
Thank you for registering for an assessment and potential treatment at Gnathologie Dental Care 
Utrecht. With this letter, we aim to inform you about the associated procedures. We recommend 
keeping this letter for future reference. 

Below, you will find an overview of the procedures involved in the initial assessment, including 
potential costs, as well as a brief explanation of the treatment options available at our practice. 

The ‘Diagnostic Questionnaire’ is designed to provide the dentist with insight into your 
complaint(s) for which you are seeking treatment. The questionnaire also gathers information 
about various factors that may contribute to your complaint(s) and maps out your medical 
history. Based on the information from the referral letter and this questionnaire, the dentist will 
determine the most suitable approach to address your complaint(s). Therefore, it is important 
that you complete the questionnaire in Adobe Reader and return it via email before the 
clinical assessment. Completing the questionnaire is necessary to schedule an initial 
appointment. Once we have received the questionnaire, we will contact you to arrange an 
appointment. 

Procedures 

To ensure a smooth process, we kindly ask you to take note of the following points: 

• This consultation is intended to establish a diagnosis. If additional investigations are
required or if treatment is initiated, follow-up appointments will be scheduled with you.

• Do you experience pain in your chewing system? If so, please refrain from taking
painkillers at least 8 hours prior to the consultation.

• If you have a splint or night guard, could you please bring it to your appointment?
• Unable to attend your appointment? Please inform us by phone at least 48 hours in

advance via 030 252 03 59 (Monday – Friday).
• Appointments that are missed without prior notice will be charged. If you fail to show up

twice without informing us, we will regrettably have to discontinue your treatment.

G N A T H O L O G I E 

You will find a cost overview in this letter for the diagnostic consultation and any potential 
treatment. 

For further questions, you can reach us at 030 252 03 59, or by email at 
info@gnathologiedcu.nl. 

We hope this letter provides you with sufficient information. 

Kind regards, 

Anna Koevoets 

Dentist – Orofacial Pain & Dysfunction specialist (NL: tandarts – gnatholoog) 

BIG registration number: 79929027002 

&

Maryam Raoof

Dentist - Orofacial Pain & Dysfunction specialist, dentist - endodontist

BIG-nummer: 89927604202



G N A T H O L O G I E 

The Dutch Healthcare Authority (NZa) has set the rate structure and associated 
rates for dental treatments for 2026. 

Diagnostic consultation for Temporomandibular Dysfunction and Orofacial Pain. 

The costs of the initial investigation include: 

• Panoramic jaw X-ray, performance code X21: €90.02

• Functional examination of the chewing system, performance code G21: €135.03

• Extended OPD investigation, performance code G22: €270.06

* Any additional costs will always be communicated to you. For children and young people up to
18 years old, the Basic insurance covers most dental costs.

The reimbursement for the diagnostic consultation depends on the policy conditions of 
your health insurer. 

After the initial investigation, I will request authorization from your health insurer to 
cover the costs under the Basic insurance, where applicable. For specific questions 
about reimbursement and any personal contributions, we advise you to contact your 
health insurer. 



G N A T H O L O G I E 

Before you complete the questionnaire, we kindly ask you to sign this form. The intake 
can only be scheduled if you agree to the associated costs. 

You have read the information about the costs for the Orofacial Pain and Dysfunction treatment, 
and you agree to the costs of the initial investigation. If you do not agree, the first appointment 
cannot take place. 

1 I have read the above and I agree. 

2 

3

I give permission for data regarding diagnostics and treatment 
planning to be exchanged with my dentist, general practitioner and/
or other referrer. 

I consent to the exchange of psychosocial information with my 
general practitioner and other involved healthcare providers within a 
potential treatment plan for my complaints, to ensure I receive the 
best possible care.

4 I agree to the anonymous use of the data from this 
questionnaire and from clinical research for scientific purposes.

Patient’s name: 

Date of birth: 

Date: 

Patient’s signature: 



G N A T H O L O G I E 

Contact details practitioners 

Name dentist 

Address dentist 

Email address dentist 

Name general practitioner (GP) 

Address general practitioner (GP) 

Email address general practitioner (GP) 



G N A T H O L O G I E 

Previous treatments 

Have you previously received treatment for the 
complaint for which you registered? 
Type of treatment and specialist 

From when to when 

Effectiveness of the treatment 

Type of treatment and specialist 

From when to when 

Effectiveness of the treatment 

Type of treatment and specialist 

From when to when 

Effectiveness of the treatment 

Type of treatment and specialist 

From when to when 

Effectiveness of the treatment 

Type of treatment and specialist 

From when to when 

Effectiveness of the treatment 

Have you ever received psychological treatment? 

Psychologist or psychiatrist? 

