HEAD, NECK AND FACIAL PAIN QUESTIONNAIRE rerm4ota

This questionnaire was designed to provide important facts regarding the history of your pain or condition. The information you
provide will assist in reaching a diagnosis. Please take your time and answer each question as completely and honestly as possible.
Please sign each page.

PATIENT INFORMATION TODAY'S DATE
[JMR. [MS. [MISS [JMRS. [JDR. NAME:

First Middle Initial Last
AGE: BIRTH DATE: [CJMALE [ FEMALE
ADDRESS: CITY/STATE/ZIP:
EMPLOYED BY:
ADDRESS:
SS#: HOME PHONE: WORK PHONE:
CELL PHONE: EMAIL:
MARITAL STATUS: []Single  [JMarried [] Widowed []Divorced [T] Other
RESPONSIBLE PARTY:
FAMILY DENTIST:
ADDRESS:
FAMILY PHYSICIAN:
ADDRESS:
REFERRED BY:
Number Frequency Intensity
#1 = the most severe symptom 14 0-10
WHAT ARE THE CHIEF COMPLAINTS FOR ____ BackPain
WHICH YOU ARE SEEKING TREATMENT? ___ Dizziness
Ear Congestion
____ EarPain
1. Please number your complaints with #1 being the most severe ~_ Eye Pain
symptom, #2 the next, etc. Facial Pain
____ Fatigue
2. Then rate your complaints for frequency and intensity: __ Headaches
. ___ Inability to open mouth
Fesquency: Jaw Clicking

(1- SELDOM, 2-OCCASIONAL, 3- FREQUENT, 4- EVERY DAY) _— )
Jaw Joint Noises

Intensity: ____ Jaw Locking

(0 is NO PAIN and 10 is MOST SEVERE PAIN) ___ JawPain

Limited Mouth Opening
Migraine Headaches
Muscle Twitching

Neck Pain

Pain when Chewing
Ringing in the Ears
Shoulder Pain

Patient Signature Sinus Congestion
Throat Pain

Visual Disturbances

AN

Other - write in:
Date
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Form 401A - Page 2

LIST ANY MEDICATIONS/SUBSTANCES WHICH HAVE CAUSED AN ALLERGIC REACTION:

Y[] N[] Antibiotics Y[] N[] Latex YO N[J Sedatives
Y[] N[] Aspirin Y[] N[] Local anesthetics Y] N[ Sleeping pills
Y[] N[] Barbiturates Y] N[ Metals YO N[ Sulfadrugs
Y[] N[] Codeine Y[] N[] Penicilin Y[J N[J Other

Y[ N[ lodine Y[ N[J Plastic

LIST ANY MEDICATIONS CURRENTLY BEING TAKEN:

Y[] N[J Antibiotics Y[] N[J Cortisone Y[J N[ Nerve pills

Y[] N[ Anticoagulants Y[] N[] Diet pills Y] N[ Pain medication
Y[J N[J Barbiturates Y[ N[ Heart medication Y[] N[ Sleeping pills
Y[J N[ Bloodthinners  Y[] N[ Insulin Y[J N[ Sulfadrugs
Y] N[ Codeine Y[J N[ Muscle relaxants Y[J N[ Tranquilizers
Other

PLEASE LIST ANY TREATMENTS YOU HAVE HAD FOR THIS PROBLEM AND
ALL HEALTH PROFESSIONALS THAT YOU ARE CURRENTLY SEEING:

Practitioner Specialty Treatment & approximate date

-

© e N OO A 0N

MEDICAL HISTORY (Please indicate dates on questions checked YES)

Y[] N[J Adenocids Removed Y[] N[] Current pregnancy Y] N[] General anesthesia

Y[] N[] Tonsils Removed Y[] N[ Depression Y[] N[] Glaucoma

Y[] N[] Anemia Y[] N[] Diabetes Y[J N[J Gout

Y[] N[ Arteriosclerosis Y[J N[ Difficulty concentrating Y[] N[J Hay fever

Y[J N[J Asthma Y[ N[] Dizziness Y[] N[ Hearing impairment

Y[] N[] Autoimmune disorders Y] N[ Emphysema Y[J N[] Heart murmur

Y[J N[ Bleeding easily Y[J N[ Epilepsy Y[J] N[J Heartdisorder

Y[J N[ Blood pressure. [JHigh []Low Y[J N[J Excessive thirst Y[J N[ Heart pacemaker

Y[ N[ Bruising easily Y[ N[ Fibromyalgia Y[J N[ Heart palpitations

Y[ N[ Cancer Y[] N[] Fluid retention Y[] N[] Heart valve replacement

Y] N[J Chemotherapy Y[] N[ Frequent cough Y[J N[ Hemophilia

Y[J N[ Chronic fatigue Y[ N[ Frequentillnesses Y[J N[ Hepatitis

¥Y[] N[] Cold hands & feet ¥Y[] N[] Frequent stressful situations  Y[] N[] Hypoglycemia
Date

Patient Signature
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