
DENTAL EXAMINATION 

Date _____________________________    School _________________________________ 

                   St. John's Lutheran School
DENTAL EXAMINATION 

Name ________________________________________    Grade ______________________ 
     (Last)  (First) 

I. Teeth ________________________    No. of Cavities _____________________

Restoration Done ______________________    Malocclusion __________________________ 

______________________________________________________________________ 

II. Soft Tissue _______________________________________________________

III. Recommendations or Remarks _______________________________________

 ___________________________________________________________________________ 

 ___________________________________________________________________________ 

HLTH 9 _________________________ D. D. S. 
(Signature) 




