
GENERAL HISTORY 

NAME ____________ _ 

CHIEF COMPLAINT 

DATE OF INJURY 

REFERRING PHYSICIAN 

AGE ____ _ 

OCCUPATION 

DATE ________ _ 

FACE DIAGRAM: Please shade in the area of discomfort on the diagram below. 

DISCOMFORT SEVERITY SCALE: 0 ___________________ 10 
(ho pain) (worst pain) 

HISTORY: Please check "yes" or "no 11

HEART DISEASE 

RESPIRATORY PROBLEMS 

ALLERGIES 

DIABETES 

CANCER 

OSTEOPOROSIS 

CORTISONE 

SPECIAL TESTS: 

X-RAYS

LABORATORY 

MYELOORAM 

ARTHROGRAM 

OTIIER TEST 



APPROXIMATELY HOW LONG IIAVE YOU HAD THIS PROBLEM? __________ _ 

OOEl? YOUR JAW .JOINT, 
WHICH SIDE? RIGHT 

GRATE __ ; CLICK __ POP __ SNAP __ OR LOCK __

-- LEFI' BOTH __ 

DO YOU HAVE HEADACHES? YES NO HOW OFI'EN ? DAILY _; SEVERAL TIMES A WEEK_. 

HAVE YOll EVER BEEN IN AN AUTO ACCIDENT? YES/NO WHEN: ____________ _ 

LIST RELATfm SURGERIES & DA1'ES: _________ ___________ _ _

JIAVE YOU EVER WORN BRACES ON YOUR TEE'J'H? YES 
HAVE YOU EVER WORN A SPLINT IN YOUR MOU111? YES

NO WHEN: _________ _ 
NO WHEN: ________ _ 

WHY: ----------------------------------
HAVE YOU IIAD ANY SIMILAR PROBLEMS IN THE PAST ? IF SO, PLEASE EXPLAIN: _______ _ 

----·-·-····--·-----------------------------------

ARE YOU NOW ON ANY MEDICATION FOR THIS PROBLEM OR ANY OTHER PROBLEM ? _______ _ 

------·-···· ···---·--------------------------------

PROBLEMS POSSIBLY PERTINENT TO PRESENT CONDITION: (Please Check) 

lN.JllRY 
Vl.RIJS OR Ji'J.IJ ,JUST PRIOR 
OVER TIRED JUST PRIOR 
.CMMOBILIZATION 
UNUSUAL ACTIVJTY 

YES NO 

WHAT IS YOUR GENERAL LEVEL OF ACTIVITY? (Please Circle) 

Inactive 

Moderately Active 

HM'. YOUR LEVEL OF AGflVITY CHANGED ? 

Mildly Actlve 
Very Active 

----------------------

rn YOUH GENERAi. LEVEL OF STRESS OR ANXIETY: mild; moderate; severe 
IIM: YOUR 1..i♦:vm, OF STRESS CHANGED ? 

----------------------

w m: 1.i DID TIIE PAIN BlmIN ? (elate) 

•� •• 'l'IIE PA l.N SllDDRN ---·-' GRADUAL _, OTIIER _________ ?
I:) YOIIR PROBLEM GE'rfING WORSE _, BE'ITER _, OR NOT CHANGING _ ?
w!il·:t-1 '1'111� PROBl,J�M Bl;;GAN, WAS YOUR DlSCOMFOlff IN EXACTLY TIIE SAMg LOC:A'l'lON AS YOU IIAVI� l.T NOW '?

-···---------·--�------------------------------1 �: THE PAIN CONSTANT OR INTERMITIF.N'f ? 
---------------------

1)( )Ii; S YOllR PA [N UEGIN IN THE MORNING: AS THE DAY PROGRESSES; OR AT flEDTt:ME ? _____ _
WIIAT A(;(;RAVATF.S YOUR PROBLEM ? 
WIIA'I' 1m1.rnv1m YOtm PIW13LEM '! 
-:-v 1 I�s YOUR JHSCOMFORT EVER AWAKF. YOU AT NIGHT ? 

-----------------

,. IT IIAIH> VOR YOIJ TO Gl.?.T BACK TO SLEEP Al?l'ER YOU ARE AWAKEN ? IF SO, IIOW LONG 'l 
-

---
.... ··· ·--- . •··--···-----··-----------------------------



PLEASE ANSWER "YES" OR "NO" TO THE FOLLOWING QUESTIONS: 

ANY SIGNIFICANT CHANGES IN WEIGHT LATELY ? ___________ _ 

ANY CHANGES IN YOUR APPETITE LATELY? 
--------------

ANY, CH ANG ES IN DOWEL OR BLADDER FUNCTION LATELY? ________ _ 

ANY FEELING OF BEING OVERTIRED LATELY? 
-------------

ANY SHORTNESS OF BREATH? 
-------------------

ANY GENERAL WEAKNESS, NAUSEA, DIZZINESS OR FEELING FAINT? _____ _ 

SPECIFIC WEAKNESS OR LACK OF COORDINATION OR UNSTEADINESS? ____ _ 

ANY DISCOMFORT ON EXERTION ? ________________ _ 

ANY UNUSUAL DISCOLORATION OF SKIN ? _____________ _ 

ANY SENSITIVITY TO COLD? 
-------------------

IS THERE ANYTIIING ELSE PERTINENT TO YOUR PROBLEM THAT WE HAVE NOT DISCUSSED? 

