
Bellevue Public Schools 
“Proudly serving the Bellevue/Offutt community” 

 

 

 

Kindergarten Dental Examination 

 

 Child’s Name ________________________________________________ 

 Date ________________________________________________________ 

 ______ Completed the necessary dental work. 

 ______ Scheduled for further dental care. 

 ______ No further dental care is necessary. 

 _______________________________________ 

  Dentist 

 

 Please return this form to the school. 
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