Greater Kansas City Dental Society

“Give Kids A Smile” Day

Reporting Form

Please return form to GKCDS office or fax to 816-737-5340.
Location of treatment: 
Street: 


City:   

Zip:  


State Legislators in district     Senator:  


  of facility (if known):
Representative: 

Patients treated:
Age
Number
Age
Number  
   
  6
_______
 10
_______


  7
_______
 11
_______


  8
_______
 12
_______


  9
_______
Others 
_______


Total patients: 


Procedures and fees:  So that we can report project totals, please have staff tally the procedures you provide and indicate your average fees.  Thank you. 


Procedures
Number
 Procedure Fee
Total 
Exams


_______




X-rays


_______




Prophies


_______




OHI


_______



Fluoride Txs


_______





TB/Floss/Supplies


_______


1 Surface Restorations


_______



2 Surface Restorations


_______



3 Surface Restorations


_______



4 Surface Restorations


_______



Pulpotomies


_______



Extractions


_______




Sedative Fills


_______



Sealants


_______



SS Crowns


_______



Endodontics


_______



Other


_______



Totals: 




Volunteers:  

 
Title
Number
Names

Dentists


_______
______________________________


Hygienists


_______
______________________________


Dental Assistants

_______
______________________________


Others



_______
______________________________

