
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


