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Orofacial Pain Examination Form

Please complete pages 1 through 6.

Circle choices whenever available.

Name ______________________________________________    Date_________________

Sponsor SSN ____________________________  DOB _________________ Gender:   M    F

Active Duty / Retired / Family member          Age____________
     Ethnicity__________________  

Branch of Service ______________________ Rank / Rate ___________    

Phone (H) (_____)______________   (W)  (_____)______________  (Cell) (____)______________

Address  _______________________________________________  

City  ___________________________     State   _________    Zip   ____________

Email ______________________________________

Are you enrolled in?    TRICARE  Prime     TRICARE Extra    TRICARE  Standard    Medicare

Do you have other Insurance?  Y  N   Insurance Company _______________________________ 

Insurance Policy Number __________________________________________________________

Who referred you for this evaluation?  _______________________________________________  

Name __________________________________________________

SSN _______________________________







     Why are you here?   Describe your pain or problem(s):

When did your problem(s) start? _______________________________________________________   
Where is your pain?  Draw the location(s) 

     of ANY pain that you experience.










 List your pain problems.

 Prioritize (worst pain first)

 1.  ____________________________
 2.  ____________________________

 3.  ____________________________
 4. _____________________________
 5. _____________________________
Which pain occurred first?

 _______________________________

 Does movement initiate or aggravate your 

  pain?  Y  N ?

 ________________________________



EMBED Word.Picture.8
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Circle which word(s) characterize your pain or pains?    

Sharp    Burning     Electric-like    Aching     Throbbing     Dull     Pulsing     Pressing     Stabbing

What is the level of pain of your primary complaint?   Please mark your levels on the lines below. 

 No discomfort


                                    Worst pain imaginable

Today


0_____________________________________________10

At its Worst

0_____________________________________________10

On Average

0_____________________________________________10

Pain on Best day

0_____________________________________________10

Any pain free days?    Yes    No         How many pain free days per month?  ___________

When were you last completely pain free?  __________________________________________________

What is your overall (total body) level of pain?  Please mark your levels on the lines below.

Today 


0_____________________________________________10

At its Worst 

0_____________________________________________10  

On average

0_____________________________________________10  

Pain on Best day 

0_____________________________________________10

Any pain free days?    Yes    No         How many pain free days per month?  ___________

When were you last completely pain free?  __________________________________________________

Please rate your overall levels of:
          
           None




           Worst possible 

Stress


0_____________________________________________10




Anxiety               

0_____________________________________________10

Depression

0_____________________________________________10

Anger                                 0_____________________________________________10

Have you ever thought of harming yourself?     Yes     No     _____________________________________

Estimate for any reason how long your teeth are together or touching in 24 hours?  ______________

Circle the feeling(s) that let(s) you know when your teeth are touching?
    



pain     
  tightness     
fatigue     
motion    
 touch

Do you clench or grind your teeth?   Yes
 No    Don’t know

If yes, how do you know?
  self-aware   told by dentist   told by others

Habits

Do you?    bite your nails     chew gum         protrude  tongue          hold phone between shoulder and head 

Describe any other habits: _______________________________________________________________

History and Nature of Pain

What do you think is wrong or causing  your problem and what do you think needs to be done about it?

Medical History

a.  Medical Conditions: ________________________________________________________________________
___________________________________________________________________________________________

___________________________________________________________________________________________

b.  Do you have a history of injury or trauma?  Yes  No  ________________________________________

c.  Who have you seen for your pain problem(s)?  Primary Care   ENT   Neurology   Anesthesia-Pain Clinic   Physical Therapy   Dentist    Chiropractor ____________________________________________________________________________________

d.  What types of treatment(s) have you received for you pain problem(s)?__________________________ _____________________________________________________________________________________

e.  Allergies: ___________________________________________________________________________

f.  Current prescription medications: ________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

g.  Herbal/Dietary Supplements: ___________________________________________________________

h.  Current non-prescription medications: ____________________________________________________

i.  Previous medication(s) used for your pain problem(s):________________________________________ ______________________________________________________________________________________ 

What is your consumption of the following?

