
TMJ REFERRAL CARD

Patient Name:  ____________________  Referred by:   __________________       


Appointment Date:   _______________   Time :   __________________


Symptoms (please check)

☐ Headache  (Circle:   Forehead    Temples     Lower Jaw     Neck    )

☐ TMJ Pain (Tender at Joint)

☐ Grinding at Night (Bruxism)

☐ Clenching

☐ Mouth Guard   (Circle   Y  or  N   )

☐ Tooth Damage

☐ Other:  __________________________________________________________
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