Advanced TMD & Dental Center

TMD/SLEEP Patient Registration

Thomas J. Honl D.D.S.

520 A Vincent Street 

Stevens Point, WI 54481

(715) 341-5000

Today’s Date: _____________
Patient Information:

First Name: __________________    Last Name: ___________________   Middle Initial: _____

Responsible Party: (If someone other than patient) _____________________________________

Street Address__________________________________________________________________

City, State, Zip__________________________________________________________________

Home Phone ____________  Work Phone _____________ (Ext)______   Cell _______________

Email_________________________________________________________________________

Employer ______________________________________________________________________      

Student Status:  Full Time___   Part Time ___   

Male____  Female____

Age _____  Weight _________     Height: Feet _____  Inches ______

Date of Birth _________________ 

Married ____    Single ____    Divorced ____     Separated ____     Widowed ____

Spouse Name ________________________________Date of Birth _______________________

Spouse Employer _______________________________________________________________        

Dentist________________________________________ Phone____________________

Address or Facility________________________________________________________

Primary Care Physician___________________________ Phone____________________

Address or Facility________________________________________________________

Primary Medical Insurance Information:

First Name of Insured _________________     Last __________________    Middle Initial_____

Insured Address (If different than patient’s) ___________________________________________

City, State, Zip _________________________________________________________________

Insured Birth Date_________________  

Relationship to Insured:      Self ______  Spouse_____  Child _____  Other _____

Employer ______________________________________________________________________

Insurance plan or program name ____________________________________________________

Customer Service phone# to call Insurance____________________________________________

Policy/Group No.________________________    Insurance ID No.________________________

Ins. Company Address ___________________________________________________________

City, State, Zip _________________________________________________________________

Secondary Medical Insurance Information:

First Name of Insured _________________     Last __________________    Middle Initial_____

Insured Address (If different that patient’s) ___________________________________________

City, State, Zip _________________________________________________________________

Insured Birth Date_________________  

Relationship to Insured:      Self ______  Spouse_____  Child _____  Other _____

Employer ______________________________________________________________________

Insurance plan or program name ____________________________________________________

Customer Service phone# to call insurance____________________________________________

Policy/Group No.________________________    Insurance ID No.________________________

Ins. Company Address ___________________________________________________________

City, State, Zip _________________________________________________________________

What are the chief complaints for which you are seeking treatment?

Please number your complaints with # 1 being the most severe symptom, then #2 next most severe, etc.

#_____ Jaw pain

#_____Jaw clicking

#_____Jaw locking

#_____Limited mouth opening

#_____Eye discomfort/visual disturbance

#_____Facial pain

#_____Fatigue

#_____Neck pain

#_____Headaches

#_____History of migraines

#_____Morning head pain/tension

#_____Ringing in the ears

#_____Dizziness/lightheadedness

#_____Nocturnal teeth grinding

#_____Frequent heavy snoring

#_____Pain when chewing

#_____Sinus headache/pain/congestion

#_____Ear pain

#_____Wake with headaches

#_____One-sided face pain

#_____ CPAP intolerance

#_____Difficulty falling asleep

#_____Fatigue

#_____Frequent heavy snoring

#_____Frequent heavy snoring, which affects the sleep of others

#_____Gasping when waking up

#_____Nighttime choking spells

#_____Significant daytime drowsiness

#_____Sleepiness while driving

#_____Witnessed apneic events

Other: 

1. ______________________________________________________________________

2. ______________________________________________________________________

Medical History Questionnaire:

Allergens:

Yes ___ No ___    Known allergens                                                      

Yes ___ No ___    Antibiotics

Yes ___ No ___    Aspirin

Yes ___ No ___    Barbiturates

Yes ___ No ___    Codeine

Yes ___ No ___    Iodine

Yes ___ No ___    Latex 

Yes ___ No ___    Local Anesthetics

Yes ___ No ___    Metals

Yes ___ No ___    Penicillin

Yes ___ No ___    Plastic

Yes ___ No ___    Sedatives

Yes ___ No ___    Sleeping pills 

Yes ___ No ___  Sulfa Drugs

Current Medications:

        Medicine:                                         Dosage/ Frequency:                               Reason:

1. ______________________________________________________________________

2. ______________________________________________________________________

3. ______________________________________________________________________

4. ______________________________________________________________________

5. ______________________________________________________________________

6. ______________________________________________________________________

7. ______________________________________________________________________

8. ______________________________________________________________________

9. ______________________________________________________________________

10. _____________________________________________________________________

Medical History
Medical Condition(s): Please check all that apply.               

