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A dental examination is required by the School Health Act for students starting school for the 
first time, and for students in the third and seventh grade. If your child has had a dental exam 
within one year prior to a student’s entry into the grade where the exam is required please 
submit documentation of this exam using the private dental form. Your dentist can fax the 
completed form to the number above.  
 
We encourage you to see your own dentist as he/she can best follow your child’s progress and 
carry out any necessary treatments. However, if you choose to have his/her exam at school, 
please sign this consent form and return to the appropriate school. Please keep in mind that 
the school exam does NOT include treatment. Results of this exam will be sent home with any 
recommendations for follow-up care. Parental consent must be obtained prior to the 
examination. Please note any dental/health concerns that you have regarding your child. 
 
 
Please complete this section if you are choosing the school exam (please print clearly): 
 
 
Child name:____________________________________________    Grade:________________ 
 
 
I _____________________________________________ give my permission for my child 

__________________________________ to be examined by the school dentist.  

 

Parent Signature:________________________________________________  

Date:__________________ 

 

 
This for MUST be signed and returned to the school nurse no later than February 1st if you 
want your child to be examined by the school dentist.  
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