TMJ Screening Consultation

file://///Server/NiermanData/Dental WriterNet/Reports/out.html

; . . OFFICE USE
Version: TMDQV1 TMJ Screening Consultation Patient ID:
NAME: CURRENT DATE: __/ /
DATE OF BIRTH: __ /_/ LIMALE JFEMALE

Referring Physiciani__

WHAT ARE THE CHIEF COMPLAINTS FOR
WHICH YOU ARE SEEKING TREATMENT?

please number your complaints with #1 being the
most severe, £2 the next most severe, etc.

Number
#1 = the most severe symptom

Number
#1 = the most severe symptom

D Migraines
I:I Morning head pain
D Ringing in the ears
D Dizziness

l:l Nocturnal teeth grinding

l:l Frequent Heavy Snoring

DPain when chewing

|

: HEAD PAIN
i} Entire head (Generalized)

iﬁ% Face Pain

Front of your head (Frontal)

Back of your head

In your temples

i R§ fig Jaw pain - at rest
JAW SYMPTOMS

(! Jaw popping

U Rl [g] Jaw clicking

L} Jaw locks closed

()R] (8} Face Pain

I Jaw locks open

JAW PAIN
L] Q? E; Jaw pain - on opening
L ;%i ?ﬁ} Jaw pain - while chewing

. Teeth grinding

MOUTH AND NOSE RELATED CONDITION

.. Buming tongue

Patient Signature: !
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