ORTHODONTIC REFERRAL FOR CATHERINE McCANNY

DATE OF REFERRAL

REFERRING DENTIST

Pradtice Tdgphore No:
E-Mal Address
PATIENT DETAILS
SURNAME FIRST NAME
ADDRESS
POSTCODE DATE OF BIRTH SEX
TELEPHONE NUMBER (HOME) (WORK)
MEDICAL HISTORY

PATIENTSCOMPLAINT (PLEASETICK)

[JAPPEARANCE OF MAXILLARY [JDEEP BITE
ANTERIORTEETH OIMPACTED TEETH

[JAPPEARANCE OF MANDIBULAR [ DIFFICULTY/PAIN WHEN CHEWING
ANTERIORTEETH CMISSING TEETH

[1TOP TEETH STICK OUT (OVERJET) OOTHER

COGUMMY SMILE

CJOPENBITE

DETAILSOFMALOCCLUSON (PLEASETICK ORDETAIL)

OVERJET [0 0—6mm [ 6—=12mm [ >12mm
CROSSBITE [TNONE [JANTERIOR [JPOSTERIOR
[1NO DISPLACEMENT ON CLOSURE
[1 DISPLACEMENT ON CLOSURE
MAXILLARY CANINE POSITION
[JBUCCAL [JPALATAL [JUNSURE
STAGE OF DENTAL DEVELOPMENT
(1 DECIDUOUS [OMIXED [JPERMANENT
PLEASE DETAIIL
TEETHWITH POORPROGNISS

TEETHWITH HISTORY OF TRAUMA

MISSING TEETH

IMPACTED TEETH




