



Supplemental Questionnaire




         CONFIDENTIAL
Patient Name:





Patient ID:


Date:






Last

First

MI

Please answer the following questions by circling Yes or No and describing the requested information.

1.
What is your main reason for seeking orthodontic treatment?



Please explain:











2.
Have you previously had orthodontic treatment?................................................................................................................ Yes
No

Please explain:












3.
Has anyone in your family had a history of orthodontic treatment?.....................................................................................
Yes
No


Please explain:











4.
Has anyone in your family had an underbite or other problem with jaw growth?................................................................ Yes
No

Please explain:












5.
Have you ever had injuries to your face, mouth, or teeth?..................................................................................................
Yes
No



If so, describe those injuries.





                                 


6.
Have you ever had oral habits, such as thumb or finger sucking, gum chewing, or nail biting?...........................................Yes
No



Please explain:














Are these habits current?










7.
Have you had a dental check-up in the last year?..................................................................................................................Yes
No



If so, when?














What is your dentist’s name?











8.
Do you brush your teeth daily?..............................................................................................................................................Yes
No

How often do you brush?










9.
Do you floss your teeth daily?................................................................................................................................................Yes
No

How often do you floss?










10.
Do you use supplemental mouth rinses?................................................................................................................................Yes
No

If so, what do you use?





  




I CERTIFY THAT THE ABOVE INFORMATION IS COMPLETE AND ACCURATE.

Date:


Signature:












         
(If patient is a minor, include printed name and signature of parent or legal guardian)

