Delaware Oral Health: 
Evaluation and Referral Worksheet






Client Name:____________________________           ___     
Date of Birth:______________________________
        _
	Primary Reason for Evaluation or Chief Complaint: 

	Oral health risk factors:
	Y
	N
	Notes

	Active dental decay in past year? 
	
	
	

	Currently experiencing oral pain, easily bleeding gums or other issues? 
	
	
	

	History of oral surgery or extracted teeth? 
	
	
	

	Medical conditions:

· Pregnancy 

· Disability

· Saliva-reducing medication

· Diabetes 

· Cardiovascular disease

· Obesity
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	History of tobacco use? 
	
	
	If yes, current tobacco user? 

	Child-specific risk factors:
	Y
	N
	Notes

	Family member/s with active decay? 
	
	
	

	Sleeps with a bottle continually at night? 
	
	
	

	Outside mealtimes, use bottle/sippy cup with beverage other than water? 
	
	
	

	Senior-specific risk factors:
	Y
	N
	Notes

	Have dentures? 
	
	
	

	Ever screened for oral cancer? 
	
	
	

	Preventive behavior:
	Y
	N
	Notes

	Brush twice daily with fluoridated toothpaste? 
	
	
	

	Floss daily? 
	
	
	

	Dental home and visit within past 12 months? 
	
	
	If no, date of last dental visit: 

	Live in fluoridated community and drink tap water?
	
	
	

	Frequent consumption of sugary/starchy snacks and beverages (i.e., more than three times daily)?  
	
	
	

	Oral examination (medical providers only): 
	Y
	N
	Notes

	Obvious white spots (demineralization)?
	
	
	

	Obvious decay (brown/black discoloration)? 
	
	
	

	Obvious plaque buildup and/or bleeding gums? 
	
	
	


Oral Health Assessment: Any checked item in shaded area indicated high risk for dental disease 
□ LOW RISK


□ HIGH RISK

Oral Health Plan: 
□ Needs urgent dental referral: 

Appointment date: __________________________________________________ 
Dentist name/phone: ________________________________________________

Dentist location: ____________________________________________________

□ Needs routine dental referral: 

Appointment date: __________________________________________________ 
Dentist name/phone: ________________________________________________

Dentist location: ____________________________________________________

□ Has transportation needed for appointment travel 

□ Provided take-home education materials 

□ Dispensed toothbrush and toothpaste

□ Established preventive behavior goals (e.g., dental home, self-care, healthy diet, etc.) 
1.________________________________________________________________

2.________________________________________________________________

3.________________________________________________________________

4.________________________________________________________________

5.________________________________________________________________

Completed By: _________________________________________________________________ 
Completed Date: _______________________________________________________________ 

Follow-Up Date: ________________________________________________________________
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