Hi 3

ORTHODONTICS

PATIENT

TEMPOROMANDIBULAR JOINT AND FACIAL-QUESTIONNAIRE
Please check all categories below — feel free to ask for assistance if you do not understand any question.

YES NO  Section#l YES NO  Section #3
Does your jaw make noise _ - Does the pain or discomfort disturb your sleep?
sothatitbothersyou or others?
- - Does the pain or discomfortinterfere with your
- - Does your jaw get stuck as you daily routine or other activities?
Try to open?
- - Do you take medications or pills for pain or
- - Does ithurt when you chew or discomfort? (pain relievers, muscle relaxants)
open wideto takea bigbite?
- - Does the pain or discomfort affect your appetite?
_ - Do you haveearaches orpaininfront
ofthe ears? . _ Do you feel the pain or discomfort extremely
frustrating or depressing?
o o Dovyou havepainintheface, cheeks,
jaws, throator temples?
_ _ Is itdifficult for you to open your mouth
as farasyouwantto?
- - Do you suffer from frequent headaches?
- _ Does your jaw “feel tired” after a big meal
or dental visit?
- - Are you aware of anuncomfortable or bad bite?
YES NO Section #2 YES NO Section #4
- - Are you awarethatyou grindyourteeth atnight - - Do you suffer from arthritis or pain in other
orduringtheday? Circle:Day Night joints?
- - Do you havea habit of clamping or clenching - - Do you suffer from stomachor ulcers?
(“setting”) your teeth? Circle:Day Night
- . Do you suffer from backor neck pain (whiplash)?
. _ Do you have anyjaw symptoms or headache upon
Wakinginthe AM.? - - Do you suffer from skin problems orallergies?
- - Mustyou chew excessively on one side? _ - Haveyou ever been treated for jaw muscle
oriawioint disorders?
- _ Haveyou had a blowto thejaw (trauma)?
o o Are you a habitual gum-chewer?
Signature Date
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