
Dear Parent/Guardian of   ________________________________: 
 
You have opted to have the required 7th grade dental exam completed by your family 
dentist.  This exam may have been done within the past year.   Your dentist will complete 
this form for you.  The form needs to be returned to your school nurse by December.   
 
If you have any questions, please phone your school and ask to speak with the school 
nurse. 
 
Sincerely: 
 
Cathy Smith R.N., C.S.N. 
Union City District Nurse 
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