Nicotine           Y    N      
How long? _____  cigarettes _____/day   cigars_____   pipe _____  snuff _____


Alcohol            Y    N      
beer   ____ /day
            wine _____ glasses/day           liquor  ____ drinks/day  

Caffeine           Y    N  
cups(cans)day  _____       coffee  
       tea          soda          chocolate


Water               Y    N  
glasses/day  _____

Juice or milk    Y    N
glasses/day  _____

Vitamins          Y    N
multivitamins    _____
specific supplements  ________________________

Is your diet?       balanced     
high sugar   
 high carbohydrate   
high fat

Do you skip any meals?    Y     N       Which?       Breakfast      Lunch       Dinner

Any weight gain/loss? ______________________________________________
Personal/Family History

a.  Occupation:  _______________________________________________________________________

b.  Marital status:     Single     Married     Separated     Divorced

c.  Children:     Y     N     If yes, list ages  ____________________________________________________

d.  Are there any special needs or circumstances involving you, your family members or your job?   Y   N   _____________________________________________________________________________________

e.  Do you have any history of the following or other similar threatening, stressful or frightening life events?    Y   N

abuse - at any age (physical, emotional or sexual), childhood neglect, physical or sexual assault,  near drowning,  combat,  panic attacks,  post-traumatic stress disorder, other _________________________________________

_________________________________________________________________________________________

f.  Exercise level:  None    Slight     Moderate    Active     Any activity limitations?  __________________

Do you experience any of the following?

a.  Jaw pain?    Y    N  ___________________________________________________________________

b.  Headaches?  Y    N       For how long?  _______________      Is there a family history of headaches?   Y     N

     Do you have more than one kind of headache?   Y     N      If yes, how  many kinds?____________________

     Where on your head does   1 __________________     2 __________________     3 __________________ 

         the headache pain occur?

     How often (frequency)?      1 __________________     2 __________________     3 __________________

     When do they occur?

     (morning, evening, etc.)      1 __________________     2___________________    3 __________________

     How long do they last?       1 __________________      2 __________________     3 __________________

     What starts or triggers        1 __________________      2 __________________      3 __________________

         your headaches?

     With your headache, do          nausea/              light              sound            dizziness               aura

         you experience?
         vomiting         sensitivity       sensitivity                          (altered sensations)

c.  Neck pain?  Y   N   __________________________ Neck sounds?  Y   N  ____________________________

     When did it start? ______________________  When is it the worst? ________________________________

d.  Any pain from areas below your shoulders?  Y   N   If yes, where?  __________________________________

e.  Tooth pain?    Y   N   ______________________________________________________________________

f.  Does your bite feel different?  Y   N  __________________________________________________________

g.  Any altered jaw movement(s)?  Y  N  __________________________________________________________

h.  Any jaw (joint) sounds?  Y  N _______________________________________________________________

i.  Did jaw (joint) sounds begin before your pain started?   Y    N    unsure  ______________________________

j. When were you first aware of the sounds?  _________________________________________________

k.  Have there been any changes in the sounds?  _______________________________________________

l. Any jaw pain or stiffness?  Y   N    morning   evening _________________________________________

m. When is the jaw pain or stiffness worst?   morning   midday    evening ___________________________

n. Does your problem affect your ability to eat?  Y    N    ________________________________________

o. Dizziness or lightheadedness?  Y   N______________________________________________________

p. Ear problems?  Y   N     fullness    stuffiness     ringing    sounds    pain  __________________________

q. Numbness or tingling?  Y   N   around mouth     head/face     arms/fingers     legs/toes     other ________

r.  Cold hands/feet? _____________________________________________________________________

s. Stomach, intestinal, bowel  or bladder problems?   Y    N   _____________________________________

t.  Any smell that evokes any bad memories? _________________________________________________

Sleep History     

a.  In what position do you fall asleep?   Lying on your :     Back     Side     Stomach   __________

b.  Do you have a regular/consistent sleep schedule?   Y   N     Are you a shift worker?   Y   N   __

c.  How many hours do you sleep?   Average night  _____  Good  night  _____  Bad night   _____  

d.  Do you have difficulty falling asleep?   Y   N   ______________________________________

e.  How long does it take to fall asleep?   Average night  ____ Good  night  ____ Bad night   ____

f.  Any problems with interruptions/awakenings during sleep?   Y   N   ______________________

g.  Do you snore?   Y    N  _________________________________________________________

h.  Is your sleep?    sound       light       restless      ______________________________________

i.  Is your sleep restorative/restful?   Y   N   ___________________________________________

Thank you.  The staff will complete the remainder of the form.

