FAMILY ARK
101 Noah’s Lane
Jeffersonville, IN 47130
812-282-8479

Record of Dental Trearment

Date of weatment: / /

Name of Chid:
First M1 Last

- Male / Female

Referral Source:

_ Foster Family:

DOB: / / Medicaid/Ins. H#:

Mark any carnies present:

Date Completed:
Carnes present or treatment needed:
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Identify misging teeth with an “X" 0)
Dlease check the appropriate box
Oral Hygiene O Excellent 0 Good O Faur O Poor
Gums 0O Healthy 0 Faur O Poor
Treatment Administered:
Further Recommendations:
Dentist Signature: Date:
Printed Dentist Name; Tele. #
Dentst Addzress: Cury:

State: ZIP:




