
HEAD, NECK AND FACIAL PAIN QUESTIONNAIRE Form 401A

Tllis questionnaire was designeri 10 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.

TODAY'S DATEPATIENT INFORMATION

1::-1MR 0 MS. 0 MISS 0 MRS. D DR. NAME:--------------------
o MALE 0 FEMALEAGE: BIRTH DATE:

Firsl Middle Initial lRst

CITY/STATE/ZIP:

WORK PHONE --~--------HOME PHONE: _

EMAIL: _

oMarried 0 Widowed ODivorced 0 Other

ADDRESS: _

EMPLOYED BY: _

ADDRESS:

S3#: __

CELL PHONE: _

MARITAL STATUS: OSingle

RESPONSIBLE PARTY: _
FAMILY DENTIST: __

ADDRESS:

FAMILY PHYSICIAN_· _

ADDRESS:

REFERRED BY:

WHAT ARE THE CHIEF COMPLAINTS FOR
WHICH YOU ARE SEEKING TREATMENT?

1. Please number your complaints with #1 being the most severe
symptom, #2 the next, etc.

2. Then rate your complaints for frequency and intensity:

Frequency:

(1- SELDOM, 2-0CCASIONAL, 3- FREQUENT, 4- EVERY DAY)

Intensity:

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

Patient Signature

Number

#1 = the most severe symptom

Back Pain

Dizziness

Ear Congestion
Ear Pain

Eye Pain
Facial Pain

Fatigue
Headaches

Inability to open mouth

Jaw Clicking

Jaw Joint Noises

Jaw Locking

Jaw Pain

__ Limited Mouth Opening

Migraine Headaches

Muscle Twitching
Neck Pain

Pain when Chewing
Ringing in the Ears
Shoulder Pain

Sinus Congestion

TiJ:FoatPain

Visual Disturbances

Frequency Intensity
14 0-10

Date
Other - write in:
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