
 

                77 Shoe House Road York, PA 17406 ● Phone (717) 755-1033 ● Fax (717) 755-9993 

Name: __________________________________ 

DOB :___________________________________ 

DOP :___________________________________ 

Date of Exam: __________________________________ 

Dentist: ___________________________________ 

Program: ___________________________________ 

Remarks 

Xrays taken 
                     Yes ___          No___ 

Estimate of work to be completed: 

 
Agency Approval: Yes ___          No___                Approved By: __________________      Date: _____________ 

Follow up dates: 
_________________________ 

_________________________ 

_________________________ 

Record of Dental Examination 

_________________________ 

_________________________ 

_________________________ 


