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SEALANTS Condition
PRESENT Y N
Plaque Calculus Bleeding
REGIONAL EXAM OCCLUSION
Head WNL | Molar R Molar L O-Bite mm %
Neck WNL | CuspidR ____ CuspidL O-Jet mm COOPERATION: Good  Average  Poor
Skin WNL Midline ___ / Tongue Thrust Y N N
SOFT TISSUE Facial Asymmetry Y N Excessive Vertical Dimension Y N DL
Lips AB WNL | Crossbite / Bruxism Clenching
Frenum AB WNL | Space Loss/Arch Length
Palate AB  WNL | Supernumerary Teeth
Tongue . AB_WNL [ Congenitally Missing Permanent Teeth
Cheeks AB  WNL | Anterior Crowding: Maxillary? Y N Mandibular? Y N
Ankyloglossiag Y N | Permanent Root Resorption? Y N
| Gingiva AB  WNL | Orthodontic Referral? -
TMJ EVALUATION Max. Opening mm Deviation on Opening? |
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(Age 3 and over)

MED. ALERT

s CHILDREN’S CLINICAL EXAMINATION




