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Head, Neck, Facial Pain TMD Questionnaire
This questionnaire is designed to provide important facts regarding the history of your pain or condition. The information you provide will assist in reaching a diagnosis to aid in determining the source of your problem. Please take time to answer each question as completely and honestly as possible. 

Personal Information
	
	
	
	
	
	
	
	DD
	MM
	YY

	Name:
	
	
	Age:
	
	Birthdate:
	
	
	

	Address:
	
	
	Occupation:
	
	
	

	
	
	
	Employer:
	
	   Retired (

	
	
	
	
	
	
	
	

	City:
	
	
	Business/Cell:
	
	
	
	

	Postal Code:
	
	
	Home phone:
	

	Marital Status:
	
	
	
	Spouse/Partner:
	

	Number of children:
	
	Your email to receive Cathy’sTMD newsletter and blog
	
	


Confidential Health History

	Physician:
	
	Phone:
	

	Dentist:
	
	Phone:
	

	Referred By:
	
	Phone:
	

	Care Card Number
	
	
	

	Extended Health Insurance:
	

	Policy Number
	


	Name of Friend or Relative not living in home:
	
	Phone:
	(      )


Confidential Health History

Primary work posture: (
 seated: _______
standing: ________    other: _______________

Does your job require: ( 
prolonged computer/phone use:  ___  frequent lifting: ___  overhead work: ___

Doe you have a permanent disability:     No     Yes  
Region of Body:  _________      Year: _____

General:  Height:  ________              Weight:  ________             Are you pregnant:  Y    N   Other 

NARRATIVE:
A very important part of our diagnosis is your description of your pain problem. When it began, where its located, and how it affects you. Put the account in chronological order starting with the first symptom you experienced. Have you received any injury such as a blow to the head concussion or whiplash? If so when? (Every childhood trauma may be of interest.)
	

	


Please grade the pain on a scale of 1 – 10  (10 being most severe)   _________

1.)  Have you ever experienced any of the following?





Date

	A Motor Vehicle Accident
	
	
	

	A work related accident
	
	
	

	Facial Trauma (ball, elbow, fall)
	
	
	

	Sport injury (EVER)
	
	
	


	2.)  Describe how your problem has affected you? (Are you restricted in your work or unable to work? Your life? Your leisure?)



	


3.)  What makes it worse? (circle)   stress   chewing   talking    poor posture    weather    other

4.)   What makes it better? (circle)    rest    tongue position    medications    other

REVIEW OF SYSTEMS

Are you currently suffering from any of the symptoms listed below? (( Check all that apply)

Excessive Nasal Drainage 



(   )
Hemorrhoids / Constipation


(   )
Memory Loss or Impairment


(   ) 
Difficulty Concentrating 



(   )
Panic Attack prone/over anxious


(   )
Sharp/atypical chest pain



(   )
Cough (chronic)

                                (   )
Inability to take deep breath/find yoga too slow!
(   )
Nasal draining during eating


(   )
Any current medical conditions? 

_________________________________________________
Any Medications you are now taking:
___________________________________________________
1. One or more of the following symptoms may be indicative of Temporomandibular Joint Dysfunction (Jaw Disorder). If you have any of the following symptoms, please indicate by circling the appropriate areas. (L= Left; R= Right)

	a. 
	Pain in jaw joint
	L
	R


	n. 
	Pain in cheek muscles


	L
	R



	b. 
	Pain in ear
	L
	R


	o. 
	Subjective hearing loss


	L
	R



	c. 
	Pain around eyes
	L
	R


	p. 
	Do you have wax build-up in ear
	L
	R



	d. 
	Pain in lower  jaw


	L
	R


	q. 
	Ringing sound in ears (tinnitus)
	L
	R



	e. 
	Pain in upper jaw


	L
	R


	r. 
	Fullness / pressure / blockage or itching in ear
	L
	R



	f. 
	Pain / stiffness in neck


	L
	R


	s. 
	Do you clench or grind teeth
	Yes 
	No

	g. 
	Pain / stiffness in shoulder


	L
	R


	t. 
	Has your jaw ever locked
	Yes 
	No

	h. 
	Ever had shoulder tendonitus
	L
	R


	u. 
	Is your jaw stiff when you wakeup
	Yes 
	No

	i. 
	Pain / stiffness in lower back
	L
	R


	v. 
	Grating sound in joint


	Yes 
	No

	j. 
	Pain lower back / hip / knee


	L
	R


	w. 
	In the shower, does water on your face feel the same on each side? 
	Yes 
	No

