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CF/H-5a 

 
 

CHILD/FAMILY SERVICES 
DENTAL CARE REPORT 

 

 
Head Start Facility: ________________________________ Date:        
 
Child’s Name              
          Last                    First   Birthdate 
 

            
PARENT AUTHORIZATION:  I hereby give my consent for the dentist named below to send a dental care report to 
Head Start designated health staff. 
AUTHORIZACIÓN DEL PADRE: Yo, por la presente, doy mi consentimiento al dentista nombrado abajo para que 
mande el reporte al Programa Head Start. 
 
Parent/Guardian Signature:  _________________________________________________________ 
 
Designated Health Staff Signature:  __________________________________________________ 
 

 
 
Name of Dentist:             
    
Address:         Phone: ________________________________ 

Please complete and/ or fax to designated health staff listed above. 
 

 
DENTAL CARE PROVIDED: 
         Date Provided  
 

Initial examination and x-rays  __________________ 

Dental Cleaning  __________________ 

Fluoride/Varnish Applied  __________________   

Receiving Treatment  __________________   

Complete/No Further Treatment __________________ 

**If exam/treatment was unable to be completed, please state reason:___________________________ 

_______________________________________________________________________________________________ 

Examining Dentist Signature:                              Exam Date:    ________________ 
 

Examining Dentist Name:       ______________________________
     (PRINT Dentist Name) 
 
  

Distribution:          White – Child’s Health File; upon completion by dentist        Yellow – Health File     
 


