
I certify that ____________________________________________

received a dental cleaning at ____________________________

on the date of__________________________________________

Patient Was Cavity Free!     qYes    qNo   Hygienist Initial ____

Hygienist Name _________________________________________

Hygienist Signature ______________________________________

(Print Patient’s Name)

(Date of Cleaning)

(Dental Practice Name)

(Print Name)

(Print Name)

When form is returned, hygienist name will be entered into our prize drawing.

**When form is returned, hygienist name will be entered into our prize drawing.(910) 642-4529 • www.t imotheeorthodont ics.com


