


Dentist:  

 

_______________________ 

 

Name:  _________________________ Age: _____   Sex: ____  Date: ______________ 

 
1. Profile: ________________  

 
2. Dentition 

 

Right          Left 

  6           6   

  6           6   

 

3. Angle Classification 

   Right side    Left side 

 Molar Canine Molar Canine 

Class I     

Class II      

Class III     

 

4. Overbite: ____Normal   ____Deep  ____Open  ____% 

 

5. Overjet: ____ Normal   ____Severe   ____Under bite  ____mm 

 

6. ALD:    Maxillary:    Mandibular: 

 Crowding ____                   Crowding ____ 

 Adequate                         Adequate  

 Space   ____                   Space   ____ 

      

7. Midlines: 

   

 

 

8. Cross bite:               None ________ 

    

Anterior ________ Posterior ________   

 

9.   Abnormal Frenum: _________________________ 

10. Oral Hygiene:             _________________________ 

11. Maxillary Midline Diastema: ___ Yes  ___No     

12. Mandibular Posturing:            ___ Yes  ___No     

13. Tongue Thrust:               ___  Yes  ___No     

 

NOTES:  

______________________________________________

______________________________________________ 

______________________________________________

______________________________________________ 

______________________________________________ 

______________________________________________ 

______________________________________________ 

______________________________________________ 

  

  

TREATMENT PLAN:  

 

 

 

 

 

 

 

ES   ESTIMATED TREATMENT TIME:  

        __________________   months  

Seen by: 

DR._________________  

 

DOB: ____/____/_____ 

Letter to patient sent  

 

Letter to dentist sent  

 

Referral letter sent  
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