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You have been referred for evaluation of your facial and jaw structure. When facial bones are out of balance,
many things can be affected including your bite, how you look and your jaw function, like speech, chewing, swallowing
and breathing. The following information will help us in determining your situation and your areas of concern. Briefly
stateinyourownwordswhatyouwou|d| ikeeva|uated.

1. How long have you been aware of your condition.

2. Do you feel it affects the appearance of your face? lf yes, how?

3. Check any of the following that your condition affects:
a. chewing
b. swallowing
c. breathing
d. jaw joint motion

4. ls your condition causing pain?
5. lf it is, where is the pain?

6. Check if you have any of the following:

a. headache
b. neckpain
c. jawjoint
d. facial
e. chewing

a. thumbsucking problem
b. tongue thrusting
c. speech problem

7 Please check any of the following that apply to you:
a. sinus condition
b. frequent colds
c. mouth breathing
d. tonsill itis
e. difficulty swallowing

8. List in order of importance the conditions which you would like corrected:
a. bite
b. appearance
c. smile
d. speech
e. improve pain
f. improve jaw function
g. other

9. When would you like to have your condition corrected?


