Patient Name:___________________________





Start Date:_____________________
Please rank your symptoms from 0 to 5, with 0 being no discomfort and 5 being the most discomfort. Please indicate if the symptom is on your left side, right side, or bilaterally (both sides). You may use * to indicate which symptoms are of the greatest discomfort. Also, please indicate B-Better, W-Worse, or S-Same.

	Date
	 
	 
	 
	 
	 
	 
	 

	Symptoms
	Rating
	Rating
	Rating
	Rating
	Rating
	Rating
	Rating

	Headaches and/or Migraines
	 
	 
	 
	 
	 
	 
	 

	TMJ Pain
	 
	 
	 
	 
	 
	 
	 

	TMJ Noise (popping/clicking)
	 
	 
	 
	 
	 
	 
	 

	Difficulty or Limited Opening
	 
	 
	 
	 
	 
	 
	 

	Ear congestion (fullness or pressure)
	 
	 
	 
	 
	 
	 
	 

	Vertigo (dizziness)
	 
	 
	 
	 
	 
	 
	 

	Tinnitus (ringing in ears)
	 
	 
	 
	 
	 
	 
	 

	Dysphagia (difficulty swallowing)
	 
	 
	 
	 
	 
	 
	 

	Sensitive Teeth
	 
	 
	 
	 
	 
	 
	 

	Clenching/Grinding
	 
	 
	 
	 
	 
	 
	 

	Dry Mouth (after sleeping)
	 
	 
	 
	 
	 
	 
	 

	Facial/Neck Pain
	 
	 
	 
	 
	 
	 
	 

	Postural Problems
	 
	 
	 
	 
	 
	 
	 

	Tingling in your Fingertips
	 
	 
	 
	 
	 
	 
	 

	Pain in your Temples
	 
	 
	 
	 
	 
	 
	 

	Pain in your Forehead
	 
	 
	 
	 
	 
	 
	 

	Pain in your Shoulder
	 
	 
	 
	 
	 
	 
	 

	Nausea
	 
	 
	 
	 
	 
	 
	 

	Snoring
	
	
	
	
	
	
	

	Nervousness/Insomnia
	 
	 
	 
	 
	 
	 
	 

	How many hours per day are you wearing your orthotic (if removable)?
	 
	 
	 
	 
	 
	 
	 


          *This sheet is required to be completed at each visit through the orthotic phase of treatment. (applies to removable, fixed & lab processed)
Symptoms Tracker For Orthotic Therapy








