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Pediatric Airway & Orofacial Screening Questionnaire

As part of our commitment to whole-body health, we screen children for signs and symptoms
that may be associated with airway health, breathing, sleep, oral development, feeding, speech,
and orofacial function. This questionnaire is a screening tool only and is not intended to
diagnose any medical condition.

Please check Yes or No for each question.

Sleep
L Yes [ No Does your child snore 3 or more nights each week?

[JYes [JNo Does your child sleep with their mouth open?

[1Yes L[] No Have you noticed pauses in breathing, gasping, or choking during sleep?
[JYes [J No Isyourchild a restless sleeper ((moves around a lot)?

[JYes [ No Does your child grind their teeth while sleeping?

[JYes [J No Does your child sweat excessively while sleeping?

[1Yes [ No Does yourchild wetthe bed after age 5?

[J Yes [J No Does your child wake during the night?

[J Yes [ No Have nightmares or night terrors, sleep walk or sleep talk?

Breathing
LJYes [JNo Does your child usually breathe through the mouth during the day?

[l Yes [ No Does your child frequently keep their lips open while watching TV or using a
tablet?

LJYes 0[] No Does your child often have a stuffy nose when not sick?
L1 Yes [ No Does your child have frequent allergies or nasal congestion?
LJ Yes [J No Does your child wake with dry lips or a dry mouth?
Oral Rest Posture
[JYes [J No Are your child's lips usually apart at rest?
[1Yes [ No Can you often see your child's tongue between the teeth at rest?
[JYes [J No Does your child frequently drool?
[0 Yes [ No Does your child frequently lick their lips?
Feeding, Chewing & Swallowing
[J Yes [J No Did your child have difficulty breastfeeding or bottle feeding?
[l Yes [ No Does your child prefer soft foods (kids meal)?
LJ Yes [J No Does your child need water frequently during meal?

[1Yes [ No Does yourchildchew mostly on one side?
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[1Yes [ No Doesfood stay in the cheeks after eating?

[JYes [J No Does your child overstuff the mouth with food?

[1Yes [1No Does your childgag, cough, or choke while eating?
Oral Habits

[1Yes L[INo Pacifier use beyond 12 months?

[JYes [ No Thumb orfinger sucking beyond age 37

JYes [J No Nail biting?

[1Yes [JNo Chewing on clothing, pencils, or toys?

[JYes [J No Liporcheek biting?

Speech
[l Yes [ No Isyourchild's speech difficult for you to understand?

LJ Yes [ No Isyour child's speech difficult for others to understand?
LJYes [ No Frustrated when not understood?

[JYes [JNo Do you see your child's tongue sticking out between the teeth when they
talk?

[JYes [JNo Nasalsounding voice?

L] Yes [J No Hoarse voice?

[1Yes [ No Delayed speech/language?

[JYes [ No Does your child have a lisp?

[1Yes L[INo Doesyourchild stutter or repeat sounds/words?

[JYes [ No Has your child received speech therapy?

Medical & Dental History
[1Yes [INo Hasyourchildbeen told they have enlarged tonsils or adenoids?

[J Yes [J No Has your child had frequent ear or throat infections?
[1Yes [JNo Hasyourchildbeen diagnosed with a tongue tie or lip tie?
[l Yes [ No Isthere a family history of obstructive sleep apnea?

[JYes [INo Hasyourchildbeen told they have crowded teeth, a crossbite, or an open
bite?

Parent Concerns

[JYes [JNo Whatconcerns do you have about your child's breathing, sleep, feeding,
speech, or oral

habits?
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Provider Observations (Office Use Only)
U] Lips apart at rest

[J Mouth breathing observed
] Low tongue posture
L1 High/narrow palate
[ Tongue tie suspected
L] Jaw lateralization observed
L] Tongue thrusting
[J Enlarged tonsils noted
(1 Dental crowding
[J Crossbite/Open bite
[ Signs of bruxism
UJ Child has difficulty tolerating the reclined dental chair
L1 Active or recurrent dental caries
[J Gingival inflammation despite good oral hygiene
Referral Considerations
Strongly consider referral when any of the following are present:
* Snoring 3 or more nights per week
» Witnessed pauses, gasping, or choking during sleep
* Persistent daytime mouth breathing
* Enlarged tonsils/adenoids with sleep symptoms
* Multiple signs of oral dysfunction (low lip posture, tongue thrust, chewing/swallowing concerns,

prolonged oral habits)
* Significant feeding or speech concerns related to oral function

This questionnaire is a screening tool and should be interpreted in conjunction with a
comprehensive clinical examination.