Pain History Matrix 

	Pain Complaint
	Primary
	Secondary
	Tertiary

	Location


	   
	
	

	Onset


	
	
	

	Character 

(quality)


	
	
	

	Intensity (0-10)


	
	
	

	Frequency (daily,

weekly, etc.)


	
	
	

	Duration (secs, mins, hrs,

 days)


	
	
	

	Initiating 

Factors


	
	
	

	Aggravating 

Factors


	
	
	

	Alleviating 

Factors


	
	
	

	Associated Symptoms


	
	
	


EXAMINATION




Incisal opening:  without increasing pain ____ mm     Pain level ____

              


              maximum unassisted    ____ mm     Pain level ____



Respiratory Rate  _____      Diaphragmatic     Shallow

CRANIAL NERVE  SCREENING

(I)   Olfactory  _____ WNL:  ______________________________________________________________

(II)  Gross Vision  _____  WNL: ___________________________________________________________

(III, IV, VI)  Extraocular Muscles  ________  WNL:  __________________________________________

Pupil (Equality, Reaction, Accommodation)  ______ WNL: _____________________________________

(V)  Sensory (V1, V2, V3, C2-T2)  ________ WNL: ___________________________________________

(V)  Motor (Function and Symmetry)  ________  WNL:  _______________________________________

(VII)  Motor (Facial Muscles)  ________ WNL:  _____________________________________________

(VIII)  Gross Hearing  ________ WNL:  ___________________________________________________


Is hearing muffled?     Yes      No      R       L     _______________________________________

External Auditory Canal /Tympanic Membrane ________  WNL:  _______________________

(IX, X) Palatal Elevation/Gag Reflex  ________  WNL:  _______________________________________

(XI)  Shoulder Shrug/Lateral Head Movement  ________ WNL:  ________________________________

(XII)  Tongue Protrusion  ________  WNL: _________________________________________________

BALANCE COORDINATION

Gait, Gross Motor  Movements ________  WNL: _____________________________________________

Finger to Nose Movement  ________  WNL:_________________________________________________

Heel to Toe Walking Movements  _______  WNL:  ____________________________________________
CERVICAL EXAMINATION

Head/ Neck Position  ________  WNL:   Forward Head  
Lateral Tilt      R      L _________________


Rotation (70 degrees)   
Right   
____  WNL   ____  Restricted
   ____  Pain      R     L




Left
____  WNL   ____  Restricted
   ____  Pain      R     L


Lateral Tilt (60 degrees)
Right   
____  WNL   ____  Restricted
   ____  Pain      R     L





Left   
____  WNL   ____  Restricted
   ____  Pain      R     L

Flexion/Extension
Back
____  WNL   ____  Restricted  
   ____  Pain      R     L 




Forward ____ WNL    ____  Restricted  
   ____  Pain      R     L

General Comments:  ___________________________________________________________________




Incisal opening:  without increasing pain ____ mm     Pain level ____

              


              maximum unassisted    ____ mm     Pain level ____



Respiratory Rate  _____      Diaphragmatic     Shallow

RANGE OF MANDIBULAR MOVEMENT 

                                                                                                                                            Protrusive

Is their pain on?








  

Maximum Opening 
 ____  No ____  Yes, ____ R  ____ L


 R

     L

Right Lateral Movement 
 ____  No ____  Yes, ____ R  ____ L   _______  mm

Left Lateral Movement    
 ____  No ____  Yes, ____ R  ____ L   _______  mm 

Protrusive Movement
 ____  No ____  Yes, ____ R  ____ L   _______  mm

Any Deflection / Deviation   Y    N 
   
R
L



        

End Feel (with restriction)   Hard
   Soft





        Incisal Opening
Overbite:  ______ mm
Overjet:  ______  mm

Placement of 1 to 3 tongue blades in anterior incisal region feels:     Better 
Same  
    Worse
TMJ SOUNDS

Crepitus:
None      Right      Left       Mild      Moderate      Severe     

Click or Pop:
None      Right
Opening     Reciprocal     Intermittent     Painful



None      Left       Opening     Reciprocal     Intermittent     Painful

Is sound eliminated with protrusion?  ________  No  ________  Yes

cLENCHING ON BACK TEETH VS  Tongue Blade Test

Is there pain when clenching on posterior teeth?    ____  No  ____ Yes       R      L

Clenching on tongue blades is?