----••·----------------------------

PATIENT'S GOALS: (1) 

(2) 

(3) 

THF.RAPIST COMMENTS AND NOTES: 



OBJECTIVE EVALUATION FORM 

OBSERVATION & INSPECTION: 

POSTURE: 

ACTIVE RANGE OF MOTION: 

PALPATION: 

UPPER TRAPEZIUS 

BODY 
OCCIPUT 

LEVATOR SCAPULAE 

SUBOCCIPITAL 

TEMPORALIS 

MASSETER 

SCM 

'I'EMPORALIS TENDON 

LATERAL PTERYGOID 

NEUROLOGY: 

SENSATION 

RE[i'LEXES 

STRENGTII (MM'f) 

PROM: 

JOINT NOISES: 

ASSESSMENT: 

TREATMENT: 

GOALS: (1) 

PLAN: 

(2) 

(3) 
(4) 

LEFT 

-------------

EXERCISES: 

FB 

BB 

RIGHT 

(THERAPIST USE ONLY) 

R closed L 
------;;;..,;;;�---

open 



Name: 
Date: 

JAW FUNCTIONAL LIMITATION SCALE

For each of the items below, please indicate the level of limitation during the last month. If the activity has been completely avoided because it is too difficult, then circle '1 O'. If you avoid an activityfor reasons other than pain or difficulty, then leave the item blank.

No 

Limitation 
1 Chew tough food 0 1 2 3 4 5 6 

Chew hard bread 0 1 2 3 4 5 6 
Chew chicken (for example, prepared 
in oven) 0 1 2 3 4 5 6 

4 Chew crackers 0 1 2 3 4 5 6 
5 Chew soft food (for example, macaroni,

canned or soft fruits, cooked vegetables, 0 1 2 3 4 5 6 
fish) 

6 Eat soft food requiring no chewing (for 
pudding, pureed food) 0 1 2 4 5 6 

7 Open wide enough to bite from a whole 0 1 2 3 4 5 6 apple 

8 Open wide enough to bite Into a sandwich 0 1 2 3 4 5 6 

9 Open wide enough to talk 0 1 2 3 4 5 6 

10 Open wide enough to drink from a cup 0 1 2 3 4 5 6 

11 Swallow 0 1 2 3 4 5 6 

12 Yawn 0 1 2 3 4 5 6 

13 Talk 0 1 2 3 4 5 6 

14 Sing 0 1 2 3 4 5 6 

15 Putting on a happy face 0 1 2 3 4 5 6 

16 Putting on an angry face 0 1 2 3 4 5 6 

17 Frown 0 1 2 3 4 5 6 

18 Kiss 0 1 2 3 4 5 6 

19 Smile 0 1 2 3 4 5 6 

20 Laugh 0 1 2 3 4 5 6 

No Pain At All 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

7 

Severe 

Limitation 

8 9 

8 9 

8 9 

8 9 

8 9 

8 9 

8 9 

8 9 

8 9 

8 9 

8 9 

8 9 

8 9 

8 9 

8 9 

8 9 

8 9 

8 9 

8 9 

8 9 

Pain As Bad 
As It Could Be 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

10 

o ________________ _ 10



The Oral Behavior Checklist 

How often do you do each of the following activities, based on the last month? If the frequency of the activity varies, choose 
the higher option. Please place a (../) response for each item and do not skip any items. 

<1 1-3 1-3 4-7 Activities During Sleep None of Night Nights Nlahts Nights/ the time /Month /Month /Week Week 

1 
Clench or grind teeth when asleep, based on any 
infonnation you may have □ □ □ □ □ 

2 
Sleep in a position that puts pressure on the jaw (for 
example, on stomach, on the side) □ □ □ □ □ 

Activities During Waking Hours None of A llttJe of Some of Most of All of the 
the time the time the time the time time 

3 Grind teeth together during waking hours 
[] □ □ □ □ 

4 Clench teeth together during waking hours 
□ □ □ □ □ 

5 
Press, touch, or hold teeth together other than while eating 
(that is, contact between upper and lower teeth) □ □ □ □ □ 

6 
Hold, tighten, or tense muscles without clenching or 
bringing teeth together □ □ □ □ □ 

7 Hold or jut jaw forward or to the side L] D □ □ □ 

8 Press tongue forcibly against teeth □ □ □ □ □ 

9 Place tongue between teeth □ □ □ □ □ 

10 'Bite, chew, or play with your tongue, cheeks or lips □ □ □ □ □ 

11 
Hold jaw in rigid or tense position, such as to brace or 

□ □ □ □ □ protect the jaw 

Hold between the teeth or bite objects such as hair, pipe, 
□ □ □ □ □ 12 pencil, pens, fingers, fingernails, etc 

13 Use chewing gum □ □ □ □ □ 

14 
Play musical instrument that involves use of mouth or jaw 

□ □ □ □ □ (for example, woodwind, brass, string instruments) 

15 
Lean with your hand on the jaw, such as cupping or resting 

[] □ □ □ □ the chin in the hand 

16 Chew food on one side only □ □ □ □ □ 

17 Eating between meals (that is, food that requires chewing) Cl □ [] □ □ 

18 
Sustained talking (for example, teaching, sales, customer 

D □ □ □ □ service) 

19 Singing □ □ □ □ □ 

20 Yawning □ □ □ □ □ 

21 Hold telephone between your head and shoulders Cl □ □ □ □ 
--··----·· ---•• ----•--·• --•-- •• • • • • - •••-• • o , o  .. --•-�•••• --•-••-.,_.• • --·· --...-----·-· 
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