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PATIENT INFORMATION
NAME DATE AGE SEX TELEPHONE
TODAY A i

' DENTAL FOUNDATION (TEETH, MUSCLES, JOINTS)

1 | Have you noticed a change in the way your teeth fit together? |oYes {ONo |13 | Do you experience pain in i
! | slf*Veitisbecawse of (1 Dental Changes 00 Trauma 3 Other | = law DRight [llet CBoth I Morethan 1 year :
| : - » Face ORight Oleft 0 Both O Morethan | year |
P = Neck OFight DCleft D Both O More than 1year !
i oShoulders  OlRight [Cileft O Both O Morethan1year
L o = Arms O Right Olet O Both O Morethan 1 year
F 2 ; Where do you think your teeth hit or fit first? | 14 | Do you experience ringing or fullness in your ears?
'5_ 2 Moreon the: O3 Left ORight O Equal i 0 Yes O No
;-Mw.-anhe O Fromt O Back O Equal ! = Which onel CRight Ol OBoth
{ {3 i Do your jEW muscles get tight or sore? /O vYes | ONo |15 | How often do you get headaches that make it difficult to
I »When? O Moming O Evening O After chewing I function without medication?
1 o I O MimostDaily O3 More than onceaweek O Move than onceamonth O3 Almost never
: 4 Do you have pain or difﬁcu!ty opening wide? o vYes | O No |16 | How often do you get other milder headaches?
1 I 3 Mmost Dally 3 Morz than onceaweek O More thanonce amonth O Almost never
'5 | Are you aware of noises in youf ;aw Jjoints? | oYes | oNo |17 | Have your headaches changed in the last six months?
O Popping 0 Clicking 0O Other | | [ About the same (1 Shight worsening O3 Same but moge frequent
»Where? O Right O Left 0 Both 0 Somewhat less O Alot worse
sHowlong? O Lessthan lyear O3 More than 1 year
Got less/worse when
CAUSES & COMPLICATIONS [l viPACT ON DAILY LIVING ACTIVITIES
6 | Do you grind or clench your teeth? OYes | ONo| 18 | Whatis your stress level? 0O Mid O Moderate O Severe
»Doyouwearal [ Splint O3 Might Guard O3 Retainer O3 NTI O Sleep Apphiance
7 Have you haa_any significant dental treatments? OYes | O No | 19 | What is your anxiety level? |
O Orthodontics 0 Oral surgery / wisdom teeth removal O Mild O Moderate (1 Severe |
: f‘imgwrtalawlmts O Taoth Loss D(m
8 | Have you been in a motor vehncle accident, rna]or or minor? | OYes | ONo |20 | What have you missed out upon because of your pain or
 How many? headaches?(Check all that apply)
»Whenwas the lastaccident? 01 0-3Months O 3-12Months 3 Morethan 1 year ] ODapsatwork O Forusatwork O Activites with riends/family
|
OCr DAV 1 Moloryde O Biyde O Other ' Z
9 | Have you had other head/neck trauma? [ OYes | 0No |21 | When you have pain, headaches or migraines, how does that |
? i
Osigffl O Sportshjury O Tauma O Fights/DomesticViolence T3 Other make you feel? (Check all that apply) -'
o= e Gin Gt O Angry O Depressed O Tired or exhausted |
VaRive I g | O Frustuated O Guilty
siypeofinury O Headojory O Conasson 0 Whilash 0 Necklnjory | O Ashamed O Relationship tension
e D3 Other !
10 Do you have any postural position r.lroblerns7 OYes |0 No |22 | How many days per month are you:
O Working atadest O Sttingalwork O Computerfiaptop O Commuting
il Pain Free?
11 i 5 i or tiredness? Yes | ONo
| Daytime sleepiness, drowsiness, s a S ¥
]
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12 | Problems with sleep? NOTES:
[ | +tnsomnia OYs OhNe
» Sleep Apnea OYes ORo
= Sleep Disturbances COYes DONe 'I i
slessthan Thourspernight O Yes DOl ho i | ;
« Other g L
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