
spectrum | Dental/Vision Exam 

Client Name: _________________________________         Appointment Date: ____________________ 

Provider Reporting: ____________________________________________________________________ 

Location: ____________________________________________  Phone: ___________________ 

Address: ____________________________________________  Doctor: ___________________ 

Circle One:     Dental / Vision 

 
Brief description of treatment given:  
 
 
 
 
 
 
 
 
Treatment needs / follow up:  
 
 
 
 
 
 
 
Additional Notes:  
 
 
 
 
 
 
 
Recommended Renewal:  
 
 
 
 
 
 
Exam completed by: __________________________________________  Date: ____________________ 
 
 
Agency Nurse Review: _________________________________________  Date: ____________________ 
 


