
 

DENTAL EXAM and TREATMENT RECORD 

 

Name  __________________________  Date of Birth  _______________ 

 
To be completed by the Dentist at each exam.   Indicate missing teeth on diagram on reverse side. 

 

Date of 

Dental 

Exam 

Are there Decayed 

Teeth? 

If yes, which ones? 

Is there Gum 

Damage or 

Bleeding? 

Is there evidence 

of Improper 

Brushing? 

Is there 

Infection 

present? 

Description of Services 

Comments/Recommendations/Plan 

Include x-rays, fillings crowns, molds, etc. 

Signature of Dentist 
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            Right                Left 

                                     Indicate Missing Teeth with an X 
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