                                                                                    FACILITY:  IDI – 25th ST  

                        



                  TMJ/JAW- Joint
 






        MRI Questionnaire
Have you had any surgery on your TMJ / Jaw? Y / N:   If yes, when? _______________

What facility? _________________________   Do you know what was done?  Y / N:
If yes, please explain: ______________________________________________________

________________________________________________________________________
Symptoms
Headache Y / N     _______Acute                 _________Chronic

Frequency/Duration_____________________________________________

For each symptom checked below please describe:

______ History of trauma________________________________________

______ Jaw pain (which side)_____________________________________

______ Do you have noise in your jaw joint?_________________________

______ Has your jaw ever locked open or closed?_____________________

______ Do you clench or grind your teeth____________________________

______ Sinusitis_______________________________________________

______ Nausea________________________________________________

______ Dizziness______________________________________________

______ Vomiting______________________________________________

______ Seizures_______________________________________________

______ Eye muscle weakness____________________________________

______ Hearing Loss___________________________________________

______ Numbness/ Tingling sensation______________________________

______ Cognitive difficulties_____________________________________

______ Visual disturbance (blurred, double) ________________________

______ Motor Function disturbance (weakness, sensory changes)_________

How long have you had the above symptoms? ________________________
History on patient only: 

History of medical disease (Parkinson’s, Arthritis) Y/ N

_____________________________________________________________

History of Cancer (If yes, please indicate primary cancer) Y/ N 

_____________________________________________________________
