
 

H.O.P.E.  P.O.Box 752 Hayes, VA. 23072.   (804)-684-2555  / Fax (804)-642-6722 

Dental form. 
 
 
Name of Child:____________________________Birthdate:_______________________ 
 
 
This is to certify that: _______________________________________had a dental  
                                                 (Name of Child) 
 
Examination on: ___________________________ 
                                              (Date) 
 
 
Dental Work Performed Included: 
 
________________________________________________________________ 
 
________________________________________________________________ 
 
________________________________________________________________ 
 
Recommendations Include: 
 
________________________________________________________________ 
 
________________________________________________________________ 
 
________________________________________________________________ 
 
 
 

__________________________________ 
(Signature of Dentist or Dentist Designee) 

 
 

___________________________________ 
       (Date of Signature) 
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