TMJ Evaluation
Patient:








Date: 




1. Have you ever had a problem with your TMJs?





Yes

No

2. Have you ever been injured by a blow to the jaws?




Yes

No
    
If yes, when? 








    
Where?



right

left

front

    
Do you still have pain?

right

left
    
If yes,




constant


intermittent

    
Worse in



am

pm

varies

3. Do your joints ever hurt or become tender when you chew or talk?


Yes

No
    
If yes,




regularly

occasionally

4. Do you have tenderness in your jaw muscles when you open wide?


Yes

No
    
If yes, where



right

left

5. Do you hear any sounds in your jaw?






Yes

No
    
If yes,




clicks

pops

grating

    
How long?



months 
years

    
Which side?



right

left
    
Worse in



am

pm

eating

    
If no, did you ever, in the past, hear sounds?




Yes

No

6. Do you have frequent headaches?






Yes

No
    
If yes, when



am

daytime 
pm

    
Where?



Temporal

occipital

frontal

Cervical

orbital

   
How many headaches do you have a week?







   
If no, did you ever have frequent headaches?




Yes

No

    
If yes, did they occur at the time your joints were making sounds?


Yes

No
7. Has your jaw ever locked open or closed?





Yes

No
  
If yes, when 



days ago

months ago

years ago

8. Do you ever have difficulty opening your jaw?





Yes

No
   
 If yes, when



am

pm

chewing

9. Have you ever been treated for TMD?






Yes

No
    
If yes, what type of treatment was used?
· Splint



Did it help?



Yes

No

· Equilibration


Did it help?



Yes

No

· Medicines



Did it help?



Yes

No

· Orthodontics


Did it help?



Yes

No

· Physical Therapy


Did it help?



Yes

No

· Surgery



Did it help?



Yes

No

· Psych. Counseling

Did it help?



Yes

No
