
TMJ HEALTH HISTORY 
 
 
Name___________________________________________   Age_____   Date________________________ 
 

1. When did you first experience the pain for which you are now seeking help?  Date________________ 
 
2. What do YOU think is the cause of your pain? ____________________________________________ 

 
____________________________________________________________________________________ 
 
3. What are your specific complaints?  From what symptoms do you most desire relief?  List from most important 

to least important. 
a) ______________________________________  b) ______________________________________ 
 
c) _______________________________________  d) ______________________________________ 
 

 
4. Please circle the following health care providers who have examined you for this.  Briefly describe the 

treatment, results, and list of dates. 
 

       Treatment                        Results                        Date(s) 
ENT 
 
 

   

Neurologist 
 
 

   

General 
Practitioner 
 

   

Orthodontist 
 
 

   

Oral Surgeon 
 
 

   

Prosthodontist 
 
 

   

General Dentist 
 
 

   

Chiropractor 
 
 

   

Physical Therapist 
 
 

   

Other 
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5. How long have you been bothered by this problem? 
           a) years__________          b) months __________          c) weeks __________ 
        
      When does it occur? _________________________________________________________________ 
      How long does it last? ________________________________________________________________ 
      When it is worse? ___________________________________________________________________ 
      Under what circumstances did the pain begin? ____________________________________________ 

 
6. List the medication(s) you are taking for this: 
               Medication                                    Amt/day          How often?              Does it help? 

 
 

   

 
 

   

 
 

   

 
 

   

 
 

7. Do you grind or clench your teeth? _______   Day_______   Night _______   How often? ___________ 
 

8. Have you had orthodontic treatment? _______   Age _______   Why? __________________________ 
 

Did you wear a retainer? ________     How long? ________     Upper _______     Lower ________ 
 

9. Have you ever received a blow/injury to the face or lower jaw? _______   When?__________________ 
Describe: 

 
 

10. Do you have crowns (caps) on any of your teeth? __________________________________________ 
Why were they made? _______________________________________________________________ 
When were they made? ______________________________________________________________ 

 
11. Do you have any missing teeth? ________________________________________________________ 

When were they extracted? ___________________________________________________________ 
Have they been replaced? _______    Bridge ______     Partial ______     Complete denture ________ 

 
12. Do you still have your wisdom teeth? _______   Impacted _______   Erupted _______ 

 
13. Are you having any tooth problems? _______   Describe: 

 
 

14. Have you ever had any sinus problems? _______   Describe:  
 
 

15. Check your usual sleeping position:  Back_____     Stomach_____     Side:  Left_____     Right_____ 
 

16. Do you notice noise in your jaw joints? _____     Right _____     Left _____    Describe:     
 

17. Does your lower jaw ever lock?  _____  Under what circumstances does this happen?  
 

 
18. Do you know what causes TMJ Syndrome? _____   Describe: 


