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5.f1i1/Q 1J!l"~ rcl~
TOOTHACHE/ORAL PAIN

QUESTIONNAIRE

Last First Middle
Date:8Wl ---------

o upper left side lc.til 0 lower right side {:il'iI

o cannot tell where pain is located 1'~~JEJJ~i1~Uz.

1. What do you feel is the source of your pain? "~~Uz. ?
o Teeth 5.fii 0 Sinuses 5i_* 0 Muscles JlJLJ3;I
o Gums 5.fJ3;l 0 Jaw joints 5.fIUp 0 Tongue is"m

2. Where do you feel your pain is located? 5.f~Uz.1it?

o upper right side {:i.til 0 upper front iM.t

o lower front iMl' 0 lower left side lcl'iI

3. The pain occurs with: 5.f~a~1f?

o heat itA 0 biting ~ 0 a reclining position ~Mol

OThroat~DI

o Cheeks 00;1

Ocolditl o sweet or sour Wit

o was fractured, tllen crowned J;J.iMtI!ll~~5.fJf
o was close to the nerve when repaired f1JM~1$Ltiili5.f:m

o has had root canal treatment on (date) _

1tti§M5.f:m=¥1iltr (I:l WI )
City----------c---

o several months ago • .F.l iM

o sharp and stabbing ~9Jt~111

o severe.. 0 incapacitating 1'~~~

o increasing !I:lJll
o constant *kIo momentary and disappears ~~~AA

o comes and goes periodically ll'~11

o aspirin jliiJRj~!!

o is not relieved 1'~l.l:.

4. The pain is best described as being: ~~~~1Jt

o spontaneous~~ 0 constant *kI 0 deep with pressure ~~;b~~~;hD~

5. The pain is relieved by: l.l:~JJ)1:

o cold itl 0 upright position fflm
o other medication :ltftMi~ _

6. When did you fust notice the pain? ~ - J~~.itl~~:I:!1f:

o Today~ I:l 0 several days ago .~iM 0 several weeks ago .~WliM

7. The INTENSITY of the pain is: ~~mlJt:

o mild @1Jt 0 moderate - ~

8. The FREQUENCY ofthe pain is: ~~~IJt:

o decreasing or has disappeared kllijJiij>915fl] *'
o occurs and lingers for ~WI _

9. The pain is related to a tooth which: 5.f~~~lIm~:

o a dentist recently worked on 5.fiiM.ili:5iHji§

o has been filled or crowned before P).iMM5.f91~5.f.

Donee - J~ 0 twice =J~ 0 many times ~J~

most recently on (date) _
Dentist. _

~ AA
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DYES ONO
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10. Does the pain feel like it is spreading ~5.lg

o towards an ear [D] If.:m 0 towards tlle neck [D] B:~ 0 toward tile temple [D] *-1\11\
o towards an eye [D] nH~ 0 towards the nose [D] _ 0 towards the top of tlle head [D] mll1

11. Do you currently have a cold, allergy or sinus infection? M.ili~1I!l~WII?

12. Is your mouth opening restricted? ~51Hmo.llDl?

13. Is your jaw joint painful? ~.1@~115?

14. Is tlle entire side of your face painful? ~ilOO~~JJ5?

15. Is there currently a swelling? :Ilili~a~~JJl?

16. Was there previously a swelling? p)'iM~a~~&i§?

17. Have you noticed a "pimple" on your gums? 5.f J3;I ~1iIl!5?
18. Does tile tooth feel elongated or sore to touch? tiM~~JU'II?

19. Does tile tOOtil feel loose? 5.fftll5tll?

20. Are you currently taking any medication or treatment for tlle pain? ~JJi1f~~"&ml.l:1J.?

o antibiotics m~~ 0 pain medication l.l:~. 0 ice or cold packs /Jj(~ Ootller:ltftk _


