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 Have your Dentist fill out and return to your School Nurse at:  

healthservices@hbgsd.us  or Fax: 717-703-4333 or 717-703-4040 

 
 

COMMONWEALTH OF PENNSYLVANIA 

DEPARTMENT OF HEALTH 
 

PRIVATE DENTIST REPORT 

OF A STUDENT OF SCHOOL AGE  

 
NAME OF CHILD’S SCHOOL        BIRTHDATE____________________ 

 

 

NAME OF CHILD: 

 
 

 

Last First Middle 

 

AGE 

 

SEX 

 

  

M F 

 

GRADE 

 

SECTION/ROOM 

 

   
 

No. and Street                     City                 State            Zip 
 

 

REPORT OF EXAMINATION:  Use ‘d’ and ‘D’ for Primary and Secondary Teeth with Decay 

 TOOTH CHART  
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      Decay: (d, D) 

      UPPER 
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Decay: (d, D) 

      LOWER 
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Treatment completed today:_________________________________________________ 

  

 Is All Treatment Complete? Yes   No    

            

                                     
 

Date of Dental Examination 
 

 
       X         X 

Signature of Dental Examiner Print Name of Dental Examiner 
 

 
             ________________________________________________________ 

Address Stamp for Practice                                                              Office Phone Number 

        If No:  

 Tooth Numbers needing Fillings:  _______________________________ 

 

 Referral To Specialist: __________________________________________ 

mailto:healthservices@hbgsd.us

