(6-mo (12-mo (18-m  (_____  Patient Progress Report

Family: 
________________________________________ 
Patient:
__________________________

This report gives us an opportunity to tell you how well this patient is doing to support a successful treatment outcome.  It also gives us an opportunity to evaluate our treatment goals and modify them as needed to provide you with the best possible care.  Thus far:

· Treatment is progressing well and is On Schedule.




COMMENTS:  ________________________________

· Treatment may be getting A Little Behind Schedule.



_____________________________________________

· Treatment is Behind Schedule.














_____________________________________________



3  
=  
Doing Very Well

2  
=  
Could Be Better
1  
=  
A Satisfactory Treatment Result may be compromised unless improvement is shown.
______
Keeping Scheduled Appointments 
  ( Improving

______

Tooth Brushing and keeping the braces clean and free from tartar
  ( Improving

______

Taking Care Not To Break the braces and removable appliances
  ( Improving

______

Wearing the Headgear the required ______ hours per day
  ( Improving

______

Wearing Rubber Bands the required ______ hours per day .
  ( Improving

______
Wearing the ____________________ the required ______ hours per day .
  ( Improving

Comment: __________________________________________________________________________________

Thank you for the opportunity to report on the progress of your orthodontic treatment.  A copy of this report has been forwarded to your family dentist.  Please note; our practice can only provide you with a periodic evaluation of the progress of orthodontic treatment, your family dentist must provide you with your routine cleaning and dental examination.  If you have not had a dental examination and cleaning in the past six months, you are probably due.

Treatment Request
    of  Dr. _____________________________________________

In order to maintain this patient's oral health, please provide him or her with the following:

· Routine Cleaning and Examination    ( Fluoride Treatment    ( Other ___________________________

· This patient has an appointment with you on: ______________________________

· This patient reports having had an appointment with you within the last six months.

· Please contact this patient for an appointment if they are due for their normal cleaning.

      Signature: ____________________________________               Date: ________________________

1st Copy: Patient   2nd Copy: Family Dentist   3rd Copy: File 



















































Practice/Patient Teamwork


