Bilateral:  
Better 

Same  

 Worse     
R    or   L


Right:
       
Better   
       
Same  
       
 Worse     
R    or   L


Left:                     Better   
       
Same  
        
 Worse                
R    or   L



Incisal opening:  without increasing pain ____ mm     Pain level ____

              


              maximum unassisted    ____ mm     Pain level ____



Respiratory Rate  _____      Diaphragmatic     Shallow

PALPATION EXAM

(muscle vs. joint)

Codes:  0 = Non Painful,    1 = Tenderness,     2 = Painful,     3 = Pain with withdrawal

              T =  Trigger Point  (draw arrow to depict pattern of referral, if present)

              A = allodynia,   H = hyperalgesia

              ( = hypertrophy,  ( = atrophy

Right
 Left
Rhomboids
_____
_____

Lev Scap
_____
_____
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Trapezius
_____
_____

SCM

_____
_____

Splenius

_____
_____

Occipital
_____
_____

Paracervical
_____
_____

C Spine

____________

Incisal opening:  without increasing pain



___mm
___ pain

Masseter 
_____
_____

Temporalis
_____
_____ 

Frontalis

_____
_____

TMJ (static)
_____
_____

TMJ (dynamic)
_____
_____

TMJ (EAC)
_____
_____

Lat Ptery
_____
_____

Joint Loading
_____
_____

Temp Tend
_____
_____



Med Ptery
_____
_____

Digastric
_____
_____




Incisal opening:  without increasing pain ____ mm     Pain level ____

              


              maximum unassisted    ____ mm     Pain level ____



Respiratory Rate  _____      Diaphragmatic     Shallow

ORAL EXAMINATION

Acute malocclusions?  ______ No  ______  Yes   
When?  _______________________________

Soft Tissue  ______  WNL:  _________________________________________________________

Salivary Glands   ______  WNL:  _____________________________________________________

Lymph Nodes   ______  WNL:  _______________________________________________________

Periodontal Health:  ______  WNL:  ___________________________________________________ 

Tooth sensitivity/percussion __________________________________________________________

General description of the dentition:  ___________________________________________________

_________________________________________________________________________________

Tooth Wear:
Physiologic   ____              Moderate   ____
              Severe   ____

Mandibular posturing or tongue thrusting?   Y    N  ____________________________________________
Occlusion:
Is the occlusion stable?   Y     N   ____________________________________________

Class I   ____ 

Class II   ____  Div   1    2   
Class III   ​​____

            



Open Bite?   Y     N    _____________________________________________________



Guidance/Interferences?  ___________________________________________________

Splint History:  ________________________________________________________________________

ADDITIONAL DIAGNOSTIC TESTS

Radiographs/ Imaging:  ______  Not Indicated

Laboratory Tests:  ______  Not Indicated

____  Panoramic  ____________________


____  Erythrocyte Sedimentation Rate

____  TMJ Series  ____________________


____  Rheumatoid Factor

____  Intraoral  ______________________  

____  Antinuclear Antibody

____  Waters  _______________________   

____  Bone Scan

____  Townes _______________________


____  CBC 

____  SMV  ________________________

____  Mand. Series___________________


____  Diff

____  CAT Scan  ____________________


____  Other


____  MRI  _________________________

____  Other  ________________________

Anesthetic Blocking:  ____  Not Indicated                            ______  cc of  ______  %  ____________________

