Miami-Dade County

Community Action and Human Services Department MIAMIDADE
Head Start/Early Head Start Division COUNTY

Dental/Oral Health Exam Record

CHILD'S NAME: BIRTH DATE:
HEAD START/EARLY

HEAD START CENTER: CLASSROOM:
HISTORY:

ALLERGIES: I

Please complete the following information for the Head Start/Early Head Start Program.
(Mark an “X"” next to ALL boxes that apply.}
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| certify that | have completed the services indicated above and that the ftemized charges do not PROVIDER STAMP HERE:

exceed my usual and customary fees.

Examined By (Print Name) Signature Date

Parent/Legal Guardian Signature Date
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