
EPSDT Dental Examination

	Patient’s Name:


	Date of Birth:


	Dental Exam Date:

	 FORMCHECKBOX 
 Initial Exam

 FORMCHECKBOX 
 Annual Exam

	Diagnostic and preventive care:




Findings:

 FORMCHECKBOX 
 Routine oral exam

 FORMCHECKBOX 
 Emergency palliative treatment

 FORMCHECKBOX 
 Prophylaxis

 FORMCHECKBOX 
 Fluoride treatment

 FORMCHECKBOX 
 X-rays

 FORMCHECKBOX 
 Other:



	Oral Surgery:

 FORMCHECKBOX 
 Simple extractions

 FORMCHECKBOX 
 Other:



	Minor Restorations:

 FORMCHECKBOX 
 Amalgam fillings

 FORMCHECKBOX 
 Composite fillings

 FORMCHECKBOX 
 Crowns

 FORMCHECKBOX 
 Other:



	Periodontics:



	Endodontics:



	Prosthodontics/Major Restorations:



	Comments:

	Dentist’s Name:

	Phone #:

	Dentist’s Signature:

	Date:


	Address:
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