Arkansas Department of Human Services

Division of Children & Family Services

Initial Dental Examination
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	Surface
	Problem/Treatment Needed
	Treatment
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	Soft Tissues

Neck
	Normal
	Abnormal
	Child’s Behavior
 FORMCHECKBOX 
 Cooperative
 FORMCHECKBOX 
 Shy and Timid


 FORMCHECKBOX 
 Crying
 FORMCHECKBOX 
 Fearful


 FORMCHECKBOX 
 Defiant
 FORMCHECKBOX 
 Precooperative

Management
 FORMCHECKBOX 
 Nitrous Oxide
 FORMCHECKBOX 
 General Anesthesia


 FORMCHECKBOX 
 Premedication
 FORMCHECKBOX 
 Other ___________

Prescriptions:  

Return Date:  

Signature  

Print Name  

Address:  

City:  
  State  
Ph. # 
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	Floor of Mouth
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	Gingiva
	
	
	

	Other Findings  


Other treatment performed today:
 FORMCHECKBOX 
 Cleaning
 FORMCHECKBOX 
 Topical Fluoride


 FORMCHECKBOX 
 X-rays
 FORMCHECKBOX 
 Other _________

Accompanied by:
 FORMCHECKBOX 
 Foster Care Provider
 FORMCHECKBOX 
 Family Service Worker


 FORMCHECKBOX 
 Health Services Worker
 FORMCHECKBOX 
 Other
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1 Copy - Child’s Case Record        1 Copy - Health Specialist/Health Services Worker


