
record transfer

TO: RE:

patient                                                             m  /  F

Date of birth              /              /        special healthcare needs    yes    no

legal guardian

first encounter chief complaint

last examination planned treatment:    completed         deferred         ongoing

oral hygiene:    excellent       good        fair        poor        non-existent caries history:   none        low        moderate        high

remarkable clinical findings radiograph history/date Professional preventive care Management of developing occlusion

 developmental anomalies

 fluorosis

 non-nutritive habits

 Malocclusion

 traumatic injury

 other ___________________________________________________________________

 BITEWINGs ___________________________________________________________

 Panoramic __________________________________________________________

 full mouth ________________________________________________________

 cephalogram ____________________________________________________

 other ___________________________________________________________________

 Fluoride (last tx _____________________________________________)

 Sealants (___________________________________________________________)

 Prescription fluoride/chlorhexidine 

 Dietary counseling

 Monitored eruption/growth 

 Appliances (_______________________________________________________)

 Retention (_________________________________________________________)

 Treatment completed (___________________________________)

COMMENTS

Behavior:   Cooperative       Previous difficulties        Ongoing considerations       Notes:

Adjunctive techniques:   Adjunctive techniques      Nitrous      Sedation      GA      Other:

Additional considerations: 

Patient Due for Recall: 

FOR ADDITIONAL INFORMATION PLEASE CONTACT 801.747.8000

signature of person completing form signature of attending dentist


