PLEASE TELL US A FEW INTERESTING FACTS ABOUT Yomzsm
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BLEEDING GUMS__

BLI ' ON LIPS OR MOUTH__
BURNING SENSATION ON TOUNGE
cxzw ON ONE SIDE OF MOUTH__

Fmﬂa BITING
SENSITIVITY TO COLD__
BMQZTNITY TO HOT

SENSITIVITY TO SWEET__
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GRINDING TBETH _

GUMS SWOLLEN OR TENDER

JAW PAIN OR TIREDNESS__

LIP OR CHEEK BITING.
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MOUTH BREATHING_
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