
Children's Services of Virginia, Inc. 
 

DENTAL EXAMINATION VERIFICATION 
 

 
 
Child’s Name:_____________________________ 
 
 
Dentist: __________________________________      Date of examination:________________ 
 
 
Dental health status: (Circle One) Good          Fair          Poor 
 
Treatment provided on this date:___________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
Recommendations:______________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 
 
 
Next appointment:_______________________________ 
 
 
 
_________________________________________________ 
Dentist Signature 
 
 
_________________________________________________ 
Date 
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