Capital Area Community Action Agency, Inc.

Head Start Program

309 Office Plaza Drive

Tallahassee, FL  32303

(850) 201-2050 office        (850) 201-2057 fax

                                Verification of Dental Services
Head Start Center___________________________

Child’s Name_______________________________

Date of Birth__________________

Parent’s/Legal Guardian’s Name_____________________________________________________
Address___________________________________________________________________________

Home Phone _______________   Work Phone____________________         Cell_______________

Child’s Dentist Name________________________   Office Phone ___________________________

Office Address______________________________________________________________________
I _____________________________do hereby give my permission for the information below to be released

  (Parent/Legal Guardian Print Name)
about my child _____________________________ to the Capital Area Community Action Agency, Inc. Head Start Program.
____________________________________


_______________

(Parent/Legal Guardian’s Signature)                                                            (Date)

 ***********************************************************************************

                                      (To be completed by Dental Office Staff)

The following applies to this patient:

   _____________________________________ received a routine examination on _______________________.

 (Child’s Name)                           

                                     □      Needs no treatment at this time.

                        □       Needs treatment (Follow–up plan, include treatment date(s)________________
                                 _____________________________________________________________
                                 _____________________________________________________________
      □      Dental treatment completed on_____________________________.

                                                                        (Date)
                                            □      Needs a routine examination on____________________.
                                     (Date)
                        □      Needs the following services __________________________________________
                                  ____________________________________________________________
                                     □      Next Appointment is scheduled for_____________________________________
Comments:___________________________________________________________________________________   _____________________________________________________________________________________________
__________________________                             ___________________________________
                     (Dentist - Print Name)                                                           (Dentist Signature & Date)
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Capital Area Community Action Agency, Inc.

Head Start Program

309 Office Plaza Drive

Tallahassee, FL  32303

(850) 201-2050 office        (850) 201-2057 fax

Verification of Dental Services
This is to certify that ___________________________________      ___________

                                                     (Child’s Name)                                         (Date of Birth)                                         
is one of my patients and was last seen in my office on________________________ located at

                                                                  (Date of last visit)

____________________________________________________________________________.

(Dental office street address, city, zip code)

The following applies to this patient: (to be completed by dental staff)
______He/She has received a routine examination on ________________________.
                                 ______Needs no treatment at this time.

                         ______Needs treatment (Follow–up plan, include dates:____________________________

                                                ______________________________________________________________

                                                ______________________________________________________________

______ Dental treatment completed on_____________________________.

(Date)
______ He/She needs a routine examination in the month of ____________________.

______He/She needs the following services_______________________________________________

____________________________________________________________________________

_____________________________________________________________________________

______Next Appointment is scheduled for:_______________________________________

(Service(s) to be performed and Date (s)

Comments:______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________                             ____________________________________________
(Dentist Print Name)                                                                 (Signature of Dentist/Date)
**************************************************************************************
I _____________________________do hereby give my permission for the above information to

(Parent/Legal Guardian print name)

be released about my child _____________________________ to the Capital Area Community

(Child’s Name)

Action Agency, Inc. Head Start Program.
____________________________________



_______________

( Parent/Legal Guardian of Child)                                                             (Date)

