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Tongue Thrust (supplemental)

SPS

S P E E C H - L A N G U A G E  &
O C C U P A T I O N A L  T H E R A P Y

7 5 0  H a m m o n d  D r i v e
A t l a n t a ,  G A  3 0 3 2 8
4 0 4 - 4 5 9 - 9 1 9 2

NOTICE

If you are coming to Speech Pathology Services for a Tongue Thrust Evaluation, please complete this supplemental form in 

addition to either an Adult Case History or a Pediatric Case History form.

Dental History

Describe any previous and/or current dental/orthodontic treatment (i.e. braces, teeth extractions, etc.):                 ______________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________

Describe any dental accidents that may have occurred (include dates):                     ____________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Describe your concerns about you or your child’s speech/dental health:                  ___________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

If any other family members have speech/dental difficulties, please describe:        ___________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________
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