
    
    

  
 

  
 

  
  
  
  
  

  
 

  
 

  
 

  
 

  
  
  

 
  

 
  
 
 

PEARL RIVER SCHOOL DISTRICT 
PEARL RIVER, NEW YORK 

CERTIFICATE OF DENTAL TREATMENT

 To be mailed to: School Nurse 

This is to certify that dental treatment has been done on the following student: 

Name: ___________________________________________ 

Grade: _____________________________________________ 

Teacher: ____________________________________________ 

Signature of Dentist: ________________________________________ 

Date: ____________________________ 