From when to when 



Health check questionnaire dentistry / Adult 

male/female 

Why is this form important for your dentist or dental hygienist? Problems in your mouth can be caused by illness or use of 
medication. When you are ill or use medication, this can limit dental treatment or it can be necessary to take 
precautions. It is very important that your dentist takes this into account. Always inform your dentist if anything changes 
in your health or use of medication. Your details are strictly confidential and will be treated with the utmost respect 
according to the privacy legislation. Please bring a recent form of medication with you when you have an appointment 
with the dentist. Your pharmacy can provide you this form. 

Have there been any changes in your health over the past couple of months? No Yes>  if so, what? 

No Yes > please specify 

No Yes > what for? 

No Yes > please specify 

No Yes > please specify 

No Yes > when? 

No Yes 

No Yes >  Pressure……. 

Systolic………. 

No Yes 

No Yes 

No Yes 

No Yes 

No Yes 

No Yes 

No Yes 

No Yes 

No Yes 

No Yes 

No Yes 

No Yes 

No Yes > are you short of breath? 

No/Yes 

No Yes > do you use insulin? 

No/Yes 

No Yes 

No Yes 

No Yes 

No Yes 

Are you currently receiving treatment from a doctor or medical specialist? 

Have you been admitted to hospital in the past years? 

Have you ever had a serious disease?  

Do you have any allergies? 

Have you had a heart attack/cardiac infarction? 

Do you have palpitations? 

Are you receiving treatment for high blood pressure? 

Do you experience chest pain during exercise and/or emotions?  

Do you have swollen ankles/feet? 

Are you short of breath during exercises? 

Are you short of breath when you lay down in bed? 

Do you have a defective or an artificial heart valve? 

Do you have a congenital heart defect? 

Do you have a pacemaker, neurostimulator or ICD? 

Are you currently being monitored by the thrombosis services?  

Have you ever fainted at the dentist or during a medical examination? 

Do you suffer from hyperventilation? 

Do you suffer from epilepsy/falling disease? 

Have you ever suffered a cerebral haemorrhage or a stroke (or TIA)? 

Do you suffer from pulmonary symptoms such as asthma, bronchitis  

or chronic cough? 

Do you suffer from diabetes? 

Do you suffer from anaemia?  

Have you ever suffered from extensive bleeding after tooth extraction, 

surgery or injuries? 

Do you have hepatitis, yellow fever or any other liver disease?  

Do you have a kidney disease?  

Do you have chronic stomach complaints? No Yes 



Do you suffer from a thyroid disorder?  No Yes 

Do you suffer from rheumatism and/or chronic arthralgia? No Yes 

Have you ever used in the past medication for osteoporosis such as 

Denosumab or bisphosphonate? No Yes > please specify 

Do you have a contagious disease? No Yes > please specify 

Have you ever received radio therapy for a tumour in head and/or neck? No Yes 

Do you smoke and/or use an e-smoker/vape?  No Yes > how many per day? 

Do you use drugs? No Yes > what? 

Do you drink alcohol? No Yes > how many glasses per 

           week? 

Do you use drugs or have you ever used drugs? No Yes > please specify 

@ women: are you pregnant? No Yes > when is your due date? 

Do you have a disease that is not mentioned in this list? No Yes > please specify 

Do you use medication? No Yes > 

If so, which medicines do you use? 

Notes/Remarks: 

Date: 





Complaint(s) for which I am seeking help:





Pain intensity score Pain interference score

Only the Adobe program automatically calculates the questionnaire scores; otherwise.



TotalOnly the Adobe program automatically calculates the questionnaire scores; otherwise, you 
need to add them up yourself.



Only the Adobe program automatically calculates the questionnaire scores; otherwise, you 
need to add them up yourself.



Only the Adobe program automatically calculates the questionnaire scores; otherwise, you 
need to add them up yourself.



Only the Adobe program automatically calculates the questionnaire scores; otherwise, you 
need to add them up yourself.



Only the Adobe program automatically calculates the questionnaire scores; otherwise, you 
need to add them up yourself.



Epworth Sleepiness Scale (ESS) 

How likely are you to doze off or fall asleep in the following situations, in 
contrast to feeling just tired? This refers to your usual way of life in recent 
times. Even if you haven’t done some of these things recently try to work 
out how they would have affected you.  

Use the following scale to choose the most appropriate number for 
each situation: 

0 = would never doze 
1 = slight chance of dozing 
2 = moderate chance of dozing 
3 = high chance of dozing 

It is important that you answer each question as best you can. 

