


Please check the correct response: 

(12)  Have you ever or are you presently undergoing psychiatric care?.......................................................No Yes 

(13)  Have you ever experienced an unusual reaction to dental local anesthesia (“Novocaine”)? ................No Yes 

(14) Are you allergic to any drugs? ............................................................................................................No     Yes 

If yes, please indicate: Penicillin Aspirin Codeine Latex 

    Other          

(15)  Are you presently taking any drugs or medications and have you taken any during the last year? .......No Yes 

         If yes, please list:            

                        

(16)  Do you take aspirin daily? No Yes   Do you take nonsteroidal anti-inflammatories (like Advil) daily? ......... No
 .............................................................................................................................................................................. Yes 

(17)  WOMEN Are you pregnant at this time? .............................................................................................No Yes 

(18)  WOMEN Are you or have you had menopause (change of life)? ........................................................No Yes 

(19)  WOMEN Have you had a hysterectomy or ovariectomy? ....................................................................No Yes 

(20)  WOMEN Do you take birth control pills or have you in the past? .........................................................No Yes 

TMJ HISTORY 
(21)  Do you have frequent headaches?  ....................................................................................................No Yes 

(22) Does it hurt to open or close?  No     Yes       Where?  Right side     Left side 

(23)  Does it hurt to chew?  ........................................................................................................................No Yes 

(24)   Do you grind your teeth? ....................................................................................................................No Yes 

If yes, when?  A.M. P.M. 

(25)  Do you clench your teeth? ..................................................................................................................No Yes 

(26)  Do you feel as if your teeth “fit” properly? ...........................................................................................No Yes 

(27)  Do you have earaches? .....................................................................................................................No Yes 

(28)  Do you have a stiff neck? ...................................................................................................................No Yes 

(29)  Do you have head and neck muscle soreness? ..................................................................................No Yes 

(30)  Do you chew gum? ............................................................................................................................No Yes 

(31)  Have you had extensive dental care?  ................................................................................................No Yes 

(32)  Have you had any trauma to your jaw?...............................................................................................No Yes 

(33)  Does your jaw click or pop? ...............................................................................................................No Yes 

(34)  Do you have a fullness in your ears? ..................................................................................................No Yes 

(35)  Have you had orthodontic treatment (braces)? ...................................................................................No Yes 

(36)  Do you have a sinus problem? ...........................................................................................................No Yes 

(37)  Are you under excessive stress at home or at your job?  ....................................................................No Yes 

(38)  Does your jaw get tired easily?  ..........................................................................................................No Yes 

(39)  How long has it been bothering you?  _______________________________________________________________  

(40)   How would you describe your discomfort?  ___________________________________________________________  

 _________________________________________________________________________________________________  

(41)   When is it worse?  A.M. P.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       


