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NEW DIRECTIONS EARLY HEAD START 
DENTAL SCREENING 

 
Child’s name: _________________________________________________ 
Birth date: _____/_____/_____   Initial Screening Date:____________ 
Dentist/Clinic:  ________________________________ None:  ____________ 
Date of Last Exam:  _______________ Never:  ____________ 
 
  6 mo 6 mo 6 mo 6 mo 6 mo 6 mo 

Date       
Parent/CFS Initial       
 
Dental habits screening: 
 Parent wipes gums prior to eruption of teeth 
 Regular brushing (morning, evening, after meals) 
 Use of Fluoride toothpaste and/or supplements 

 Use well water 
 Use Fluoride treated water 

 
Behaviors: 
 Bottle to bed containing liquid other than water 
 Frequent snack habit 
 
Complaints: 
 None 
 Pain 
 Other: _________________________________ 
 
Visual Examination: 
 No obvious internal mouth swelling/sores 
 No obvious swelling/blisters of face or lips 
 No obvious abnormality of gums and teeth 
 
Gum Condition: 
 Normal  
 Swollen 
 Bleeds Easily    
 Infected 
 

  

Date and note any changes  
since last screening 
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Tooth Condition:   
 No abnormalities 
 Abnormalities 
 No discoloration 
 Discoloration 
 No decaying 
 Decay 
 Unidentified substances on teeth 
 
Current Status: 
 No urgent needs 
 Urgent treatment necessary 
 Emergencies 
 Other: ______________________________ 

 
Comments:    Oral Health information given 
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Place an x on the teeth that have come in and date. 
 

Initial Screening 
Parent Signature:  _______________________________ Date:  _________________ 
 
NDEHS Staff Signature:  _________________________ Date:  _________________ 
 
  

Date and note any changes 
since last screening 
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