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ORAL HEALTH ASSESSMENT

Name_____________________________________ DOB: ___________  
  Date of Assessment_______________ 
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Completed By:  Dental Provider (print name or stamp)   
                 

Assessment Type:




􀂅 Examination   􀂅 Screening   􀂅 Treatment
Oral Health Condition:
􀂅 Good     􀂅 Moderate    􀂅 Severe     

Dental Needs:      
􀂅 Preventive Care   
    􀂅 Bitewing Films   􀂅 Cleaning   
    􀂅 Fluoride Supplement   􀂅 Fluoride Varnish  

    􀂅 Oral Hygiene Instruction   􀂅 Sealant 􀂅 Other ____________

􀂅 Treatment of Decay (Please indicate below)
     􀂅 Extraction   􀂅 Pulp Therapy   􀂅 Restoration   􀂅 Other ____________
      􀂅 No Needs
Treatment Received: 
      􀂅 Preventive Care   
            􀂅 Bitewing Films   􀂅 Cleaning   􀂅 Fluoride Supplement   􀂅 Fluoride Varnish  


􀂅 Oral Hygiene Instruction   􀂅 Sealants
  􀂅 Other ____________
     􀂅 Treatment of Decay (Please indicate below)

􀂅 Extraction   􀂅 Pulp Therapy   􀂅 Restoration   􀂅 Other

Tooth #             Surface              Description                                           Date Completed

_____               ________           _____________________________        _____________   

_____               ________           _____________________________        _____________

_____               ________           _____________________________        _____________

_____               ________           _____________________________        _____________

_____               ________           _____________________________        _____________

_____               ________           _____________________________        _____________

_____               ________           _____________________________        _____________

_____               ________           _____________________________        _____________

_____               ________           _____________________________        _____________

_____               ________           _____________________________        _____________

_____               ________           _____________________________        _____________

Counseling/Anticipatory: 􀂅 Yes   􀂅 No       Referral to Specialty Care:   􀂅 Yes   􀂅 No     
Comments: ___________________________________________________________________________

Follow up treatment needed: 􀂅 Yes 􀂅 No   Date and time of next appointment______________________________

 Provider’s Signature______________________________________             
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RCCDC STAFF ONLY BELOW THIS LINE                                                                                                                                                      
Date received by RCCDC ______________ Reviewed and received by: __________________________________
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