CHDP Dental Training: Oral Health Assessment and Referral

Review Questions

1. At what age should a child be referred for their first dental visit?

2. How often should a child in CHDP see a dentist for a routine dental exam and preventive
dental treatment?

3. How would you classify and document the following dental assessment?
(Fill in the PM160 form below.)
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4. How would you classify and document the following dental assessment?
(Fill in the PM160 form below.)
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How would you classify and document the following dental assessment?

(Fill in the PM160 form below.)
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6. How would you classify and document the following dental assessment?
(Fill in the PM160 form below.)
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