\ IWESTERN RESERVE

TMJ PATIENT INFORMATION FORM
(The following information is strictly confidential.)

Date
Why are you now seeking periodontal treatment?
Mr., Mrs., Miss, Ms. Age
Birth Date Marital Status Home Phone ! )
Address City ZIP
Occupation Employed By Phone { )
Name of Spouse Occupation Employed By
Name of Dentist How Long? Phone ¢ )
Name of Physician How long? Phone ¢ )
Whom may we thank for referring you?
Dental Insurance: OYes UNo SS No.:
In case of emergency please notify Phone ¢ )

Height
Date of last physical
If so, for what?

Weight

MEDICAL HISTORY

Are you under active medical care?

How is your general health?

Please check the correct response:

(1) Have there been any changes in your general health recently? ...........cccooiiiiiii e, UNo

(2) Have you lost or gained an excessive amount of weight recently?............cooiiiiiiiii UNo

(3) Have you been seriously ill within the 1ast year? ... UNo

(4) Have you had surgery (an operation) within the last year? ... UNo

(5) Have you been treated for a growth Or tUMOrT? ... e UNo

(6) Have you ever had excessive bleeding requiring treatment? ... UNo

(7) Have you experienced chest pain or shortness of breath going up a flight of stairs? .......................... UNo

(8) Have you noticed an increase in frequency of urination? ... UNo

(9) Have you noticed an increase in thirStiN@SS 2. ......ve e UNo

(10) Please check any of the following which you have had: 0 NONE OF THE BELOW

UAnemia UArtificial Heart Valve USteroid/Cortisone treatments UHIV/AIDS
OArthritis OMitral Valve Prolapse UEpilepsy/Seizures dSkin Disease
OArtificial Joint OHeart Murmur dAsthma/Emphysema dThyroid Disorder
OCancer OHigh Blood Pressure dRheumatic Fever dFainting/Dizziness
OChest Pain OLow Blood Pressure QTuberculosis UHepatitis/Jaundice
OHeart Attack QStroke dGlaucoma ULiver Disease
OHeart Disease ODiabetes QUlcers OVenereal Disease
OHeart Surgery OFamily History of Diabetes  QKidney Disorder (Herpes, Gonorrhea,

UHeart Pacemaker
Q0Other,

QOsteoporosis

Syphilis)
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Please check the correct response:

(12) Have you ever or are you presently undergoing pSyChiatriC Car€?..........ooeeeeeiieiiiiiiiieeeeeeeeiiieae e e eeeees UNo
(13) Have you ever experienced an unusual reaction to dental local anesthesia (“Novocaine”)? ................ UNo
(14) Are you allergiC 10 @ny AIUGS? ... .ccoe e e ettt e ettt e e e e e e eetttt e e e e e e e eettbaa e e e aaaaeeeasnnnaaaaaaaenes UNo
If yes, please indicate: QPenicillin UAspirin UCodeine ULatex
UOther
(15) Are you presently taking any drugs or medications and have you taken any during the last year?....... UNo

If yes, please list:

(16) Do you take aspirin daily? UNo UYes Do you take nonsteroidal anti-inflammatories (like Advil) daily?.......
(17) WOMEN Are you pregnant at thiS IME? .........oeiiiieii et e e e e e abb e e e aaaees UNo
(18) WOMEN Are you or have you had menopause (change of life)? ... UNo
(19) WOMEN Have you had a hysterectomy Or OVarieCtOMY ?.........cooeiiiiiiiiiiiie e eeiiie e e e e e e e e eees UNo
(20) WOMEN Do you take birth control pills or have you in the past?...........ccooo i UNo
TMJ HISTORY

(21) Do you have frequent NEAJACNES? ... ..ot e e e ettt e e e e e e eeetaa e e e e aaeees UNo
(22) Does it hurt to open or close? UNo OYes Where? URight side  ULeft side

(23) DOES It MU 1O CREW? ..ottt e e et et ettt e e e e e e e eeebaa e e e e e eeeebbna e e aaaaaaees UNo
(24) DO yOU griNd YOUE TEETNT ... e e ettt e e e e e e e ee bt e e e e e e eeebba e aaaaaaeees UNo

If yes, when? UA.M. UP.M.

(25) DO YOU CIENCN YOUE TEEINT..... ettt e e e e e e e ettt e e e e e e aeabbaa e e aaaaaaeees UNo
(26) Do you feel as if your teeth “fit” Properly? ... ..o o et e e et eaaaeees UNo
(27) DO YOU NAVE BAIACNES? ......eeiiii ettt oottt e e e et e ettt e e e e e e e eeettaa e e e e e eeeebban e aaaaaaeees UNo
(28) DO YOU have @ SHf NECK? ... ..t e e e e e e ettt e e e e e e e ettt e e e eaaaeees UNo
(29) Do you have head and NECK MUSCIE SOTENESS? ... ..ot ittt e ettt e e e e e e e tbb e e e aaaeees UNo
(30) DO YOU CREW QUM ...ttt e oo e e e et ettt oo e e e e e e ee bbb e e e e e e aeeaeaan e e e eaaaeeessbnnnaaaaaaaaees UNo
(31) Have you had extensive deNntal CAre? .........oooo i e e e e e e ee e e e aaeees UNo
(32) Have you had any trauma tO YOUE JAW?........ccoeeiuueeiie e e e e ettt e e e e e e eeitba e e e e e e e eeaea s e e e aaaaeeessnnn e aaaaaaees UNo
(33) DOES YOUT JAW ClICK OF POP? ...ttt ettt e ettt e e e e e e e et ttb e e e e e e e e eestbaa e e e e e aeeeeesnnaaaaaaaaeees UNo
(34) Do you have a fUIlNESS IN YOUF BAIS? ... ...ttt e ettt e e e e e e ettt e e e e e e e aeeesban e aaaaaaees UNo
(35) Have you had orthodontic treatmMent (DrACES)? ...... oo iiieeeiiieee et e e e e e aaeees UNo
(36) DO you have @ SINUS PrODIBIM™? ... ..ottt e e e e e e e ettt e e e e e e e eeesaanan s e aaaaaaees UNo
(37) Are you under excessive stress at home or at YOUr JOD? ........ii i UNo
(38) Does your jaw get tired EaSIY? ......ooeeiiiiiiie ettt e e ettt e e e e e eeaa e aaaaaee UNo

(39) How long has it been bothering you?

QYes
QYes
QYes

QYes

UNo
QYes

UYes
UYes
UYes
UYes

QYes

QYes
QYes

UYes
UYes
UYes
UYes
UYes
UYes
UYes
UYes
UYes
UYes
UYes
UYes
UYes
UYes

(40) How would you describe your discomfort?

(41) When s it worse? UA.M. UP.M.
(42) When did it start?

Is there any additional information which will help us to help you?

This medical/dental history is accurate to the best of my knowledge.
Signature