Current ___     Past ___     Date __________ Acid reflux

Current ___     Past ___     Date __________ ADD/ ADHD

Current ___     Past ___     Date __________ Adenoids Removed

Current ___     Past ___     Date __________ Anxiety 

Current ___     Past ___     Date __________ Arthritis

Current ___     Past ___     Date __________ Asthma

Current ___     Past ___     Date __________ Autoimmune Disorder

Current ___     Past ___     Date __________ Atrial Fib

Current ___     Past ___     Date __________ Cancer

Current ___     Past ___     Date __________ Chemotherapy

Current ___     Past ___     Date __________ Chronic cough

Current ___     Past ___     Date __________ Chronic fatigue

Current ___     Past ___     Date __________ Chronic pain

Current ___     Past ___     Date __________ Cold hands & feet

Current ___     Past ___     Date __________ COPD

Current ___     Past ___     Date __________ Currently pregnant

Current ___     Past ___     Date __________ Depression

Current ___     Past ___     Date __________ Diabetes

Current ___     Past ___     Date __________ Difficulty sleeping

Current ___     Past ___     Date __________ Dizziness

Current ___     Past ___     Date __________ Dry Mouth a.m.

Current ___     Past ___     Date __________ Epilepsy

Current ___     Past ___     Date __________ Excessive thirst

Current ___     Past ___     Date __________ Fatigue

Current ___     Past ___     Date __________ Fibromyalgia

Current ___     Past ___     Date __________ Frequent cough

Current ___     Past ___     Date __________ Frequent stressful situations

Current ___     Past ___     Date __________ General anesthesia

Current ___     Past ___     Date __________ Hay fever

Current ___     Past ___     Date __________ Headaches

Current ___     Past ___     Date __________ Hearing impaired

Current ___     Past ___     Date __________ Heart attack

Current ___     Past ___     Date __________ Heart disorder

Current ___     Past ___     Date __________ Heart murmur

Current ___     Past ___     Date __________ Heart pacemaker

Current ___     Past ___     Date __________ Heart palpitations

Current ___     Past ___     Date __________ Heart valve replacement

Current ___     Past ___     Date __________ Hepatitis

Current _____ Past___      Date__________  High Blood Pressure

Current ___     Past ___     Date __________ Injury to mouth

Current ___     Past ___     Date __________ Injury to teeth

Current ___     Past ___     Date __________ Insomnia

Current ___     Past ___     Date __________ Intestinal disorders

Current ___     Past ___     Date __________ Jaw joint surgery

Current ___     Past ___     Date __________ Liver disease

Current ___     Past ___     Date __________ Low energy

Current ___     Past ___     Date __________ Meniere’s disease

Current ___     Past ___     Date __________ Multiple sclerosis

Current ___     Past ___     Date __________ Muscle aches

Current ___     Past ___     Date __________ Muscle spasms or cramps

Current ___     Past ___     Date __________ Muscular dystrophy

Current ___     Past ___     Date __________ Nasal allergies

Current ___     Past ___     Date __________ Nervous system irritability

Current ___     Past ___     Date __________ Need extra pillows to help breathing at night     

Current ___     Past ___     Date __________ Neuralgia

Current ___     Past ___     Date __________ Numbness of fingers

Current ___     Past ___     Date __________ Osteoarthritis                                

Current ___     Past ___     Date __________ Osteoporosis

Current ___     Past ___     Date __________ Ovarian cysts

Current ___     Past ___     Date __________ Parkinson’s disease

Current ___     Past ___     Date __________ Poor circulation                            

Current ___     Past ___     Date __________ Prior orthodontic treatment

Current ___     Past ___     Date __________ Psychiatric care

Current ___     Past ___     Date __________ Radiation treatment

Current ___     Past ___     Date __________ Raynauds

Current ___     Past ___     Date __________ Restless Leg Syndrome

Current ___     Past ___     Date __________ Rheumatic arthritis

Current ___     Past ___     Date __________ Scoliosis

Current ___     Past ___     Date __________  Shortness of breath

Current ___     Past ___     Date __________ Sinus pain/ pressure

Current ___     Past ___     Date __________ Sleep apnea

Current ___     Past ___     Date __________ Stroke

Current ___     Past ___     Date __________ Tendency for ear infections

Current ___     Past ___     Date __________ Tendency for frequent colds

Current ___     Past ___     Date __________ Wisdom teeth (third molars) extraction

Current ___     Past ___     Date __________ Thyroid disorder

Current ___     Past ___     Date __________ Tired muscles

Current ___     Past ___     Date __________ Tonsils removed

Current ___     Past ___     Date __________ Tuberculosis

Current ___     Past ___     Date __________ Tumors

Other:

1. ______________________________________________________________________

2. ______________________________________________________________________

Confidential Medical History:

Current ___     Past ___     Date __________ Recreational drugs

Current ___     Past ___     Date __________ HIV/AIDS

Surgical Operations:

