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TMJ Patient History Form

Patient Name: _____________________________________

Date: ___________________________

In the past year, have you been under a physician’s care for jaw pain or TMJ complications? Yes____ No_____

Physician/Dentist’s Name: ______________________________________________________________________

Condition(s) Treated: __________________________________________________________________________

Treatment Prescribed: __________________________________________________________________________

Dental Treatment Prescribed: ____________________________________________________________________

Have you received treatment for jaw problems?   Yes_____ No_____

If yes, who directed this treatment? _______________________________________________________________

Please indicate the treatment procedures completed and results achieved: 

  Procedure


Good   Fair   Poor    



Notes

	Bite Splint
	
	
	
	

	Medication
	
	
	
	

	Physical Therapy
	
	
	
	

	Occlusal (Bite) Adjustment
	
	
	
	

	Orthodontics
	
	
	
	

	Counseling
	
	
	
	

	Surgery
	
	
	
	

	Other
	
	
	
	


Have you had or do you currently have any of the following:

Symptom                       Yes   No          Notes
                    Symptom                         Yes   No            Notes

	Jaw pain while chewing?
	
	
	
	Injury to head or jaw?
	
	
	

	Jaw pain upon opening wide?
	
	
	
	History of jaw locking opened or closed?
	
	
	

	Ear pain?
	
	
	
	Dizziness?
	
	
	

	Ringing in ears?
	
	
	
	Fainting spells?
	
	
	

	Grating noises in ears?
	
	
	
	Nausea?
	
	
	

	Feel or hear “clicking” or “popping” in jaw joint?
	
	
	
	Grinding/Clenching at night?
	
	
	

	Family history of jaw (TMJ) problems?
	
	
	
	Headaches in back of head or neck area?
	
	
	

	Fatigued jaw after meal?
	
	
	
	Headaches in temple areas?
	
	
	

	Fatigued jaw after sleep?
	
	
	
	Chronic headaches?
	
	
	


When are your symptoms worse? _________________________________________________________________

How often do you take medicine for relief of jaw or ear pain? __________________________________________

On a scale of 1 to 10, how would you rank your overall jaw discomfort? 

1 = Mild Pain    10 = Unbearable Pain 
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