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2. Dentist:

A. Complete and sign the box below

[0 No treatment is necessary
[0 Treatmentis in progress

[0 Treatmentis complete

Dentist’s Name (Print): phone: - -
Address: City: State: ZIP:
Dentist’s Signature: Date:

B. Fax this form to the School-Based Dental Provider:

Name:
Fax Number:

Traditional Chinese




	1.  父母或監護人：
	□ 需要緊急牙科治療
	請在 7 天內帶您的孩子去看牙醫。
	2. Dentist:

