OCCLUSAL/TEMPOROMANDIBULAR JOINT QUESTIONNAIRE AND EXAMINATION

Name:__________________________________________ Age:________ Date:____________

                                         Sex: _____Male     _____Female

PLEASE ANSWER ONLY THE “YES OR NO” PART TO THE FOLLOWING QUESTIONS.

     YES    NO

1.  ____   ____ Have you ever had orthodontic treatment?

2.  ____   ____ Have you ever had periodontal disease (pyorrhea)?

3.  ____   ____ Have you ever been treated for a “bad bite”?

4.  ____   ____ Do you have extensive dental crowns and bridges?

5.  ____   ____ Do you wear a removable partial denture?

6.  ____   ____ Do you have missing back teeth and no replacement?

7.  ____   ____ Have you ever been treated for problems of your jaw joint or for facial 
    muscle spasms?

8.  ____   ____ Do you ever awaken with an awareness of your teeth or jaws?

                         ________________________________________________________________

                         ________________________________________________________________

9.  ____   ____ Are you aware of clenching your teeth during the day?

10. ____  ____ Have you ever been told that you grind your teeth during sleep?

11. ____   ____ Do your teeth hurt from biting?

12. ____   ____ Do you have any pain or soreness around your eyes, ears or other 
     parts of your face?

                          Where?_________________________________________________________

                          For how long?____________________________________________________

                          Has it changed?___________________________________________________

13. ____   ____ Do you have “tension Headaches?”

                          Where?_________________________________________________________

                          For how long?___________________________________________________

                          When?__________________________________________________________

                          What kind of pain? (eg. Throb, dull, sharp)_____________________________

                             ______________________________________________________________

14. ____   ____ Do you have migraine headaches?____________________________________

                          ________________________________________________________________

YES    NO

15. ____   ____ Do you frequently have neck aches or stiff neck muscles? 

                           For how long?___________________________________________________

                           Where?_________________________________________________________

                           When?_________________________________________________________

16. ____   ____ Do your jaw muscles frequently become tired?

17. ____   ____ Do you have difficulty opening your mouth widely?

18. ____   ____ Do you have difficulty in swallowing?

19. ____   ____ Have you ever had arthritis?

20. ____   ____ Have you ever had gout?

21. ____   ____ Have you ever received a severe blow to the side of the head or jaw?

                          ________________________________________________________________

                          ________________________________________________________________

                          Where was the injury? _____________________________________________

                          When did it occur?________________________________________________

22. ____   ____ Have you ever had pain in your jaw joints?

                          When did it start?_________________________________________________

                           Has it changed?__________________________________________________

23. ____   ____ Have you ever had problems with your ears, such as ringing or change of 

                          hearing?_________________________________________________________

                          ________________________________________________________________

24. ____   ____ Do you ever hear clicking or popping sounds from your jaw joints?

                          When did it start?_________________________________________________

                           Has it changed?__________________________________________________

25. ____   ____ Do you ever hear a grating sound from your jaw joints?

                          When did it start?_________________________________________________

                           Has it changed?__________________________________________________

26. ____   ____ Do you have any problems chewing gum?

27. ____   ____ Do you have any problems chewing bagels (or similar tough and chewy food)?

28. ____   ____ Have your teeth or bite changed in the last 5 years?

29. ____   ____ Do you have more than one bite position?

YES    NO

30. ____   ____ Are you presently in any pain from your jaw joint or muscles?

                          Where? (point with one finger)_______________________________________

                           For how long?___________________________________________________

                           Nature? (eg throbbing, sharp, dull)___________________________________

                           Intensity/character of pain? (eg does it come and go? When do you notice it?)

                           _______________________________________________________________

31. ____   ____ Does pain or discomfort from your jaw joint interfere with you work or other 

                          activities?

32. ____   ____ Are there times when you notice that this problem or pain is less or gone 

                          completely?

33. ____   ____ Are you afraid your problem is serious?

34. ____   ____ Do you feel you need treatment for this problem?

35. ____   ____ Do you have a problem with insomnia?

36. ____   ____ Do you take aspirin frequently?

37. ____   ____ Are you taking any tranquilizers, hypnotics, muscle relaxants, or anti-

                          depressants?______________________________________________________

                          ________________________________________________________________

38. ____   ____ Do you or have you ever taken any Bisphosphonates, intravenous or orally such 



      as Fosamax?


39. ____   ____ Do you take more than one alcoholic drink per day?                       

40. ____   ____ Do you smoke cigarettes or cigars or a pipe?

41. ____   ____ Do you usually eat breakfast?

42. ____   ____ Do muscles and/or joints in other parts of your body hurt? (eg fibromyalgia)

                          ________________________________________________________________

                          ________________________________________________________________

43. ____   ____ Do you sleep soundly?

44. ____   ____ Is there anything that worsens your problem?

                          Yes____ No____ Explain___________________________________________

45. ____   ____ Is there anything that reduces your problem?

                          Yes____ No____ Explain___________________________________________

STRESS MONITOR FORM
NAME
 DATE 


ADDRESS_______________________________________________________________________________
TELEPHONE # (Home)___________________________ (Work or cell) ______________________________
Stress related factors influence many areas of our lives. To help us better understand, diagnose, and recommend treatment for you, we ask you to fill out this form. If any of these events have occurred during the past two years, please circle the number across from the life event. We will discuss this with you at your exam.

Death of a spouse
100
Son or daughter leaving home 
29

Divorce 
73
Trouble with in-laws
29
Marital separation 
65
Outstanding personal achievement 
28
Jail term 
63
Spouse begin or stop work 
26
Death of close family member
63
Begin or end school 
26
Personal Injury or illness
53 
Change in living conditions 
25
Marriage
50
Revision of personal habit 
24
Fired at work
47 
Trouble with boss 
23
Marital reconciliation 
45
Change in work hours or 

Retirement
45 
  conditions
20
Change in health of family 
45
Change in residence
20
Pregnancy 
39
Change in schools 
19
Sex difficulties 
39
Change in recreation 
19
Gain of new family member 
39
Change in church activities 
18
Business readjustment 
38
Change in social a activities
17
Change in financial state 
38
Loan more than $10,000
16

Death of close friend 
37
Change in sleep habits
15
Change to different line of work 
36
Change in number of family get-togethers
13

Change in number of arguments 

Change in eating habits
12

  with spouse
35 
Vacation
12
Mortgage over $100,000
31
Christmas
11

Foreclosure of mortgage/loan
30 


                                                  TOTAL 
___                                                              TOTAL 
___

HISTORY OF PRIOR TMJ TREATMENT
(Please bring this completed form with you on the day of your exam)
NAME: 






  DATE: 





Please give a summary of all people (family physician, dentist, neurologist, chiropractor, physical therapist, acupuncturist, bio-feedback specialist, hypnotist, etc) that you have seen for your problem. Also, please describe the treatment each person recommended. Please list your treatment in order of date (most current treatment last). If you followed their recommendations, did any of the treatments help you? How?

