
NAME

)IKEEI

CITY

LAST FIRSI MIDDLE

STATE ztP

DATE OF BIRTH SOCIAL SECURITY # -

SEX: MALE FEMALE STATUS: SINGLE MARRIED WIDOWED DIVORCED

TELEPHONE: {HOME) ( woRK / CELL )

FAXCMAIL

IN CASE OF EMERGENCY, WHO SHOULD BE NOTIFIED?

TELEPHO N E

WHOM MAY WE THANK FOR REFERRING YOU?

ADDRESS

EMPLOYER OCCUPATION

All services ore chorged io the potient, I recognize thot I om responsible for fees for
services rendered regordless of insuronce coveroge. I understond I om responsible to
poy octuol ond reosonoble collection chorges qnd/or ollorney fees.

SIGNATURE: DATE:

PATIENT INFORMATION

BARRY RoZENBERG DDS BARRY RoZENBERG DDs
'l 000 Bnorowry 1g E.48rH sT
WooDMEnE. NY 11598 NEw yoRK, Ny l00l z



Bnnnv Rozrlsrno DDS

1000 anonowny
wooDMERE Nv, 1 1598

PATIENT NAME
LAST M DDLE

PHYSICIANS NAME

ADDRESS/PHONE #

DAIE OF LAST VISIT

LISl CURRENT MEDICATIONS:

ARE YOU ALLERGIC TO ANY MEDICATIONS OR SUBSTANCES?
PLEASE CIRCLE BELOW

ASPIRIN PENICILLIN

OTHER:

CODEINE LAI EX RUBBER ACRYLIC

DO YOU NEED PREMEDICATION PRIOR TO A DENIAL VISIT?

IF YES, WHY?

HAVE YOU EVER BEEN HOSPIIALIZED? YES

IF YES, WHY?

HAVE YOU EVER HAD A SERIOUS ILLNESS OR MAJOR INJURY? YES

]F YES, WHY?

DO YOU SMOKE? YES NO HOW MUCH?

DO YOU WEAR CONTACT LENSES? YES NO
(WOMEN ) PLEASE ClRCLE IF APPROPRIATE: TAKING BIRTH CONTRoL PItLs

PREGNANT/TRYING TO GET PREGNANT NURSING

PLEASE CIRCLE IF YOU HAVE OR HAVE HAD ANY OF THE FOLLOWING:

BARRY RozENBERG DDs

I B E. 48TH STREET

NEW YoRK, Ny I 001 7

FIRST

NOYES

NO

NO

RHEUMATIC FEVER

RHEUMATIC HEARI DISEASE

HEART MURMUR

MITRAL VALVE PROLAPSE

PROSTHET C HEART VALVE

IRREGULAR HEART BEAT

SHORTNESS OF EREATH

CHRONIC TIREDNESS

CHESTPAN/ANGINA
HEART ATTACK

HIGH BTOOD PRESSURE

HIGH CHOTESTOROI-

STROKE

SEIZURES / CONVULSIONS
FAINTING / DIZZINESS

HEADACHES

ASTHMA ARTIFICiAL JO NT

DIABETES SKIN RASH / HIVES

FREQUENTURINATION CORTISONETREAIMENT
EXCESSIVE THIRST HIV

HYPOGLYCEMIA AIDS

ANEMIA
BRUISING

CANCER

RADIAIION THERAPY

CHEMOTHERAPY

TUMOR OR GROWIH
STOMACH ULCERS

KIDNEY PROBLEMS

RENAT DIALYSIS

TUBERCULOSIS

PERSISTENT COUGH

GLAUCOMA
THYROID PROBI-EMS

BTOOD TRANSFUSION

CHEM]CAt DEPENDENCY

PSYCHIATRlC CARE

COLD SORES

SICKTE CELT DISEASE

ARTHRITIS

ALLERGIES (MEDICINES)

PARKINSONS DISEASE

DRUG ADDICTION

OTHER MEDICAL ISSUES NOT CIRCTED ABOVE:

SIGNATURE:

MEDICAT HISTORY

DATE:



Paltt Loeotlon Charl
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TMJ QUESTIONNAIRE #2

Name: DATE:

lf caused by an accident, describe brieftly:

Family Physician:
Address:
City:
Phone: (

Family Dentist:
Address:
City: State: Zip:

On the lines below, please list the doctors you have consulted for your complaint. Briefly describe their diagnosis, treatment and
results. Be certain to include medication prescribed for you. Please bring copies of all available reports and x-rays.

