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SUM Child Development, Inc. 
Dental Health Record 

(Preschool and School-Age Child) 
 

    Name of Child:_______________________________________________________________________ 
                           Last     First    Middle 
 
    Patient’s Address:_____________________________________________________________________ 
             
    Birth Date:_______________________                                              Class:______________________ 
 
    Has the child had previous dental care?      ____ Yes  ____ No   
 

 
 
      ***Please check if cleaning/fluoride completed. 
 

Date of exam Cleaning Fluoride Tooth Surface Material Description of Work 
       

       

       

       

       

       

 
    Routine Exam: 
       Next Check-Up Appointment Date: _______________________ 
    Dental Treatment Needed: 
     Next Treatment Appointment Date: ________________________ 
 
     All Treatment Complete:  Yes_______ No _______ Date Completed: _______________________  
    Comments or Recommendations: 
 
 
    I HEREBY CERTIFY THAT THE SERVICES LISTED ABOVE HAVE BEEN PERFORMED. 
 
    _________________________________________________________________________ 
    Dentist’s signature and office/address 
 
    __________________________________ 
    Dentist’s license no. 