Incisal            Pain
                            Location 



    Time             Opening         Rating   

_____________________________________________          ________        ________      ________

_____________________________________________
________        ________      ________

_____________________________________________          ________        ________      ________

_____________________________________________
________        ________      ________

ICD-9 Dental Disorders

306.8   Bruxism, teeth grinding

___

521.0   Dental caries


___

521.1   Excessive attrition, occlusal wear
___

521.3   Erosion – due to medicine, vomiting
___

522.0   Pulpitis – abscess, polyp

___

522.4   Acute apical perio. of pulpal origin 
___

523.0   Acute gingivitis (chronic – 523.1)
___

523.4   Chronic periodontitis (acute –523.3)
___

524.4   Malocclusion, unspecified

___

524.5   Abnormal jaw closure, malocclusion

           due to lip, tongue, finger, etc. habits
___

528.0  Stomatitis – ulcerative, vesicular
___

529.6  Glossodynia – painful tongue
___

ICD-9 Disorders of Muscle, Ligament  

728.3    Muscle wasting/disuse atrophy
___

728.5    Hypermobility syndrome {sublux}
___

728.81  Interstitial myositis

___

728.85  Spasm of muscle


___

728.89  Other – {protective co-contraction}
___


Myofascial pain – masticatory
___


Myofascial – cervical

___

729.1    Myalgia & myositis, unspecified
___

723.9   Cervical (region) disorder NOS
___

847      Neck & back, sprains & strains


(whiplash)


___

ICD-9 Temporomandibular Joint Disorders

213       Benign neoplasm, bone & cartilage
___

524.61  Adhesions & ankylosis (bony or fib)
___

524.62  Arthralgia of TMJ


___

524.63  Articular disc disorder – reducing
___



 
  Non-reducing
___

524.69  Other specified TMJ disorders
___


{deviation in form, etc.}

___

715.3   Osteoarthrosis, localized {DJD}
___

718.1   Loose body in joint, joint mice
___

727.00  Synovitis & tenosynovitis, unspec.
___

802.22  Fracture of mandible, subcondylar
___

830.1   Open dislocation of jaw

___

848.1   Other, ill-defined sprains & strains 
___

ICD-9 Headache Disorders

307.81  Tension headache


___

346.0    Classical migraine, with aura
___

346.1    Common migraine, w/o aura
___

346.2    Migraine variants, Cluster

___ 346.9    Migraine, unspec, Hemicrania          ___

784.0    Headache, facial pain, pain in head  ___


{Chronic Daily Headache}

ICD-9
Other Disorders

_____
__________________________
___

_____
__________________________
___

ICD-9 Neuralgia/Neuropathy

337.20  Reflex symp. dystrophy {CRPS}      ___

350.1    Trigeminal neuralgia

___

350.2    Atypical face pain


___

350.8    Other specified trigeminal disorders
___

350.9    Trigeminal nerve disorder, unspec.
___

351       Facial nerve disorders

___

352       Disorders of other cranial nerves
___

353       Nerve root and plexus disorders
___

386.0   Meniere’s disease
       
              ___

ICD-9  Comorbid Disorders/Conditions

300.0   Anxiety states (panic, GAD)
 
___

300.2   Phobic disorder


___

300.4   Neurotic depression (any depression)
___

306  Physiologic malfunction from mental factors
                306.0  Mussculoskeletal  

____


306.1  Respiratory


____


306.2  Cardiovascular


____


306.3  Skin


____

   306.4  Gastrointestinal

____

306.5  Genitourinary


____

306.6  Endocrine


____

306.7  Organs of special  sense

____

307.4 Sleep Disorders, nonorganic origin

 (sleep walking, shifting sleep-work schedule) 
____

381.81 Eustachian tube dysfunction              ___

493.1   Intrinsic asthma, late onset

___

530.81 Esophageal reflux {GERD}

___

564.1   Irritable bowel syndrome

___

595.1   Chronic interstitial cystitis

___

596      Other bladder disorder {irritable}
___

729.1   Fibromyositis {Fibromyalgia}
___

780.4   Dizziness, light headed, vertigo NOS___

780.71  Chronic fatigue syndrome

___

780.57  Sleep apnea, unspecified

___

ICD-9 Mimikers & Contributing Disorders

052     Herpes zoster – shingles

___

075     Infectious Mononucleosis

___

088.81 Lyme disease


___

333.8  Torsion dystonia (blepharospasm,etc)
___

353.0   Thoracic outlet syndrome

___

354.0   Carpal tunnel syndrome

___

388.70 Otalgia, unspecified, earache NOS
___

446.5   Temporal arteritis, giant cell arteritis
___

473.9   Sinusitis, chronic (Acute - 461) 
___

527.2   Sialoadenitis, parotitis

___

724      Unspecified back disorders (pain)
___

729.5   Pain in limb


___

780.5   Sleep disturbance unspecified
___
                (insomnia, sleep apnea, 24hr sleep-wake cycle)

781.0   Abnormal involuntary movements
___

                (Fasiculation, spasms, tremors)