	k. 
	Pain in Forehead


	L
	R


	x. x.
	Clicking, snapping, or popping sound in joint (underline which sounds most descriptive) If present which L or  R  Both 
	Yes 
	No

	l. 
	Pain in temples


	L
	R


	
	
	
	


HEADACHES: Please circle correct answer  
	How frequently do your headaches occur
	Often
	Rarely

	Do your headaches occur most often during    
	Morning
	Afternoon
	Evening

	What seems to cause the headaches? What in your opinion?
	


TONGUE AND TROAT: Please circle correct answer  
	Have you ever has a burning sensation or  metallic taste related to your tongue?  
	Often
	Rarely

	Do you notice any impairment of your sense of taste?                                      
	Yes 
	No

	Is swallowing difficult for you at times?                                                               
	Yes 
	No

	Tonsils /Adenoids removed?                                                                              
	Yes 
	No

	Is tip of tongue on roof of mouth always?                                                          
	Yes 
	No

	Do you bite your tongue sometimes?
	Yes 
	No


EYE: Please circle correct answer  
	Weak eye (strabismus)     If so  which one      
	Left 
	Right

	Dry eyes
	Often
	Rarely

	Do sunglasses fit properly?
	Yes 
	No

	Sensitive to Light
	Yes 
	No


	EAR PROBLEMS: Please circle correct answer  

	Do you have ear pain now?                                                                    
	Left
	Right
	Both

	Did you have earaches as a child?                                                    
	Yes 
	No

	Did you have Ear infections?                                                  
	Yes 
	No

	Did you have tubes put in ears as a child                                           
	Yes 
	No

	Do you notice a buzzing, ringing or whooshing noise in your ears?   
	Yes 
	No


Do
MUSCULOSKELETAL: Please circle correct answer  
	Do you ever “black out” temporarily?                                           
	Yes 
	No

	Do you have tingling or numbness in the hands or feet?                   
	Yes 
	No

	Do you suffer from rheumatoid or osteoarthritis
	Yes 
	No


JAW: Please circle correct answer  
	Do you have or ever had tooth pain?
	Yes 
	No

	Did your dentist find anything at the time?
	Yes 
	No

	Is it difficult or painful to chew?                                        
	Yes 
	No

	Have you had orthodontic treatment?                              
	Yes 
	No

	If so what for and when?
	


GASTROINTESTINAL: Please circle correct answer  
	Do you suffer from acid reflux?
	Yes 
	No

	Have you been tested for Sleep disordered breathing?
	Yes 
	No


AIRWAY PROBLEMS: Please circle correct answer  
	Do you snore?
	Yes 
	No

	Nasal congestion:  Do you breathe equally out of each nostril?
	Yes 
	No

	Are you a mouth breather
	Yes 
	No

	Ever had exercise induced asthma?
	Yes 
	No

	BIRTH & DEVELOPMENT REVIEW:



Natal history duration: 
 Long:   Yes   No    

 Short :   Yes    No



As a baby  Excessive crying   Able to nurse both sides  Teething issues Breast Fed  



1-5 year post natal :  Colicky baby



 Delayed speech    Light sleeper     Growing pains    Persistent mouth breather





	
GENERAL HABITS
Are you a stomach sleeper? Yes No Do you prefer Anerobic sport? Yes No


CHILDHOOD
  Thumb sucking          Tongue posturing              Bed wetting as a child


          

    Lip/cheek  biting                  Are you a Gum chewer


Speech problems:  Pronunciation   Voice change  Sore throats with no infection  as an adult 


Postural Problems         Forward head posture  





     Short leg


Postural Type: Pink Panther   Duck   Kyphosis upper back  Tight hamstrings   Tight hip flexors   flat feet 


  Significant Medical:         Surgery       Past Illnesses 




	

	  ADULT: Please circle correct answer  

When showering does heat on one side of face feel different?            

