[image: Immagine che contiene testo, emblema, simbolo, Marchio

Descrizione generata automaticamente]

QUESTIONNAIRE
Patient Data:
Surname____________________________________First Name_______________________________________
Place and Date of Birth_____________________________________  Age in months______________________
Nationality_________________________________Citizenship_________________________________________
Address__________________________________________________    Phone__________________________
Date of completion: ____ / ____ / _______

Parent Questionnaire
Breastfeeding and Feeding

1.Was your child breastfed until six months of age?

☐ YES
☐ NO

2.Was your child bottle-fed for more than one year?

☐ YES
☐ NO

3.Has your child used or is still using a pacifier?

☐ YES
☐ NO

3a.  If yes, did he/she use it beyond the age of 2?

☐ YES
☐ NO

Oral Habits

4. Does or did your child suck his/her thumb (or other fingers)?

☐ YES
☐ NO

4a. If yes, did he/she suck their finger beyond the age of 3?

☐ YES
☐ NO

5. Does or did your child bite his/her nails?

☐ YES
☐ NO

6. Does the child have the habit of biting or sucking pens, pencils, or other objects?

☐ YES
☐ NO

7. Have you noticed whether your child sleeps or used to sleep with their mouth open?

☐ YES
☐ NO

8. Does he/she have the habit of clenching or grinding teeth (bruxism)?

☐ YES
☐ NO

9. Does the child have excessive drooling?

☐ YES
☐ NO

10. Does he/she have difficulty chewing or prefer soft foods?

☐ YES
☐ NO

Thank you for your participation.
image1.gif




