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District of Columbia Oral Health (Dental Provider) Assessment Form

oo aemerorconme | PAFENt/Guardian Instructions: * * k
Part 1: Please complete all sections including child’s race or ethnicity. Please indicate the ward of your home address, list WE ARE
primary care provider, dental provider, and type of dental insurance. If the child has no dental provider and is uninsured, then il

DEPARTMENT OF HEALTH |  please write “None” in each box.

Part 2: By signing this section the parent or guardian gives permission to the dentist or facility to share the oral health
information on this form with the child’s school, childcare, camp, Department of Health, or the entity representing this
document. All information will be kept confidential. This form will not be completed without parent/guardian signature. The
parent/guardian must sign, print and date this part.

A3

Part 1: Child’s Personal Information (to be completed by the parent/guardian)

Child’s Last Name: Child’s First & Middle Name: Date of Birth: Mm/DD/YYYY Gender: School or Child Care facility:
M [ F| Grade:
Parent/Guardian Name 1: Telephone 1: Home Address: Ward:
O Home [ cell [Jwork
Parent/Guardian Name 2: Telephone 2: Emergency Contact: Telephone:
[ Home [cell [ work

Race Ethnicity: []White Non-Hispanic  [] Black Non-Hispanic [JHispanic [ Asia or Pacific Islander [ Other

Primary Care Provider (Medical): Dentist/Dental Provider: Type of Dental Insurance:
[] Medicaid [] Private Insurance [] None [“]Other

Part 2: Required Parent/Guardian Signatures

Parent/Guardian Release of Health Information:
1 give permission to the signing health examiner or facility to share the health information on this form with my child’s school, childcare, camp, or Department of Health.

PRINT NAME of parent/guardian: SIGNATURE of parent/guardian: Date:

Dental Provider Instructions:

Part 3: Indicate Circle Yes or No in finding column. For Yes, please explain in Comments Section.

Part 4 Indicate whether the child has been appropriately examined and if treatment is complete. If treatment is incomplete, refer patient for follow up care.
Dentist must sign, date, and provide required information.

Part 3: Child’s Findings and Parent Recommendations (please indicate in finding column)

Findings Comments
Gingival inflammation
Plaque and/or calculus
Abnormal gingival attachments
Malocclusion

Treated Dental Caries

Cdcheck box if Urgent

z

Untreated dental caries

Sealants on permanent molars

Cleft lip and palate

CONFIDENTIAL FORM

|_Ginghvatinflammaion YN
| Plague andiorcatoutss | YN
|_Abnormal gingival atachments | Y N
| Malocousin v N
| Treated DematCaries | YN
| Untieated centatcaries | YN
|_Seatants on permanent motars | Y N
| Cleftipandpate YN
| Proventative services completed | Y N

Preventative services completed What kinds of preventative services were completed?

[prophy I Fluoride [ oral Hygiene

Part 4: Final Evaluation/Required Dental Provider Signatures

This child has been appropriately examined. Treatment []is completed []is not completed [Junder treatment [] refused treatment [] no necessary.
The child has ongoing [T] urgent [] non-urgent treatment needs and is under treatment [] by me or [“]has been referred to:

DDS/DMD Signature: Print Name: pr, Charles Coulter, DDS / Dr. Jerome Casper, DMD

Address:5225 Wisconsin Avenue, NW Suite 604 Washington,DC 20015 Fax: 2023641386 Phone: 2029660045 Date:

District of Columbia Health Certificate:

This Form replaces the previous version of the District of Columbia Oral Health (Dental Provider) Assessment Form used for entry into DC Schools, all Head Start programs, Childcare providers,
camps, all school programs, sports or athletic participation, or any other District of Columbia activity requiring a physical examination. The form was approved by the DC Department of Health and
follows the American Academy of Pediatric Dentistry (AAPD) Guidelines on Mandatory School-Entrance Oral Health Examination. AAPD recommends that a child be given an oral health exam
within 6 months of eruption of the child’s first tooth and no later than his or her first birthday. The DC Department of Health recommends that children 3 years of age or older have an oral health
examination performed by a licensed dentist and have the DC Oral Health Assessment form completed. This form is a confidential document. Confidentiality is adherent to the Health Insurance
Portability and Accountability Act of 1996 (HIPAA) for the health providers, and the Family Education Rights and Privacy Act (FERPA) for the DC Schools and other providers.



User
Typewritten Text

User
Typewritten Text

User
Typewritten Text
5225 Wisconsin Avenue, NW Suite 604 Washington,DC 20015	

User
Typewritten Text
2029660045

User
Typewritten Text
2023641386

User
Typewritten Text

User
Typewritten Text
Dr. Charles Coulter, DDS / Dr. Jerome Casper, DMD