Yes 

No

Difficulties with s / sh/ ch / th sounds ?                                                 
Yes 

No

Irritable cough which becomes hyperactive when slow breathing        

Yes 

No

Do you have a short leg?    
Yes 

No





The Epworth Sleepiness scale: How likely are you to doze off or fall asleep in the following situations?

	

Rating scale:



0= would never doze



1=slight chance



2= moderate chance



3=high chance 


	ACTIVITY:   
	
	Score

	Sitting and reading                                                         
	
	

	Watching TV                                                                    
	
	

	Sitting inactive in a public place (theatre meeting)    
	
	

	As a passenger in a car for an hour without a break   
	
	

	Lying down to rest in the afternoon when circumstances permit
	
	

	Sitting and talking to someone                     
	
	

	Sitting quietly after lunch

	
	

	In a car, while stopped for a few minutes
	
	

	TOTAL
	

	
	

	Night time sleepiness evaluation (screening tool for sleep apnea)



	Do you snore on most nights (> 3 nights per week) Yes (2)  No (0)
	
	

	Do you snore loudly?  Yes (2)  No (0)  I don’t know (1)
	
	

	Have you been told that you stopped breathing or gasped during sleep?

	Never (0)     Occasionally (3)     Frequently  (5)
	
	

	
	
	

	What is your collar size?

	Male: > 17 inches (0)   < 17 inches  (5)    
	
	

	Female: >16 inches     <  16 inches (5)
	
	

	
	
	

	Do you occasionally fall asleep during the day when:

	You are busy or active?    

 
 Yes (2)  No (0)
	
	

	You are driving or stopped at a light  
 Yes( 2)  No (0)

	
	

	
	
	

	Have you had or being treated for high blood pressure?  

	





 Yes(1)  No (0)
	
	

	TOTAL
	


	Parent’s Signature
	


Score 9 points or more= refer to sleep specialist

6-8 points= Gray area, use clinical judgement:  5 points = no  sleep apnea

Do you suffer from any of the following conditions? Please (any & note date:





{  } General fatigue


{  } Weakness


{  } Insomnia 


{  } Under 6 hours sleep


{  } Weight change unplanned


{  } Night Sweats


{  } Dizziness


{  } Fainting


{  } Palpitations


{  } Depression prolonged


{  } Tinnitus Unilateral  Bilateral 


{  } Bite feels off


{  } Difficulty concentrating 


{  } Yawn frequently


{  } Urge or stress incontinence 


                                              		


Medical Conditions:  Please circle correct answer  





A Heart ailment 			Yes     No        	Thyroid Disorder			Yes    No


Shortness of breath			Yes     No       	Chest pains				Yes    No  


Swollen hands or ankles		Yes     No        	Bruise or bleed abnormally		Yes    No


High Blood pressure			Yes     No         	Jaundice or Hepatitis			Yes    No


Low Blood pressure			Yes     No         	Tuberculosis				Yes    No


Diabetes				Yes     No         	Epilepsy				Yes    No


Rheumatic Fever			Yes     No         	Exercise induced Asthma		Yes    No


Arthritis				Yes     No         	Allergies +				Yes    No


Any Blood Disease			Yes     No	Chronic Sinusitis			Yes    No


Any Liver Disease			Yes     No          	Cancer					Yes    No


Any Kidney Disease			Yes     No	Stomach Ailments			Yes    No	


Intestinal Disorders			Yes     No	Anemia	 / nose bleeds			Yes    No


Aids/HIV				Yes     No	Pacemaker				Yes    No


Stroke					Yes     No	Respiratory   Disease			Yes     No         














	I understand and agree that I am personally responsible for full payment of all services rendered to me, and that

I understand 24 hours notice is needed for cancellation of appointments and that the full fee may be charged and

paid for prior to your next appointment.

	Signature:
	
	Date:
	

	
	
	
	