781.92  Abnormal posture {head,eye, neck}
___

782.0   Skin sensation, burning, numbness
___

782.2   Abnormal weight gain/loss, anorexia
___

995.5   Child abuse, unspecified, neglect
___

995.8   Adult maltreatment, unspecified
___

PROCEDURE
       CPT Code/Cost

New pt, expanded (20)

99202
$ 67   ___

New pt, moderate complexity (45)
99204
$145  ___

New pt, high complexity (60)
99205
$182  ___

Established pt, expanded (15)
99213
$ 55   ___

Established pt, detailed (25)
99214
$ 86   ___

Established pt, comprehensive (40)
99215
$128  ___

Office consultation, brief (15)
99241
$ 54   ___

Office consultation, expanded (30)
99242
$ 97   ___

Office consult, comprehensive (60)
99244
$182  ___

Office consult, complex (80)
99245
$239  ___

Special reports, (insurance, boards)
99080
      0  ___

Medical testimony

99075
      0  ___

Medical team conference (30)
99361
$101  ___

Medical team conference (60)
99362
$176  ___

Telephone call, simple or brief
99371
$ 16   ___

Telephone call, intermediate
99372
$ 40   ___

Telephone call, complex or lengthy
99373
$ 80   ___

Trigger point injection

20550
$106  ___

Muscle testing, extremity or  trunk
95831
$ 31   ___

Range of motion measurements
95851
$ 27   ___

Biofeedback training, any modality
90901
$ 52   ___

Application: hot or cold packs
97010
$ 13   ___

Manual therapy, myofascial release
97140
$ 31   ___

Checkout for orthotic/prosthetic
97703
$ 17   ___

Consult, other radiographs

76140
$ 78   ___

Disability eval, by Tx Dr.

99455
     0   ___

Prevent. med. ind. counseling(15)
99401
$ 45   ___

Prevent. med. ind. counseling (30)
99402
$ 78   ___

Prevent. med. ind. counseling (45)
99403
$111  ___

PROCEDURE                  ADA Code/Cost

Detailed, extensive evaluation
D0160   $165 ___

Problem focused re-evaluation
D0170    $ 41 ___

Consultation


D9310
$110 ___

Hospital calls


D9420
$200 ___

Pall (Emerg) Tx: Dental pain
D9110
$ 52   ___

Local anesth not in conj w opr/surg D9210
$ 16   ___

Regional block anesth(mand block) D9211
$ 24   ___

Trigeminal division block anesth
D9212
$ 47  ___

Local anesthesia (infiltration)
D9215
$ 16   ___

Theraputic drug injection

D9610
$ 60   ___

Pulp vitality tests


D0460
$ 36   ___

Behavioral management: 1/15 min
D9920
$ 34   ___

Nutritional counseling

D1310
$ 40   ___


Tobacco counseling

D1320
$ 37   ___

Individual OHI


D1330
$ 54   ___

Other drugs/meds


D9630
$ 30   ___

Occlusal othotic device

D7880
$537  ___

Athletic mouth guard

D9941
$ 83  ___

Occlusal adjustment limited
D9951
$ 66   ___

Occlusal adj. Complete

D9952
$373  ___

Pour cast,  prelim,  master

D0001
$   7   ___

Diagnostic casts


D0470
$ 60   ___

Repolishing


D0016
$  5    ___

Disinfection procedures

D0017
$  5    ___

Suckdown template

D0815
$ 35   ___

Patient seating


A9999         0  ___

PROCEDURE
       ADA Code/Cost         

Panorex



D0330
$ 94  ___

Intraoral, first film

D0220
$ 19  ___

Intraoral, each add. Film

D0230
$ 15  ___


Occlusal film


D0240
$ 29  ___

MRI




$   0  ___

CT scan




$   0  ___

Exercises, develop range of motion
97110
$ 19  ___

Neuromuscular reeducation,posture
97112
$ 18  ___

MANAGEMENT PLAN:

Signature:______________________________







Date: _________________________________

BP_____/____ Pulse_____
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