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PROOF OF SCHOOL DENTAL EXAMINATION FORM

TO BE COMPLETED BY THE PARENTS:

STUDENT NAME: ..ttt et e s st YEAR: e

STUDENT ID: v DATE OF BIRTH @ ooeiereeivevivecneeeees. AGE 1 i,

TO BE COMPLETED BY DENTIST:

Oral Health Status (Check all that apply)

No cavities or gum disease. Parents to be given credit for taking good dental care.
Cavities present, Treatment required.

Teeth cleaning or treatment of gum disease.

More care to clean teeth thoroughly

More dental care required

O O O O O O

Please visit the dentist as consultation is required to realign teeth.

Signature of dentist: .......c.cceeevierieeecieeieeee e, Date of Exam: ......cccovvevvveiieieens
DIENTISE’S LACEISE: .euuiiutietieeiiesiie ittt ettt et ettt ettt st ae e e e e bt e s bt et e e bt e sbeesbeenbeenbeenbeeneenseans

AT S, et e e e e e et e e e et e te ettt ———eetee ettt t t—————————————————————tteettttttrrran—————

.......................................................................................... Telephone: .......ccceeevveeiveiiieeiene




Students Medical Information

Students’ Profile

Frist Name ... SUMNAME .ot e
Nickname ..............ocoeeee. Blood Group ............. D Male D Female
P, Year .......... Date of Birth ............. [, Lo,

Home Address

Telephone: Home. ..., Mobile

Health Condition
Underlying Disease D YES (it D No

Routine Medication D Y ES i D No




Please check all that apply

{sA(Disease) {sA(Disease) {sA(Disease)
Wn wintiae-| Tatinang
Measles Frequent Common cold Anemia
Bgnala i Uamsiatiae”
Chicken pox Asthma Frequent headaches
AN anuau Tiﬂ'f?ﬁlu"’] U
Mump Pneumonia Others (please specify)
ARRL Julsm T e
Diphtheria Tuberculosis 2
lansu 14aanaan
Pertussis Dengue hemorrhagic fever
Tuvlaes antinuy
Typhoid Convulsion
Allergies: Medication...........cccoveeviiiiiinn, REACHON ..o
Allergies: FOOd........coooviiiiii REACHON. .. s
Surgery Day.........ce... Month............... Year...............




Immunization History

Immunization Record

Yes

No

¥

BCG Vaccine ( daduilasiusnulsn)

Hepatitis B Vaccine (1adutlasiulaFasuaniay )

Diphtheria Tetanus Pertussis Vaccine (3pddlasiulsanafu unansen lansw)

Polio (fA@ullale)

Heamophilus Influenzae Type B (1adulsAgy)

Rotavirus Vaccine (3ad119n1195%)

Measles Mumps Rubella Vaccine (Jaduilasiulsasin aneyu sineasii)

Vaccine Japanese Encephalitis Vaccine f?ﬂ%uﬁmuma”mmu)

o v

Hepatitis A Vaccine (p@utlasniuladasudniay 1a)

Typhoid (3aTulness)

o o & o

Influenza vaccine (Fpguilasiuldivinlve)

Chicken pox (dpTuilasiuagnala)

Additional Vaccinations 'Tﬂ%u%uj BIEZEST

Please provide details of any medical or physical condition requirements that will

help the school to take better care of your child during the school day.

Parent’s Signature

............ T FUT TP




