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L Name, Address Age.
2.Referred by.

3. Describe your problem__

4. Which side harts? Right Left 8oth

5. For how long?.

6. Ts the poin constant or intermittent?

7. Ts the poin worse in the morning, af ternoen or evening?.

8 Does it hurt you to meve your jow?__________ To chew?.

9.0n the figures below, please outline where your pain is:

10, Does your jow make noise?  Clicking

When? For how lang?
11 Hos your jow ever locked open? Closed?
When? How often

12. Tf your jaw does not make noise or lock now, has it ever n the past?

Describe
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1. Headaches y N
2. Neckaches Y N
3. Shoulder Pain Y N
4 Ear Pain Y N
5. Ringing in the sars Yy N
6 Dizziness Yy N
7. Change in hearing Yy N

14. Do you grind or clench your teeth?
At right During the day

15. Do you have sore or sersitive feeth? ¥ N
16. Do you have frouble getting fo sleeg? ¥ N

Do you sleep well? vy N
17. Do you consider yourself to be under alot of stress? ¥ N
18. Have you ever had nervous stomach, ulcers or skin disecse? Y.
19. Do you have or ever hod arthritis? y N
20, Canyouremember ery injery toyour jaw?> ¥ N

I yes, Please describe.

21, Do you take medications for the pair? y N
If yes, what?.
22. Doyou take medieations for relaxation? ¥ N
If yes, what?.
23, Have you had any freatments for your problem? Yy N
1f yes, what kind?
1. Bire Splint Y N 6. Orthodontics
2. Medication y N 7. Surgery
3. Physical Therapy y N 8, Other
4. Counseling ¥ N
5. Occlusal Adjustment ¥ N
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