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Oral Assessment
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The following services have been performed {please check all that apply) o _ 7 ) .
| O Examination 0 ruoride application O Oral prophylaxis {deaning) ] Prescription for fiuoride supplement '
[ O3 Orthodontic assessment O Radiographs [J pentat sealant 0 Treatment (restoration, pulp therapy) !
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The follow_ﬁflg_- oral hygl_ens instruction was provided {please check all that apply)

[ Toothbrushing O Fiossing 1 Dietary counseling (3 use of flvoride mouthsinse
] Oother _ T ————

The following statements are applicable (plesse check all that apply)
=3 AE Bpplicable A i T ————ee

O All necessary preventive services have been performed. (Flucride treatment, prophylaxis)

O ne restorative services are required at this me. !
| {3 rurther treatment s Indicated.(See comments)
3| Further appeintments have been arranged. (Orthodontic, restomtive) i
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D_ Routine recall visits recommended. |
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