Yes ___ No ___   Artificial joints

Yes ___ No ___   Back 

Yes ___ No ___   Ear
Yes ___ No ___   Heart
Yes ___ No ___   Lung
Yes ___ No ___   Nasal
Yes ___ No ___   Neck surgery

Yes ___ No ___   Thyroid
Yes ___ No ___   Tonsillectomy
Yes ___ No ___   Uvulectomy
Yes ___ No ___   Periodontal
Yes ___ No ___   UPPP
Other:

1. ______________________________________________________________________

2. ______________________________________________________________________

Family History:

Has any member of your family (parent, sibling, or grandparent) had: 

Yes ___ No ___   Cancer

Yes ___ No ___   Heart disease

Yes ___ No ___   Diabetes

Yes ___ No ___   High blood pressure

Yes ___ No ___   Stroke

Yes ___ No ___   Sleep disorder

Yes ___ No ___   Obesity

Yes ___ No ___   Thyroid trouble

Yes ___ No ___   Father snores

Yes ___ No ___   Mother snores

Yes ___ No ___   Father has sleep apnea

Yes ___ No ___   Mother has sleep apnea

Other:

1. ______________________________________________________________________

2. ______________________________________________________________________

Social History:

Occupation: _____________________________________________________________

Employer: _______________________________________________________________

Tobacco use: 

Cigarettes:
Never ___     Current ___     Quit ___     Date Quit __________ 
# of packs per day ____

# of years ____

Other tobacco: 

Yes ___ No ___  Pipe

Yes ___ No ___  Snuff

Yes ___ No ___  Cigar

Yes ___ No ___  Chew
Alcohol use:

Yes ___ No ___  Do you drink alcohol? 

If yes, how many drinks per week? #_____
Caffeine intake:

Yes ___ No ___  Coffee/Tea/ Soda

If yes, how many drinks per day? #_____

Additional:

Yes ___ No ___  Regular exercise

If yes, how many times per week? # _____

Epworth Sleep Questionnaire:

How likely are you to doze off or fall asleep in the following situations?

No___ Slight___ Moderate___ High _____ Sitting and reading

No___ Slight___ Moderate___ High _____ Watching TV

No___ Slight___ Moderate___ High _____ Sitting inactive in a public place (e.g. a theater or 

                                                                             a  meeting, etc.) 

No___ Slight___ Moderate___ High _____ As a passenger in a car for an hour without a 

                                                                             break

No___ Slight___ Moderate___ High _____ Lying down to rest in the afternoon when 

                                                                             circumstances permit 

No___ Slight___ Moderate___ High _____ Sitting and talking to someone

No___ Slight___ Moderate___ High _____ Sitting quietly after lunch without alcohol

No___ Slight___ Moderate___ High _____ In a car, while stopped for a few minutes in                                                                   

                                                                             traffic

Review of Systems:
General:

Yes ___ No ___  Appetite changes

Yes ___ No ___  Chills

Yes ___ No ___  Marked weight change

Yes ___ No ___  Night sweating

Yes ___ No ___  Persistent fever

Yes ___ No ___  Recent trauma of infection

Yes ___ No ___  Sensitivity to heat or cold

Yes ___ No ___  Tire easily

Yes ___ No ___  Unusual weakness

Other: 

1. ______________________________________________________________________

2. ______________________________________________________________________

Head, Eyes, Ears, Nose, & Throat:

Yes ___ No ___  Dizziness

Yes ___ No ___  Headaches

Yes ___ No ___  Nose bleeding

Yes ___ No ___  Ringing in ears

Yes ___ No ___  Sinus infection

Yes ___ No ___  Sore gums or tongue

Yes ___ No ___  Sore throat or hoarseness

Yes ___ No ___  Swallowing difficulties

Yes ___ No ___  Trauma

Yes ___ No ___  Ulcers or lumps in mouth

Other: 

1. ______________________________________________________________________

2. ______________________________________________________________________

Neck:

Yes ___ No ___  Neck pain

Yes ___ No ___  Stiffness

Other: 

1. ______________________________________________________________________

2. ______________________________________________________________________

Lungs:

Yes ___ No ___  Persistent cough

Yes ___ No ___  Shortness of breath

Yes ___ No ___  Swelling of ankles

Yes ___ No ___  Wheezing

Other: 

1. ______________________________________________________________________

2. ______________________________________________________________________

Heart:

Yes ___ No ___  High blood pressure

Yes ___ No ___  Other: 

Other:

1. ______________________________________________________________________

2. ______________________________________________________________________

Abdomen:
Yes ___ No ___  Heartburn

Other: 

1. ______________________________________________________________________

2. ______________________________________________________________________

Hematologic:

Yes ___ No ___  Anemia 

Yes ___ No ___  Bleeding disorders

Yes ___ No ___  Bruise easily

Other: 

1. ______________________________________________________________________

2. ______________________________________________________________________

Bone Joints:

Yes ___ No ___  Back pain

Yes ___ No ___  Joint stiffness

Yes ___ No ___  Muscle cramps

Yes ___ No ___  Myalgia

Other: 

1. ______________________________________________________________________

Neurologic:

Yes ___ No ___  Cephalgia

Yes ___ No ___  Dizziness

Yes ___ No ___  Headaches

Yes ___ No ___  Muscle weakness or paralysis

Other: 

1. ______________________________________________________________________

Reproductive:

Yes ___ No ___  Impotence

Yes ___ No ___  Lack of sex drive

Other: 

1. ______________________________________________________________________

Any Other Not Listed:

1. ______________________________________________________________________

2. ______________________________________________________________________

Head, Neck and Facial Pain Questionnaire

Symptoms:

Head pain

____ Entire head (Generalized)

L___ R___ B___  Front of your head (Frontal)

____ Top of the head

L___ R___ B___  Back of your head

L___ R___ B___   In your temples

Jaw pain

L___ R___ B___  Jaw pain-on opening

L___ R___ B___  Jaw pain-while chewing

L___ R___ B___  Jaw pain- at rest 

Jaw Symptoms

____ Jaw popping

L___ R___ B___  Jaw clicking

____ Jaw locks closed

____ Jaw locks open

____ Teeth grinding

Mouth and Nose related conditions
____ Burning tongue

____ Frequent biting of cheek

____ Frequent snoring

____ Broken teeth

____ Teeth clenching

____ Dry mouth

Ear related conditions

____ Tinnitus (ringing in the ears)

____ Ear pain

____ Ear congestion

____ Pain in front of the ear

____ Hearing loss

____ Recurrent ear infections

____ Pain behind the ear

Eye related conditions

____ Blurred vision

____ Eye pain

____ Pain or pressure behind the eyes

Throat, Neck & Back related conditions
____ Back pain-lower

____ Back pain-middle

____ Back pain-upper

____ Chronic sore throat

____ Constant feeling of a foreign object in throat

____ Difficulty in swallowing

____ Limited movement of neck

____ Neck pain

____ Numbness in the hands or fingers

____ Shoulder pain

____ Shoulder stiffness

____ Swelling in the neck

____ Swollen glands

____ Tightness in throat

____ Tingling in the hands or fingers

____ Chronic sinusitis

History of Symptoms

When did the pain or condition first occur? ____________________________________

What do you believe is the cause of the pain or condition:

____  motor vehicle accident

____  motorcycle accident

____  work related incident

____  playground incident

____  athletic endeavor

____  fight

____  fall

____  an accident

____  illness

____  injury

____  unknown

____  whiplash

____  other (please explain): ________________________________________________

Is there anything that makes your pain or discomfort worse? _______________________

Is there anything that makes your pain or discomfort better? _______________________

What other information is important regarding the pain & condition? ________________

________________________________________________________________________ 

 History of Treatment:

1.)Practitioner’s Name:____________________________________________________

Specialty: _______________________________________________________________               

Treatment: ______________________________________________________________                           

Approx. Date: ____________________________________________________________

2.)Practitioner’s Name:_____________________________________________________

Specialty: _______________________________________________________________               

Treatment: ______________________________________________________________                           

Approx. Date: ____________________________________________________________

3.)Practitioner’s Name: ____________________________________________________

Specialty: _______________________________________________________________               

Treatment: ______________________________________________________________                           

Approx. Date: ____________________________________________________________

Head Pain History

Pain qualities 
Which side are the headaches worse: 

___ both sides

___ left side

___ right side 

Headache spreads to:

___ the temple

___ the back of the head

___ the forehead

___ other (please explain): ___________________________________________

SEVERITY    --on a scale of 0-10—

0= no pain 
10= worst pain imaginable

____ Jaw pain on a 0-10 pain scale

____ Headaches on a 0-10 pain scale

____ Neck pain on a 0-10 scale

____ facial pain on a 0-10 pain scale
FREQUENCY

____ occasional (0-3/mo)

____ frequent (3-6/mo)

____ constant

____ other (please explain): __________________________________________

DURATION

___ seconds

___ minutes

___ minutes

___ hours

___ days

___ weeks
When having pain do you experience:

___ Dizziness

___ Double vision

___ Fatigue

___ Nausea

___ Sensitivity to light (photophobia)

___ Sensitivity to noise

___ Throbbing

___ Vomiting

___ Burning

___ Other (please explain): __________________________________________

Patient Signature

I authorize the release of full report of examination findings, diagnosis, treatment program etc., to and referring or treating dentist of physician. I additionally authorize the release of any medical information to insurance companies or for legal documentation to process claims. I understand that I am responsible for all charges for treatment to me regardless of insurance coverage. I certify the medical history information is complete and accurate.

Patient Signature____________________________________________ Date__________

