IAngel Learning Center

5513 D.M. rivera St. Poblacion Makati City

DENTAL EXAMINATION
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Treatment Needs (check all that apply)

O Urgent Treatment — abscess, nerve exposure, advanced disease state, signs or symptoms that include pain, infection, or swelling
O Rest:)rative Care — amalgams, composites, crowns, etc.

[ Preventive Care — sealants, fluoride treatment, prophylaxis [

a

Other — periodontal, arthadontic

Date of Dental Examination

Signature of Dental Examiner Print Name of Dental Examiner

Return Slip :
To be filled up by Private Dentist and returned to School after Dental Defects have been corrected.

Name of Student

|s the Child under treatment O Yes [0 No
Treatment completed O Yes O No
Rernarks

Name of Dentist Date



