ANNUAL DENTAL EXAMINATION REPORT OFFAMILY DENTIST
to
VILLAWALSHACADEMY
455 Western Avenue ¢ Morristown, NJ 07960  973-538-3680

STUDENT'SNAME: AGE:
ADDRESS:
Thisistocertifythat canetone
Student's Name
on for anexam nati onof her
Month Day Year
teethwhi chl foundt obei n condi tion.
TEETH: _ Good _ Average _ Poor
OCCLUSION: = Good _ Average __ Poor
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X =Hasbeen extracted O=Tobeextracted Temp=Temporay Un=Unerupted

Imp=Impacted Dev=Devita Df=Defectivefilling G.Cr.=GoldCrown C=Caries

Date: Signature:

Address;

Number and Street

City State Zip



