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                                                                                                      PATIENT PRESCRIPTION FORM                                    
  
              CASEID: ……………………………………….     Date: ……/……/……….
1) CLINIC INFORMATION
a.	Doctor’s Name	:………………………………….................  Orthodontist’s Name.………………………………………………………………
b.    Clinic Address	:   ………..…………………………………………………………..………………………………………………………………………………
c.	Email ID	: ………..……………………………………………………………	Phone No……………………………………
2) PATIENT INFORMATION
a.	Name:   …………………………………………………….…………………… b. DOB:	……….../………../……………… c. Age/Sex:	M/F
3) CLINICAL DATA
a)	Chief Complaint :…………………………………………………………………………………………………………………………………………………......
………………………………………………………………………………………………………………………………………………………………………………………………..
b) Clinical Examination
I. INTRA -ARCH

	Upper
	Lower

	a. Crowding Yes No
b. Spacing Yes    No
c. Rotation Yes	 No
d. Arch Form Narrow  Wide  Normal
e. Malformation of teeth………………………………..
Specify tooth No. ……………………………………….
f. Missing tooth	 Yes	 No
Specify tooth No………………………………………..
 Maintain space  Close space
g. Implant crownprosthesisRestoration Specify tooth No………………………….
	a. Crowding	 Yes	 No
b. Spacing	 Yes	 No
c. Rotation	 Yes	 No
d. Arch Form  Narrow  Wide  Normal
e. Malformation of teeth…………………………………
Specify tooth No. ………………………………………..
f. Missing tooth  Yes	 No
Specify tooth No…………………………………………..
 Maintain space   Close space
g. ImplantcrownprosthesisRestoration Specify tooth No………………………….


II. INTER -ARCH

	Right
	Left

	
	
	I	II	III
	
	
	I	II	III

	a.
	Molar Relation
	
	a.
	Molar Relation
	

	b.
	Canine Relation
	
	b.
	Canine Relation
	

	c.
	Cross Bite
	· Ant.	Post. None
	c.
	Cross Bite
	· Ant.	Post. None

	

	d.
	Incisor Relation
i. Proclined
ii. Retroclined
iii. Overjet
iv. Overbite
	
· Yes	 No
· Yes	 No
· Inc.	 Dec.  Nor.
· Inc.	 Dec.  Nor.
	

	e.
	Midlines
	Upper	Lower
· Deviated	Deviated
· Normal Normal Specify	(mm.)
	



c) Any Other Clinical Conditions/Information
………………………………………………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………………………………………..

4) SUGGESTED TREATMENT INSTRUCTIONS
a) Treat	:	 Both Arches	 Upper Arch Lower Arch


b) Correct Crowding by	:	 Not Applicable
· Expansion	only if needed
· Proclination	only if needed
· IPR	only if needed
· Extraction (Specify)	only if needed


c) Correct Spacing	:	 Close all Spaces.	 Redistribute Spaces.	 Not Applicable


d) Correct Rotation	:	 Anterior	 Posterior	 Not Applicable


e) Arch Form	:	 Maintain	 Improve


f) Overjet	:	 Maintain	 Improve


g) Overbite	:	 Maintain	 Improve


h) Posterior Cross Bite	:	 Maintain	 Improve	 Not Applicable


i) Canine Relation	:	 Maintain	 Improve


j) Molar Relation	:	 Maintain	 Improve


k) Incisor Relation	:	 Maintain	 Improve


5)    Special Instructions :	…………………………………………………………………………………………………………………………………….

…….……………………………………………………………………………………………………………………………………………………………


6)   Payment Made: Rs.………………….……….Mode of Payment………………………………… Receiver’s Signature ……….……………….
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Signature & Stamp of Doctor/Orthodontist

No. – Number, Inc. – Increased, Dec. – Decreased, Nor. – Normal.
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