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Patient Questionnaire 
Please complete this questionnaire together with your child 4 times, once after one 

week, once after 3 months, once after 6 months, and once after 10 months (at the end of 
treatment) and bring it to each subsequent dental visit. 

Questionnaire to be completed after the first week 
Pain scale 

Please draw a mark with a pen to indicate the amount of pain that you experienced. 
For example, if high pain was found in the first week you may draw an X with the pen at 
the score 8 or 9. 

0-------1-------2-------3-------4-------5-------6-------7-------8-------9-------10 

 
Please indicate the area where you felt pain____________________________________ 

Degree of compliance 
How many hours per day was the facemask worn? Report an average number of 

hours:_______ 
Do you wear the facemask every day without being reminded by your parents?  

Yes      No 
Do you often ask to be allowed to remove the facemask?           Yes      No 
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When you don't want to wear the facemask my parents: 
explain to me that it is important for my teeth                      Yes     No 
they offer me a small reward (e.g., play a game I like)                Yes     No 
Problems with the facemask 
Have you had skin irritation (reddened skin) on your forehead?       Yes     No 
Have you had skin irritation (reddened skin) on your chin?           Yes     No 
Have you had irritation at the corners of your mouth?               Yes     No 
Have you had irritation on the lower lip?                          Yes     No 
Did you sleep badly with the facemask on?                         Yes     No 
Have you had any other discomfort due to the facemask?             Yes     No 
If yes, which ones? _________________________________________________________ 
__________________________________________________________________________ 

Questionnaire to be completed after 3 months 
Pain scale 

Please draw a mark with a pen to indicate the amount of pain that you experienced. 
For example, if high pain was found in the first week you may draw an X with the pen at 
the score 8 or 9. 

            0-------1-------2-------3-------4-------5-------6-------7-------8-------9-------10 

 
Please indicate the area where you felt pain____________________________________ 

Patient satisfaction scale 
           0-------1-------2-------3-------4-------5-------6-------7-------8-------9-------10 
          No satisfaction                      Greater imaginable satisfaction   
           with therapy                                  with therapy 

Degree of compliance 
How many hours per day was the facemask worn? Report an average number of 

hours: _______ 
Do you wear the facemask every day without being reminded by your parents?     

Yes      No 
Do you often ask to be allowed to remove the facemask?             Yes      No 
When you don't want to wear the facemask my parents: 
explain to me that it is important for my teeth                      Yes      No 
they offer me a small reward (e.g., play a game I like)               Yes      No 
Problems with the facemask 
Have you had skin irritation (reddened skin) on your forehead?      Yes      No 
Have you had skin irritation (reddened skin) on your chin?          Yes      No 
Have you had irritation at the corners of your mouth?              Yes      No 
Have you had irritation on the lower lip?                         Yes      No 
Did you sleep badly with the facemask on?                        Yes      No 
Have you had any other discomfort due to the facemask?           Yes      No 
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If yes, which ones?__________________________________________________________ 
__________________________________________________________________________ 

Questionnaire to be completed after 6 months 
Pain scale 

Please draw a mark with a pen to indicate the amount of pain that you experienced. 
For example, if high pain was found in the first week you may draw an X with the pen at 
the score 8 or 9. 

         0-------1-------2-------3-------4-------5-------6-------7-------8-------9-------10 

 
Please indicate the area where you felt pain____________________________________ 

Patient satisfaction scale 
          0-------1-------2-------3-------4-------5-------6-------7-------8-------9-------10 
       No satisfaction                       Greater imaginable satisfaction   
        with therapy                                with therapy 

Degree of compliance 
How many hours per day was the facemask worn? Report an average number of 

hours:_______ 
Do you wear the facemask every day without being reminded by your parents? 

Yes      No 
Do you often ask to be allowed to remove the facemask?             Yes      No 
When you don't want to wear the facemask my parents: 
explain to me that it is important for my teeth                      Yes      No 
they offer me a small reward (e.g., play a game I like)                Yes      No 

Problems with the facemask 
Have you had skin irritation (reddened skin) on your forehead?      Yes      No 
Have you had skin irritation (reddened skin) on your chin?          Yes      No 
Have you had irritation at the corners of your mouth?               Yes      No 
Have you had irritation on the lower lip?                         Yes      No 
Did you sleep badly with the facemask on                         Yes      No 
Have you had any other discomfort due to the facemask?            Yes      No 
If yes, which ones? _________________________________________________________ 
__________________________________________________________________________ 

Questionnaire to be completed after 10 months (end of therapy) 
Patient satisfaction scale 

           0-------1-------2-------3-------4-------5-------6-------7-------8-------9-------10 
       No satisfaction                       Greater imaginable satisfaction 
        with therapy                                with therapy 
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Degree of compliance 
How many hours per day was the facemask worn? Report an average number of 

hours:________ 
Do you wear the facemask every day without being reminded by your parents?         

Yes      No 
Do you often ask to be allowed to remove the facemask?         

Yes      No 
When you don't want to wear the facemask my parents: 
explain to me that it is important for my teeth                      Yes      No 
they offer me a small reward (e.g., play a game I like)               Yes      No 
Problems with the facemask 
Have you had skin irritation (reddened skin) on your forehead?      Yes      No 
Have you had skin irritation (reddened skin) on your chin?          Yes      No 
Have you had irritation at the corners of your mouth?               Yes      No 
Have you had irritation on the lower lip?                         Yes      No 
Did you sleep badly with the facemask on?                        Yes      No 
Have you had any other discomfort due to the facemask?            Yes      No 
If yes, which ones? ________________________________________________________ 
_________________________________________________________________________ 

Complications  
Patient name……………………………………………………………………………. 
Patient number …………… 
Date………………………… 
Describe the complication 
…………………………………………………………………………………………………

………………………………………………………………………………………………………
………………………………………………………………………………………………………
…………… 

Date of complication………………………Date of resolution……………………… 
Severe   Yes    No 
NOTE: In case of a SEVERE complication please fill out this form and inform the 

principal investigator 
Result Resolved without consequences  Resolved with consequences 
      Not resolved     Death  Unknown / Lost at follow-up 
Treatment of the complication for this event   No  Yes   (if yes, describe) 

______________________________________________________________________________
______________________________________________________________________________ 

Relationship with the study     No Possible Probable  Proven 
The complication resulted in hospitalization  Yes  No 

Date of admission……………………    Data of discharge……………………… 


