
H514.027 (2/2024)  COMMONWEALTH OF PENNSYLVANIA 

DEPARTMENT OF HEALTH 

PRIVATE DENTIST REPORT 

OF DENTAL EXAMINATION/SCREENING OF A PUPIL OF SCHOOL AGE 

NAME OF SCHOOL ____________________________________________ DATE  __________________ 20 ___ 

 NAME OF STUDENT 

_________________________________________________ 

 Last                                First                                 Middle 

DATE OF 

BIRTH 
GRADE SECTION/ROOM 

 ADDRESS 

_____________________________________________________________________________________________ 

No. and Street               City or Post Office              Borough/Township                County                  State             Zip 

REPORT OF EXAMINATION/SCREENING 
TOOTH CHART 
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Untreated Decay:   No  Yes 

Treated Decay:   No   Yes 

Sealants on Permanent Molars       No Yes 

Treatment Urgency:  None Early  Urgent 

________________________________________ 

 Date 

__________________________________________ __________________________________________ 

 Signature of Dental Provider                  Print Name of Dental Provider 

__________________________________________ 

Address of Dental Provider 
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	GRADE: 
	SECTIONROOM: 
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	First Name: 
	Middle Name: 
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	City: 
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	Zip: 


