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EVERGREEN

SERVICE PROVIDERS

DENTAL FORM

PATIENT: DATE:
DENTIST NAME:
ADDRESS:
PHONE:

MEDICATIONS & DOSAGES
REASON FOR VISIT:

SIGNATURE OF PERSON MAKING REPORT:

X-RAYS TAKE: YES NO Upper Teeth Enupt
Lontral Incisor 18 Yeurs
REMARKS: ﬁF Latnral Incisor 83 Years

NNA E‘—_ Canine (Cuspid) 1142 Yewrs
f<) 4 Fist Premwlar 10-1% Years

Y LA {hesd bicwrpie)
E Swmd Pumdar 10-12 Years
f
(B { wst hioiar 67 Yours
I r:[ SecondMolr 1213 Years
» ,L. Third Moﬁm’ 1724 Years
| ﬂ Q e Tt
Lowar Teoth Erupt
DATE OF NEXT VISIT: ~ I i _
f ;E, .;.,,__ a gl&m 17-21 Yeurs
: (B socondMoar  1-13 Yours
7_
( ;& #J—— First Molar -7 Yours
DENTIST SIGNATURE: o / Second Premotar 1112 Yours
t\;‘f»k._ {peoand blouspid)
\;/\ A i,“,?‘ J:{.%"“’ 1012 Yoars
AN § i
= ’PL_ Conine (Cuspid) 940 Yeurs
. : Lateral Intisot 78 Yoars
DATE: . Cotral Incisor 5.7 Years
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