[image: image1.jpg]



DENTAL REPORT 


I.  CLIENT INFORMATION (To be completed by Resource Parent)




II.  FACILITY INFORMATION (To be completed by Dental Office Personnel)





III.PATIENT’S DIAGNOSIS (To be completed by Dentist)

**Important:  Any type of dental surgery needs to be court authorized unless it is emergency surgery.  







Confidential case records pursuant to WIC 827

Distribution:  County/DCS/DCFS Social Worker, Foster Care Giver, Foster Agency Client Records

ALL CHILDREN AGES 3 AND UP MUST HAVE A DENTAL EXAM EVERY 6 MONTHS

   The heart matters foster family agency





Note to Physician:


The person specified below is a client of a licensed Community Care Facility.  These types of facilities are currently responsible for providing the level of care and supervision, primarily non-medical care, necessary to meet the needs of the individual clients.  This is a REQUIRED form that has to be submitted per court order. Please complete this form and return to the Resource Parent the date of visit to ensure compliance. 





Name:	














	





Date of Placement:





Telephone:





DOB:





Address:	Number		Street			City		State	Zip





Resource Parent:





Name of Facility:						Telephone:





Address:	Number		Street			City		State	Zip





Licensee’s Name:





Facility License Number:





Telephone:		





PLEASE CHECK:    DATE OF VISIT:   ______________________


Is this a Dental Exam?			□ Yes     □ No


Is this a Follow-up Visit?			□ Yes     □ No


Is Follow-up Action Needed by Foster Parent?	□ Yes     □ No





		








Name of Dentist:						





*If follow up is needed by Foster Parent, please specify:





Will there be any medication prescribed?  (If yes, please specify):





Office Stamp:





Additional information:








