
 Sleep Apnea, TMJ, Headaches & Facial Pain 
 Patient Name:  __________________________________________________  DOB:  ________________ 

 Cell Phone: _________________________________________________________________________________ 

 Email: ______________________________________________________________________________________ 

 Referring Doctor:  _____________________________________________________________________ 

 Sleep & TMD Symptoms:  (Please check all that apply) 

 Obstructive Sleep Apnea  TMJ Pain 

 Frequent/Heavy Snoring  Headache/ Migraines 

 Fatigue/Daytime Sleepiness  Grinding/Clenching teeth 

 CPAP Intolerant  Jaw Popping/Clicking 

 Repeated Awakening during Sleep  Pain when chewing 

 Tongue and lip tie  History of Tooth Fractures 

 Limited mouth opening  Sudden bite changes 

 Ringing in the Ears  Unexplained Tooth pain & mobility 

 Fibromyalgia  Trigeminal Neuralgia 

 Remarks:  _______________________________________________________________ 

 ________________________________________________________________________ 

 Doctor:  _________________________________  Phone:  __________________________ 

 Please fax referral to 1-520-299-1739 
 ❖  Healing Begins With Awareness  ❖ 


	Patient Name: 
	DOB: 
	Cell Phone: 
	Email: 
	Referring Doctor: 
	Obstructive Sleep Apnea: 
	undefined: Off
	TMJ Pain: 
	undefined_2: Off
	FrequentHeavy Snoring: 
	undefined_3: Off
	Headache Migraines: 
	undefined_4: Off
	FatigueDaytime Sleepiness: 
	undefined_5: Off
	GrindingClenching teeth: 
	undefined_6: Off
	CPAP Intolerant: 
	undefined_7: Off
	Jaw PoppingClicking: 
	undefined_8: Off
	Repeated Awakening during Sleep: 
	undefined_9: Off
	Pain when chewing: 
	undefined_10: Off
	Tongue and lip tie: 
	undefined_11: Off
	History of Tooth Fractures: 
	undefined_12: Off
	Limited mouth opening: 
	undefined_13: Off
	Sudden bite changes: 
	undefined_14: Off
	Ringing in the Ears: 
	undefined_15: Off
	Unexplained Tooth pain  mobility: 
	undefined_16: Off
	Fibromyalgia: 
	undefined_17: Off
	Trigeminal Neuralgia: 
	undefined_18: Off
	Remarks 1: 
	Remarks 2: 
	Doctor: 
	Phone: 


