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  Date ______________ 

 

                                                                  Introducing ____________________________________________  

                                                                  Date of Birth ______________   Phone ______________________ 

                                        Referred by __________________________    Office ph.___________________ 
 

 

Mr./ Mrs.______________________________ is being referred to Align Center for the following: 

 Comprehensive Occlusal Analysis/ Evaluation with collaborative complex restorative work. 

 TMD/ Oral Facial Pain Evaluation and Treatment 

 Integrative Postural Restoration Evaluation and Treatment 

 Airway/ Sleep Evaluation and Treatment 
 

Patient exhibits the following symptoms: 

 Malocclusion- (circle one) Mild Moderate Severe 

 Head/ Neck/ TMJ related symptoms.  

Describe: ______________________________________________________________________                      

    ______________________________________________________________________ 
 

Preliminary Oral Myofunctional Assessment reveals: 

                  ______________________________________________________________________ 

              ______________________________________________________________________ 
     

Palatal shape/ contour reveals:       Breathing Patterns    

o Fairly normal        Patients appears to breath with: 

o Deep palate with/without pronounced rugae    o  Belly 

o Tori present: Maxillary arch      Mandibular arch        Both   o  Chest 

o Asymmetrical Palate: Describe_____________________________  o  Neck muscle involvement 

          o Trapezius (shoulder) muscle involvement  

Body Symptoms: 

o Neck    

o Shoulder/Shoulder blades 

o Ribcage Prominence/Flare 

o Lower back 

o Hips 

Overall Impression: ______________________________ 

 

o Knees 

o Ankles/ Feet 

o Other: __________________ 

 

Pretreatment Records- We have included the following pretreatment records:

o  FMX 

o CBCT Scan 

o Periodontal Charting 

o Myofunctional Assessment Report 

by______________________ 

 

o Diagnostic Cast: (circle)  Mounted Un Mounted 

 In CO 

 In CR 

 

Our restorative plan following treatment: ________________________________________________________ 

___________________________________________________________________________________________ 
 

Special concerns for this patient: _______________________________________________________________ 

___________________________________________________________________________________________ 

Alice Lam, DDS 

Mike Cantrell, MPT, PRC 

James Guzman, PTA, CSCS, PRC 

 


