
White's Family Services 
(Mail Form to Your Regional Office)  

 
Dental Examination 

 
 
Name:         Foster Parents:       
 
Date of Birth:     Age:   Address:       
 
Social Worker:              
 
Insurance Company:      Telephone Number:      
 
Policy Number:       Medicaid Number:      
 
 
 
Teeth:                
 
                
 
 
 
 
Gums:                
 
                
 
 
 
 
Oral Hygiene:               
 
                
 
 
 
 
Recommendations:              
 
                
 
                
 
 
 
 
 
                
  Physician’s Signature     Date of Examination  Phone Number 
 
 
 
                
 Physician’s Name (please print)    Clinic Name      
           Office Address 

http://www.pdfcomplete.com/cms/hppl/tabid/108/Default.aspx?r=q8b3uige22

