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oUESTIoNNAIRE FOB PATTENTS W|TH TEMPCIRo,MANDTBULAR JOTNT (TMJ) DYSFUNCTION
Patient Age 

- 

Occupation Date
Address

zip Phone (

Referred by: Phone (

Address zip
Others who are or have been treating this problem:

Docton
Address
Docton
Address

GENERAT SYMPTO,TilS
l. When did you first notice this condition?

Describe changes since then:
2. Your problem ;s in your: ear- jaw=--.-* jaw-ioint , teeth- facp , neck- e.ye . back of

hearl . other

3.
1.

ls it located in the right- left- or both side. , neither-
Do you feel any difference betr,veen the two sides? 

-yes 

4o
Describe:
Would you call it pain- simple concem-- suffering:_ other (describe)
Does it hurt or is it just uncomfortable or I
Describe:

5.
6.

7.

8.
9.

10.
1':.
12.
'! 3.
1 .1.

'i 5.
15.
17.
18.

r9.
20.

)1

22.

_yes
_yes
_ye5
_yes
_yes
_yes
_ye5

-ye5
_yes
_ye5
_yes

no
ao
no
no
no

_no
no
ao
no
no
no

Does the pain or diromfort disnrrb yoursleep?
Does the pain or discomfort interfere with daily activities?
ls there constant or recurring pain _Right _Left Wher

Where
Where
Whe

Eurning pain
Dull, aching pain
Stabbing severe pain -Right -Left

-Right -Left
-Right -Left

Can you locate a specific site of pain_Right _Left Where
Does it hurt when yotr chewt where?
Does it hurt to open wide or take a big bite?
Does your jaw make "clicking or poppingl' sounds when you che*?
Does your jaw "feel tired" after a big meal? 

-Right -Len
-Right -Left

26.

-yes 

rro

_yes qo

_yes no

_yes no

77. 

-yes 

no

28. 

-yes 

no
Wherel

Popping clicking or
Sratins sorlnd in the jaw- 

-Right

Nuurbness Right Left
Stuffiness in ears- _nigrrt 

-teftRinging in earr- 
-Right -LeftThrobbing in ears- 
-Right -LeftTears in €:yes- _Right 

-LeftDiziness 

-_yes -no
Difficult to swallow 

-yes 

*..-no

Headaches-
Neck pain< -Right

-Right

-yes 

no Do you have ear pain? Whe4 Whe

23.
24-
25.

-yes 

no Do you have pain in front of dre earsl Whe

-yes 

no Do you have pain in the face, jaws, eyes, drroat, neck or temple region? Describe:

-yes 

no Do you sutfer from chronic headaches? Whenl
Where

-yes 

no ls the.condition worse in the momin8--..----.--- during dre day- orening:..- during sleep
ing-- after eating:- after speaking-
Do you prefer one side in cher,ving- which sidp
Do you cherv exclusively on one side? Which side?-
Has anyone heard yotr grinding in your sleep? 

- 
yes 

-no 
during day? 

-yes -no
When?
Are you
When?

Hor often?.
aware drat you clench yor.rr teeth during the day?- yes-no during night?_yes_no

How often?
Have you eryer had chronic neck, shoulder, or back paini
How long?
Do you notice any of the following:
Hearing los<

-Right -Left
-Left
-Left
-Left

-Left

Pain in teeth on arising- 
-Right



Was there
Describe

evef an accicjent or a blcnv to iawt. 

-yes 

no

2. 

-yes 

qo

3. 

-yes 

no

4. 

-yes 

no

5. 

-yes 

no

6. 

-yes 

no

Have you ever had a whiplash? When?
Any Treatrnent
Was there a strain or sretching of the jaw zuch a: in yawning, during a dental procedure; while chewing
or opening the mouth wide? Describe
Have you ever had "nervous stomach" or "ulcers?"
lf so, how long? 

-
Taking medications?

Have you ever had digestive problems or colitis?
lf so, how long? Taking medications?

Do you have pain in abdomen?- Hot Flashes? Night sweatr?-

8.

9.
!0.
tI.

Troubleinbreathing-Areyoufrequentlynauseated?-lfso'wheu

7. Relative to these conditions, have you conzulted anodrer Specialistl
tf so, what was the narure of treatrnent
Under medical treatment now fon

-yes 

no Do you take medication for the pain?
lf so, what?-How ofteGow mucL

-yes -no 

Have you had rheumatic fever?- When?

-yes 

no Have you recently had a cold- throat int'ectiorL-. tooth infection-?

-yes 

rlo Do you have high blood pressurel- Your most recent blood preszure w2<

Taking medication?
12.

-yes 

no Have you had x-rays taken prior to the development of this condition?

DENTAT HISTORY

1. 

-yes 

no
l. 

-yes 

no
i. 

-yes 

oo

4. 

-yes -no

l3.-ye5-noFemalesonly:Takin8BirthControlpills?-Type
Ti[in Eormone or Clandular medications?- Type

Do you have headaches with menstruation?- With Mernpause?-

Are any of your teeth worn badly- very loose- sore-
Have you had teeth extracted within the past 3 years?

Recent fillings? Recent crowns/Bridges
Other
l'lave you wom braces or had your teeth straightened? lf so, when?

Ey Who
5. When were vour last dental x-rays

coNcLUDTNC QUESTTONS:
1. What ooes this problern keep you

By Whom

irom doingl

2.

Other Pertinent Comments vou wish to adci

Descrrbe your diet:
.r. Sreakf a st

b. Lunch
c. Dinner
d. Snacks/other
e. Vitamins. Minerals- other

- 
;OR DOCTOR'S USE

KEY QUESTIONS - (STATTC & FUNCTTONAL EXAM)

1. 

-yes

2. 

-yes

l. 

-yes

J. 

-tes

5. 

--yes
6. 

-yes

7. 

- 

yes

_no
__no
_no

-no
-no
-no
-no

Difficult to Open lVide?
Parrrf ul to Open Wide?
Notice any Clickinq?
Notice any Headachesl R

Earaches; Neck Painl
Do You Want To Cet Well?
What Does This Problem Keep You From Doing?

20

30
40

!l ro ! o t ro !! 
-

Treatment Altematives/Recommendations:


