
6. Do you have any speech problems? ..................................................................................................................................................................................

Yes    or    No

7. Have your tonsils and adenoids been removed? ...........................................................................................................................................................

8. Do you frequently get colds? _____ Sore throats? ______ Ear infections?_______..........................................................................................

9. Have you ever sucked a thumb or fingers? Until what age? ______.......................................................................................................................

10. Do you have difficulty or pain when opening your mouth wide to yawn?........................................................................................................

11. Does your jaw get “stuck,” “Locked,” or “go out?”.........................................................................................................................................................

12. Do you have _____ difficulty, _____ pain, or _____ both, when chewing, talking or using your jaws?....................................................

13. Are you aware of noises in the jaw joints?......................................................................................................................................................................

14. Do you have pain in or about the ears, temples, or cheeks?....................................................................................................................................

15. Does your bite feel uncomfortable or unusual?..........................................................................................................................................................

16. Do you have frequent headaches?...................................................................................................................................................................................

17. Have you had a recent injury to your head, neck, or jaw?........................................................................................................................................

18. Have you previously been treated for a jaw joint problem? If so, when? ____________________________________________

Reason for the visit? _____________________________________________________________________________________________________

1. Have you been a patient in a hospital during the past 2 years? ..............................................................................................................................
    For _________________________________________________________________________________________________________________

Yes    or    No

2. Have you been under the care of a Physician during the past 2 years?
    For _________________________________________________________________________________________________________________

3. Have you taken any kind of medicine or drugs in the past year?.............................................................................................................................
    Name of drug(s) ______________________________________________________________________________________________________

4. Have you ever been outside of the United States? .......................................................................................................................................................
    Where __________________________________________________ When ______________________________________________________

5. Are you allergic to penicillin or any drugs or medicine?..............................................................................................................................................

6. Have you ever had any excessive bleeding requiring medical treatment?...........................................................................................................

7. Have you had prolonged coughing or coughed up blood?.......................................................................................................................................

8. Have you been vaccinated for Hepatitis B?......................................................................................................................................................................

9. Have you ever had a canker or cold sores on your lips, tongue, gums or body?................................................................................................

10. Have you reached puberty? (not applicable for adults)............................................................................................................................................
       Girls (started menstruation)................................................................................................................................................................................................
       Boys (voice changed).............................................................................................................................................................................................................

11. Circle any of the following, which you now have or have had in the past:

Medical Response

HIV           Asthma   Diabetes           Herpes

Sinus Trouble          Fainting or Dizziness  Allergies           Cancer

Epilepsy           High Blood pressure  Anemia                           Arthritis

Heart Mumur          Jaundice   Tuberculosis                          Glaucoma

Congential Heart Lesions         Heart Trouble  Kidney treatment          Stroke

Endocrine problem         Hepatitis   Artificial heart valves                   Liver disease

Prolonged bleeding                    Psychiatric treatment

12. Have you had any other serious illness? if so, what? ____________________________________________________________

13. If female, are you pregnant?................................................................................................................................................................................................

14. If female, are you nursing?...................................................................................................................................................................................................

Signature ____________________________________________________________________________________________________________

For Office use: Reviewed by____________________________________________________________________ Date _____________________




