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Child Oral Health Assessment 

 
 
Date of Exam: ____/____/_____ Child’s Name: ____________________________________D.O.B. _____________ 
 

Assessment Type:    Exam   

 

Provider Setting:   Dentist/Clinic   School/Center 

Flossing Frequency: 
  Daily  Weekly  Occasionally  Never 

 
Number of Times Per Day Child Brushes Teeth:   _____   
 
Gum Condition:   

  Normal  Swollen  Bleeds Easily  Infected 
 

Dental Services Provided: 
 Fluoride   
 Cleaning   
 Oral Hygiene Instruction 
   No Further Treatment Needed 
 

Treatment Needed 
􀂅 Treatment _________________________􀂅 Cleaning 􀂅 Fluoride Supplement􀂅 Oral Hygiene Instruction 􀂅 Other 

_________________ 

􀂅 Appointment Date for Treatment to be completed __________________________________ 

Treatment Received 
􀂅 Received Treatment Date___________________________________ 
􀂅 Fluoride Supplement 􀂅 Pulp Therapy 􀂅 Cleaning 􀂅 Extraction 􀂅 Restoration 􀂅 Oral Hygiene Instruction 

􀂅 Other (Please explain) __________________________________________________________________ 

 

Provider Signature: ___________________________________________________   Date:  ___________________ 
 
Print Dental Practice Name: ___________________________________ Phone: ____________________________ 


