Questionnaire 1
1. First and Last Name: ___________________________________________

2. Age:  _________________________________________________________
3. What type of EB has your child?

        a) Simplex                                                                                                                                                                                                                                      
  b) Junctional

  c) Dominant Dystrophic

  d) Recessive Dystrophic

  e) Kindler Syndrome

4.  After the diagnosis of EB in child is set did your treating physician recommended you to seek advice from dentist on the prevention of oral disease?
  a) Yes

  b) No

5. What are the reasons of previous visits to the dentist (you can select more than one answer) :
  a) To get the advice on how to prevent and maintain oral health of my child
  b) Regular Check-ups

  c) Only when the problem appears (caries, pain, swelling)

6. Does your child have regular dentist?

  a) Yes

  b) No

7. If you can choose, who would be your choice to work with your child:
a) Dentist who works in private practice

b) Dentist who works in nearest community dental center

c) Dentist who is trained to work with children with EB
8. During your visits to the dentist have  you so far experienced discomfort in the sense that  dentist  didn’t dare to carry out interventions  due to insufficient knowledge and experience in this area?

       a) Yes,dentists did not dare to carry out interventions

       b) No

                                                 Questionnaire 2
1. First and Last Name ____________________________________________

2. Regular check-ups are  :
      a) every 3 months

           b) every 6 months

           c) once a year

d) when problem appears

      3. Dentist has informed and trained me how to prevent and maintein oral

       health  of my child:
           a) Yes

           b) No

       4. Mainteining daily oral hygiene child uses (it can be more then one  

       answer):
          a) Toothbrush and toothpaste

          b) Dental floss

          c) Oral rinses

          d) All mentioned above

        5. Child brushes teeth:
         a) once a day

         b) two times a day

         c) more than two times a  day

         d) not every day
        6.Does child brush teeth in appropriate times(in the morning before 
        breakfast and in the evening before bedtime)?
          a) Yes

          b) No

       7. When unable to brush their teeth after a meal , do they rinse their mouth    

        with water?
           a) Yes

           b) No

       8.Head of child’s toothbrush is :
           a) Small

           b) Standard

           c)I don’t know

       9.Hardness of child’s toothbrush is:
           a) Soft

           b) Medium

           c) Hard

           d) I am not aware that toothbrushes come in varying degrees of hardness

      10.Do you use special toothbrushes for the surfaces you can not reach?
           a) Yes

           b) No

      11.When do you replace child’s old toothbrush with new one?
           a) Every 2-3 months

           b) Every 6 months

           c) Once a year

           d) When bristles don’t look nice

      12. Child’s toothpaste  contains fluoride?

           a) Yes

           b) No
      13.What oral rinse uses your child?
          a) Rinse with florides

         b) Rinse with Chlorhexidine

          c) Herbal rinses

         d) we don’t use rinses
      14. Did dentist proffesionaly apply highly concentrated fluorides during previous dental visits?
          a)Yes

          b)No
      15.Do you use products for dental plaque identification at home?
          a) Yes

          b) No

      16. Do you know that there are medications and supplements that do           

       not contain sugar?
          a) Yes

          b) No

      17. How many meals your child has during the day?
          a) 3 

          b) 4

          c) 5 and more

       18. Each meal lasts :
          a) 10 minutes
         b) 20-30 minutes

         c) More than 30 minutes

       19. The food that childs eats is:
          a) Solid but not sharp(chips,popcorn,etc.)

          b) Soft and puree 

       20. How offten child eat sweets daily?
           a) Once
           b) Twice
           c) three or more times
           d) doesn’t eat sweets 
       21. Does your child consume high – energy, natural and syntetic supplements            

       with sugar?
           a) Yes

           b) No

