Child s

Address

Hame of

LET ) Date
First Middle Lask
Hasme of child s general dentist or pedodontist
child's oral surgeon periodontist

CHILD DEMTAL HISTORY

Date of child's last visit to dentist

Freguency of brushing

Freguency of flossing

Type of

Summarize child's previous dental care

toothbrush

Attitude toward previous dental care

What 1s your description of the orthodontic probles
Attitude toward possible orthodontic treataent

What facial changes would you like see, if any

Does ch
Bite
Clenc
Brind
Have
Have
Have
Have
Have
Hear
Hear
Hawe
Houth
Houth
Flay
Rest

ild:
I1pB: = &% o ai's & s
h teeth when awake. .

teeth when asleep. .
any sensitive teeth .

bleeding or sore guss .

frequent headaches. .
pain in jaw joink . .
limited jaw opening .
sounds in jaw joinkt .
Finging in ears . . .
speech probleas . . .
breathe when awake .

breathe when asleep.
a ausical instrument.
B EHIM o « & & o o

Thrust tongue when swallows.

Hear

Does child have other oral habitsi{biting cheeks,

partial dentures. . .

Type of toothpaste

Frequency of check-ups
Time of day when child brushes

Time of day when child flosses

Yes
Tes
Yes__
Yes__
Yes_
Yes
Yes
Yes_
Yes
Yes
Yes

Yes
Yes
Yes
Yes

Yes
Yes

Does child have brothers/sisters/parents who have had previous orthodontic .

Hay we reguest child s sedical and dental records if necessary .
IF YEE TD ANY OF THE ABOVE, please describe--when, for what,

what type, until what age, etc.

Was child breast fediage ko I Yes No
Wo__ Was child bottle fedi{age to I Yes No
Mo___ Has child ever:

Mo Been inforsed of extra teeth. . . Yes____ No__
Mo Been inforsed of sissing teeth. . Yes__  No_
No___ Consulted other orthodontist. . . Yes___ No__
No__ Had an injury to chin . . . . . . Yes___ No___
Mo Had an injury to face « + + + « « Yes___ MWo__
Mo Had an injury to head . . . . . » Yes____ No___
No____ Had an injury to south. . . . Yes___ No___
Mo Had an injury to teeth. . . . . . Yes___ No___
No Had any baby teeth extracted. « Yes____ WNo____
No____ Had any second teeth l:trn:tld. « Tes___ Mo
Mo Had jaw lock open or closed . « Yes____ MNo___
No____ Had previous orthodontic care . . Yes___ MNo__
No___ Bucked a pacifieriage___to__ J, . Yes____ MNo__
Mo __ Sucked finger(s) flage_ to__ J. . Yes__ MWo___
Mo____ Sucked thusb fage___to__ J. + « « Yes___ MNo___
fingernails, ice;, pencils, etc.iYes____ No____
« Yes____ No____

s G dm . . Yes Mo

fuse back for additional spacel

by whom, from whos, how often,

Additio

Informa

nal coasents
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(Gignature - relationship to child)
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