Phone: (

Dr. Phone:( )
Address: State: zip:
Specialty: Date seen:
Diagnosis and treatment:

Dr. Phone:(
Address:
Specialty:

State: Zip:
Date seen:

Oiagnosis and treatment:

Dr. Phone:(
Address:
Specialty:

State: Zip:
Date seen:

Diagnosis and treatment:

Dr. Phone:(
Address: State: zip:
Specialty: Date seen:
Diagnosis and treatment:

Briefly describe your problem:

What do you feel is the cause?

What do you hope to gain from treatment of your problem?



TMJ AND OROFACIAL PAIN QUESTIONNAIRE #1

NAME: DATE:

Do you suffer from any of the following symptoms? lplease CIRCLE Number]

1. Frequent headaches - including migraine, tension & sinus headacnes
2. Dizziness
3. Nausea
4. Earaches
5. Loss ofhearing (L) (R)
6. Ringing, buzzing or other sounds in the ears7. A feeling of clogged, fullness or stuffiness in the sinuses or ears8. Difficulty in opening or closing your mouth (L) (R)
9. Clicking (or other sounds) from your jaw joint (now or previousty)
10. Pain in the jaw joint or any other joints
11. Inability to open mouth fully
12. Pain in facial muscles
13. Pain in the upper and/or lower leeth
14. Pain in or behind eye(s)
15. Blurred vision
16. Backaches
17. Neckaches
18. Numbness in fingertips
'19. Are you easily fatigued at the end of the day?
20. Have you had whiplash or trauma?
21. Pain upon chewing, swallowing, yawning, speaking?
22. Are jaw muscles fatigued?
23. Have you had extensive dentaltreatment
24. Have you had orthodontics? When?
25. Do your eyes tear for no apparent reason?
26. Do you (or did you) have faciat swelling?
27. Oral habits:

- Gum chewing
- Nail biting
- Pencil chewing
- Play a musical instrument
- Clench teeth together

a. During daylime
b. During sleep
c. Upon awakening

28. ls there an activity that this condition prevents you from doing?
29. Pain otherthan head, face orjaws

- Upper back (L) (R)
- Middle back (L) (R)
- Lower back (t) (R)
- Shoulder blade (L) (R)
- Neck (L) (R)
- Shoulder (L) (R)
- Arm (L) (R)
- Finger (L) (R)
- chest (t) (R)
- H.p (L) (R)

30. Are you married?
31. Do you have children?
32, Do you work?
33. Satisfied with job?
34. Are you depressed or nervous?
35. Do you sleep well?
36. Do you eat properly?
37. Have you had a severe emotional upset?
38. Have you had psychiatric treatmenl?
39. Have you ever had biofeedback?

I hereby authorize and request you to release to my referring and/or attending physicians the complete history and records in
your possessaon concerning my treatment. To the best of my knowledge, all of the preceding answers are true and correct.

Patient's Siqnature
ruJ 

^No 
oRor^c 

^L 
Pa;ouEsroNN^R.i



BARRY RNZENBERE, DDS
E RoFAtrtAL PAIN
TMJ DIStrRDERS

SLEEF APN EA
gNoRtNG APPL|ANcES

APPOINTMENT POLICY

We are commined to providing you with the highest quality care in the most efficient manner possible.

To ensure that you receive the highest quality treatment we schedule onlv one patient at a time.

When a patient has a scheduled appointment, there is much preparation that takes place well in advance of that tame
sroI.

Our doctor wants to be available for your needs and the needs of all our patients.

When a patient does not show up for a scheduled appointment or does not call to cancel in advance. another patient
loses the opportunity to be seen and, of course, the office loses production for that aooointment slot.

Therefore any changes made within 24 hour of your appointment will incur a $100 fee.

Thank you for your understanding and cooperation as we institute this policy.

Print Name of Patient / Cuardian

Signature Date

1000 Broadway
Woodmere, NY 11598

5'16-791-2200

18 E. 48'i Street
ew York, NY 10017

877 -863-1222

www.tmi-painawav.com
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