

	Date of Dental Screening: 
	Provider Name please print: 
	Phone: 
	Provider Business Address: 
	Student First name: 
	Birth Date: 
	Student last name: 
	Telephone: 
	Parent or Guardian: 
	City: 
	County: 
	Street Address: 
	Name of School: 
	Grade Level: 
	Male: Off
	Female: Off
	Treatment Needs: Off
	Screening Provider: Off
	Today's Date: 


