
 
 
 
 ORAL EXAMINATION FORM 
 
Name_________________________________________ Dentist__________________________ 

Date of Birth_________________________________ Clinic Name_____________________ 

Foster Parents________________________________ Address_________________________ 

Address______________________________________ Phone___________________________ 

Phone________________________________________ Examination Date_______________ 

Social Worker________________________________ Submission Date________________ 
 
  
Dental History 
 
Medical: 
Disease      

Allergies      

Heart-Lung      

Surgery      

 
 
Occlusion: 
Classification     

Eruption Schedule    

Anterior Alignment    

Reaction      

Muscular attachments    

Fluoride      

Current Medical Treatment: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Remarks: 
 
 
 
 
 
 
 
 
 
 

 Signature of Dentist___________________________________________________ 
 Thank you for your assistance. 
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