
ABIGAIL BOTTOMS NURSERY SCHOOL
450 Waverly Avenue, Ste #7

Patchogue, NY  11772
www.AbigailBottoms.com

DENTAL REPORT

My child ______________________________
                                                                                               (Child’s name)

has had his/her last dental checkup on __________________
                                                                                  (date)

By Doctor ______________________________________
                                            (Doctor’s Name)

_______________________________________________
                                                    (Address)

_______________________________________________
                                         (City)                                                                                    (Zip Code)

_______________________________________________
                                                                                             (Phone Number)

Parent’s signature ___________________________________


