PATIENT LABEL
SALISBURY DISTRICT HOSPITAL

ORTHODONTIC DIAGNOSIS AND TREATMENT PLAN

	Date of Exam


	Age



	Referring Practitioner
	GDP



	PMH


	PDH



	Problem


	Presenting Complaint



	Height                                                                           cm


	Weight                                                                    Kg



	SKELETAL PATTERN
	SOFT TISSUES
	TEETH

	  A-P                      FMPA      LAFH     ASYM

1  (     Mild  (     Av    (     Av    (     No   (
2  (     Mod  (      Inc   (     Inc    (     Yes  (
3  (      Sev   (      Dec  (     Dec  (   Chin Point
                                                                  R / L
Max  (  Correct  (  Retro  (  Prog  (  VME (
Mand (  Correct  (   Retro (     Prog     ( 

Chin  (  Av          (  Small  (     Strong  ( 
	  LIPS           LIP LINE   HABIT

Comp     (    Av     (         No     (
Incomp   (    High  (        Yes    (
Lip Trap (    Low   (        Prev  (
  FACIAL AESTHETICS

Upper lip length ____ mm

1/1Exp rest____mm

          smile____mm

ELINE on  (  behind  (  ahead  (
NLA     av  (  obtuse  (  acute   (
	Erupted ___________/_________ 3/ palp    /3 palp 

                                    /                       B / P      B / P

OH              Good   (      Fair    (      Poor   (
Gingivitis    No       (      Mild   (      Sev    (
Caries______/______ Restored ________/_______

                      /                                            /   

Trauma______/______ Hypoplasia______/______

                        /                                            /



	LOWER LABIAL SEGMENT
	UPPER LABIAL SEGMENT

	  INCLIN       ALIGNMENT                      LR3          LL3

Av      (          Aligned      (    Mild    (      MA    (     MA    (
Pro      (          Crowded   (    Mod     (      Upr    (     Upr    (
Retro  (          Spaced       (     Sev     (      DA     (     DA    (
                       Irregular     (
	  INCLIN          ALIGNMENT                           UR3            UL3

Av        (           Aligned      (      Mild    (           MA    (       MA    (
Pro       (           Crowded     (      Mod    (           Upr    (       Upr    (
Retro    (           Spaced        (      Sev     (            DA    (       DA    (
                           Irregular     (

	INCISOR REL’N
	OVERJET
	OVERBITE
	CENTRELINES
	CROSSBITES

	I       (           II/int (
II/1   (           II/2   (
III     (      Bimax   (
	______ mm
E:E displ  (
	Av   (     Comp     (     Incomp   (
Inc   (     Trauma  (     E:E         (
Red  (     Palate    (    

AOB    _____ mm 

Contacts_____/_____

                        /
	  Right     Centre      Left

Upper ___ mm ( ___ mm

Lower ___ mm ( __ mm

Diastema  (  ____ mm
	No   (   Yes    (     Scissors    (
____________/____________

                        /

Disp    (       ____mm

Initial__________/__________Contact                 /

	BUCCAL SEGMENTS AND MOLAR RELATIONSHIPS
	TMJ SYMPTOMS

	Aligned   (      Crowded    (
Spaced    (   ___________/___________

                      /
	RIGHT MOLAR   I   (     II   (      III   (
                                ¼  (     ½   (      ¾    (
RIGHT CANINE  I   (      II   (      III   (
                                ¼  (     ½   (       ¾   (
	LEFT MOLAR  I  (    II  (    III  (
                            ¼  (   ½  (    ¾   (
LEFT CANINE  I  (    II  (    III  (
                            ¼  (   ½  (     ¾  (
	No     (       Yes     (

	RADIOGRAPHS
	CEPHALOMETRICS

	OPT          (
L CEPH    (
UAO         (
OTHER    (
	Unerupted __________/___________  Absent ___________/____________

                                      /                                                          /   

Caries    ___________/____________

                                    /
Bone Levels

Roots

	SNA                     MMPA              

SNB                     1:MxP               

ANB                    1:MdP             

SNMxP

LAFH

1:NPg

	IOTN
	IOFTN

	DHC

AC
	

	PROBLEMS
	TREATMENT PLAN

	
	

	OUTCOME

	


