 Head Start Staff Speciy:
0O Medical Provider  Specify:
Assessment Type: 3 Screening O Assessment
Provider Setling: 8 Home 8 Doctor/Clinic O Scheol/Center
O Employment 0 Other Specify
Oral Condition:
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Hey: @ Missing E Decayed @ Filed
Flossing Frequency: ) _
00 Daily 0O Weeldy O Occasionally O Never
Number of Times Per Day Child Brushes Testh: | | ]
Gum Condition:
0 Nommal O Swelten O Bleeds Easily 0 Infected
Dental Needs:
0O No Needs O Treatmernt {1 Cleaning
O Fluodde Supplement O Oral Hygiene Instruction
[0 Other: Specify
Other Options: [ Filling B Crown B3 Cleaning
{JBraces {1 Denlures O Other
Provider Signature: Date:

Print Provider Name:

* Please use back of form for general comments.

Pege gl




