
Dr. Dain Paxton, DMD

This is to introduce ____________________________________________________________

Being referred with a complaint of _______________________________________________

___________________________________________________________________________

Patient’s telephone: __________________________________________________________

The following suspected diagnosis is offered for your consideration:

(indicate more than one if appropriate)

Temporomandibular joint syndrome

Chronic clenching/bruxism with resulting pain

Arthritis of TMJ

Functional discrepancy of dental occlusion

Myofascial pain/dysfunction syndrome

Muscle contraction headache (stress related)

Vascular headache (migraine, cluster, etc.)

Other _______________________________________________________________

____________________________________________________________________

Please provide the following:

Comprehensive evaluation and appropriate care

Comprehensive evaluation only

Special comments and requests

Name of referring doctor or person _____________________________________________


