
Bridgeport Preschool Dental Form  

Student Name:__________________________________ 

Dentist Name, Address and Phone 

Number_____________________________________________

____________________________________________________

____________________________________________________

_____________________________ 

Date of Visit:___________________________________ 

Services Received 

___Dental Exam 

___Cleaning 

___Flouride 

___Screening Only 

___Additional 

Treatment___________________________________________

___________________________________________________ 

___Would not cooperate 

 

 Dentist Signature________________________Date:________ 