Situation Chance of 
dozing 
0   1   2   3 

Sitting and reading 

Watching TV 

Sitting, inactive in a public place (e.g. theatre or meeting) 

As a passenger in a car for an hour without a break 

Lying down to rest in the afternoon when circumstances permit 

Sitting and talking to someone 

Sitting quietly after a lunch without alcohol 

In a car, while stopped for a few minutes in the traffic 

Johns, M. W. (1991). A new method for measuring daytime sleepiness: the Epworth sleepiness 
scale. Sleep, 14(6), 540-545. https://doi.org/10.1093/sleep/14.6.540 

Total 

Only the Adobe program automatically calculates the questionnaire scores; otherwise, you 
need to add them up yourself.

https://doi.org/10.1093/sleep/14.6.540


Trauma Screening Questionnaire (TSQ) 

Your own reactions now to the traumatic event. Please consider the 
following reactions which sometimes occur after a traumatic event. This 
questionnaire is concerned with your persona reactions to the traumatic 
event which happened to you. Please indicate (Yes/No) whether or not 
you have experienced any of the following at least twice in the past week. 

Situation No Yes 
Upsetting thoughts or memories about the event that 
have come into your mind against your will 
Upsetting dreams about the event 

Acting or feeling as though the event were happening 
again 
Feeling upset by reminders of the event 

Bodily reactions (such as fast heartbeat, stomach 
churning, sweatiness, dizziness) when reminded of the 
event 
Difficulty falling or staying asleep 

Irritability or outbursts of anger 

Difficulty concentrating 

Heightened awareness of potential dangers to yourself 
and others 
Being jumpy or being startled at something unexpected 

Brewin, C. R., Rose, S., Andrews, B., Green, J., Tata, P., McEvedy, C., Turner, S., & Foa, E. B. 
(2002). Brief screening instrument for post-traumatic stress disorder. Br J Psychiatry, 181, 158-

162. https://doi.org/10.1017/s0007125000161896

Total 

https://doi.org/10.1017/s0007125000161896


Ten-Item Personality Inventory (TIPI) 

Here are a number of personality traits that may or may not apply to you. Please 
write a number next to each statement to indicate the extent to which you agree 
or disagree with that statement. You should rate the extent to which the pair of 
traits applies to you, even if one characteristic applies more strongly than the 
other.  

I see myself as… Disagree 

strongly 

(1) 

Disagree 

moderately 

(2) 

Disagree 

a little 

(3) 

Neither 

agree 

nor 

disagree 

(4) 

Agree 

a 

little 

(5) 

Agree 

moderately 

(6) 

Agree 

strongly 

(7) 

Extraverted, 

enthusiastic. 

Critical, 

querrelsome. 

Dependable, self-

disciplined. 

Anxious, easily 

upset. 

Open to new 

experience, 

complex. 

Reserved, quiet. 

Sympathetic, warm. 

Disorganized, 

careless. 

Calm, emotionally 

stable. 

Conventional, 

uncreative. 

Gosling S. D., Rentfrow P. J., Swann W. B. (2003). A very brief measure of the big-five personality 
domains. J. Res. Pers. 37, 504–528. doi: 10.1016/s0092-6566(03)00046-1 

Only the Adobe program automatically calculates the questionnaire scores; otherwise, you 
need to add them up yourself.



Coping Inventory for Stressful Situations (CISS-21) 

Please read each of the following statements carefully and indicate how often you 
use this type of response when experiencing stressful situations. There are no 
right or wrong answers – please respond as honestly and spontaneously as 
possible. 

Not at 
all 

(1) 

Very 
little 

(2) 

Moderately  

(3) 

A lot 

(4) 

Very 
much 

(5) 

1. Take some time off and get
away from the situation 

2. Focus on the problem and see
how I can solve it 

3. Blame myself for having gotten
into this situation 

4. Treat myself to a favorite food
or snack 

5. Feel anxious about not being
able to cope 

6. Think about how I solved
similar problems 

7. Visit a friend

8. Determine a course of action
and follow it 

9. Buy myself something

10. Blame myself for being too
emotional about the situation 

11. Work to understand the
situation 

12. Become very upset

13. Take corrective action
immediately 

14. Blame myself for not knowing
what to do 

15. Spend time with a special
person 

16. Think about the event and
learn from my mistakes 

17. Wish that I could change what
had happened or how I felt 

18. Go out for a snack or meal

19. Analyze my problem before
reacting 

20. Focus on my general
inadequacies 

21. Phone a friend

Endler, N. S., & Parker, J. D. A. (1994). Assessment of multidimensional coping: Task, emotion, and avoidance 
strategies. Psychological Assessment, 6(1), 50–60. doi:10.1037/1040-3590.6.1.50 

Only the Adobe program automatically calculates the questionnaire scores; otherwise, you 
need to add them up yourself.



G N A T H O L O G I E 

Thank you for 
filling in the 

questionnaires 

Pain intensity 

Pain interference

GAD-7

PHQ-9

PHQ-15

OBC asleep 

OBC awake

Extraversion

Agreeableness

Conschientiousness

Emotional Stability 

Openness to Experiences

Task-oriented coping

Emotion-oriented coping

Avoidance coping
ESS

TSQ

Additional comments:
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