The Cuddle Zone Learning Center
Family Dentist Report

Student’s Name
________________________________________________

Address

________________________________________________




________________________________________________

The above named child last visited my office on:



________________________________________






DATE

At that time, all necessary dental corrections had been made.

_____________________




_____________________


     YES






        NO

If the answer is NO, please complete the following:

1.
Primary teeth


Fillings ____________ Extractions _____________
2.
Permanent teeth

Fillings ____________ Extractions _____________
3.
Diseases of supporting tissues 
_________________________________
4.
Gross malocclusion producing facial deformity or interfering with function


______________________________________________________________
5. 
Cleft Palate
________________

Cleft lip
_______________

Other congenital malformations
_________________________________
6.
Prosthetic replacements for missing teeth _____________________________
This child is currently under treatment.
YES ________
NO ________











         DDS





Signature
____________________________DMD





Address
________________________________







________________________________






By:   ____________________________







Date Signed: ______________________

Please return to: Michele McEllroy


The Cuddle Zone Learning Center, Inc.


445 Allentown Drive


Allentown, PA 18109


P:  610-434-2644


F:  610-434-3005








