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Name: DOB

Early Head Start and Head Start Programs are required to obtain a statement from a dental healthcare professional
determining whether a student is up-to-date on a schedule of age appropriate preventive oral health care. The Texas
Health Steps Dental Periodicity Schedule is utilized to determine age appropriate.
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Dental Treatment Received? Yes No
All treatment completed? Yes No

More appointments needed for treatments? Yes No

° Next appointment for treatments: Date Time

Referred to:

Comments:

Next routine appointment date: Time
(Every 3-6 months)

Provider Signature Date

Print Provider Name

Address Phone
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