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Dental Visit Sign-In Sheet 

 

Dental Consultant Name: ______________________________ 

Time Exams Began: ________ Time Exams Ended: _________ 

Accompanying H/N Specialist: __________________________ 

Center Name: __________________ LOC ID: _____________ 

FSW Name: ________________________________________ 

Date of Examination: ______________ 

Children that received the examination (ONLY WRITE IN THE CHILDREN WHO ARE 

PRESENT FOR THE EXAM AND WERE SEEN BY THE DENTIST): 
 

1. ____________________ 

2. ____________________ 

3. ____________________ 

4. ____________________ 

5. ____________________ 

6. ____________________ 

7. ____________________ 

8. ____________________ 

9. ____________________ 

10. ____________________ 

11. ____________________ 

12. ____________________ 

13. ____________________ 

14.  ____________________ 

15.  ____________________ 

16.  ____________________ 

17.  ____________________ 

18.  ____________________ 

19.  ____________________ 

20.  ____________________ 

21.  ____________________ 

22.  ____________________ 

 

 


