
Introducing  ____________________________

Referred by Dr.  ________________________

Please Evaluate
 o Comprehensive Orthodontic Exam
 o Interceptive Orthodontic Exam
 o Surgical/Orthodontic Exam
 o Crossbite 
 o Overjet
 o Crowding
 o TMJ
 o Mouth Breathing
 o Oral Habits
 o Other:  ___________________________

Panorex or Full Mouth Series
 o Sent with patient
 o Forwarded upon request
 o Not available

 Your appointment time is: 

______:______

on

______/______/______

1910 S Meridian Rd, Ste 100, Meridian, ID 83642
208.893.5151    howellorthodontics.com


