
HEAD, NECK AND FACIAL PAIN QUESTIONNAIRE F o r m 4 0 1 A

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

T O D A Y ' S D A T EP A T I E N T I N F O R M A T I O N

□M R . G M S . G M I S S O M R S . G D R . N A M E :
F i r s t M i d d l e I n i t i a l L a s t

□M A L E □F E M A L EA G E : B I R T H D A T E :

C I T Y / S T A T E / Z I P :A D D R E S S ;

E M P L O Y E D B Y :

ADDRESS; 

H O M E P H O N E : W O R K P H O N E :S S U :

C E L L P H O N E : E M A I L :

MARITAL STATUS: □Single
RESPONSIBLE PARTY: 

FAMILY DENTIST: 

□Married GWidowed GDivorced GOther

A D D R E S S :

FAMILY PHYSICIAN:

A D D R E S S ;

R E F E R R E D B Y ;

N u m b e r F r e q u e n c y I n t e n s i t y

0 - 1 01 - 4U1 =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
Throat Pain

V i s u a l D i s t u r b a n c e s

W H AT A R E T H E C H I E F C O M P L A I N T S F O R
W H I C H Y O U A R E S E E K I N G T R E AT M E N T ?

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-OCCASIONAL, 3-FREQUENT. 4-EVERY DAY)

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

Patient Signature

O t h e r - w r i t e i n :
D a t e
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L I S T A N Y M E D I C AT I O N S / S U B S TA N C E S W H I C H H AV E C A U S E D A N A L L E R G I C R E A C T I O N :

YCH NQSedatives
yPI NnSleeping pills
YQ N□Sulfa drugs
YQ NDOther 

YQ NO Latex
Y[~~] nQ Local anesthetics
YQ nQ Metals
yI InD Penicillin
yD nD Plastic

YQ NQ Antibiotics
y D n D A s p i r i n
YQ NQ Barbiturates
Y[H nQ Codeine
y D n D I o d i n e

L I S T A N Y M E D I C A T I O N S C U R R E N T L Y B E I N G T A K E N :

YQ NQ Antibiotics
yD NO Ant icoagulants yQ nQ Diet p i l ls
yD NQ Barbiturates
YQ NO Blood thinners
YQ nQ Codeine

YQ NQ Cort isone YO N|^ Nerve pills
Y[~1 NnPain medication

NC! Sleeping pills
yQ nQ Sulfa drugs
yD NQ Tranquilizers

YQ NQ Heart medication
Y D n Q I n s u l i n
Y n N n M u s c l e r e l a x a n t s

O t h e r

P L E A S E L I S T A N Y T R E AT M E N T S Y O U H AV E H A D F O R T H I S P R O B L E M A N D
A L L H E A LT H P R O F E S S I O N A L S T H AT Y O U A R E C U R R E N T LY S E E I N G :

P r a c t i t i o n e r Specialty Treatment &approximate date

1 .

2 .

3 .

4 .

5 .

6 .

7 .

8 .

9 .

MEDICAL HISTORY (Please indicate dates on questions checked YES)
Y|m Nj^ Adenoids Removed
yQ nD Tonsils Removed
YQ NQ Anemia
yEH nO Arteriosclerosis
yEH nQ Asthma
YQ NQ Autoimmune disorders
Yd Nd Bleeding easily
Yd ^d Blood pressure dHigh IILow
Yd Nd Bruising easily
Y d N d C a n c e r
Yd ^d Chemotherapy
Yd Nd Chronic fatigue
Yd Nd Cold hands &feet

Yd Nd Current pregnancy
Yd Nd Depression
Yd Nd Diabetes
Yd Nd Difficulty concentrating
Yd Nd Dizziness
Yd Nd Emphysema
Yd Nd Epilepsy
Yd NI IExcess ive th i rs t
Yd NI IFluid retention
Yd Nd Frequent cough
Yd Nd Frequent illnesses
Yd NI IFrequent stressful situations
Yd Nd Fibromyalgia

Yd Nd Genera! anesthesia
Yd Nd G laucoma
Yd Nd Gout
Yd Nd Hay fever
Yd Nd Hearing impairment
Yd Nd Heart murmur
Yd Nd Heart disorder
Yd Nd Heart pacemaker
Yd Nd Heart palpitations
Yd Nd Heart valve replacement
Yd Nd Hemophilia
Yd Nd Hepatitis
Yd Nd Hypoglycemia

D a t ePat ient Signature
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Y|~~I NQShortness of breath
Y|~~| NI ISinus problems
yO NnSkin d isorder
Yd Nd Slow healing sores
Yd Nd Speech difficulties
Y d f ^ d S t r o k e
Yd NdSwollen, stiff or painful

jo in t s
Yd Nd Tendency for;

dFrequent Colds
dEar Infections
dSore Throats

Yd Nd Tired muscles
Y I I N d T u b e r c u l o s i s
Y d N d Tu m o r s
Yd NdUrinary disorders
Yd Nd Wisdom teeth

(Third Molar) extraction

M E D I C A L H I S T O R Y C O N T I N U E D Yd NdMuscular dystrophy
Yd NdNeeding extra pillows to help

breathing at night

Yd Nd Nervous system irritability
Yd Nd Nervousness
Yd Nd Neuralgia
Yd Nd Osteoarthritis
Yd Nd Osteoporosis
Yd Nd Ovarian cysts
Yd Nd Parkinson's disease
Yd Nd Poor circulation
Yd Nd Prior orthodontic treatment
Yd Nd Psychiatric care
Yd Nd Radiation treatment
Y d N d R h e u m a t i c f e v e r
y I I N d R h e u m a t o i d a r t h r i t i s
Yd Nd Scarlet fever

Y| INd Immune system disorder
Yd Nd Injury to

dFace d M o u t h
dNeck d Teeth

Yd Nd Insomnia
Yd Nd Intestinal disorders
Yd Nd Jaw joint surgery
Yd Nd Kidney problems
Yd Nd Liver disease
Yd Nd Meniere's disease
Yd Nd Menstrual cramps
Yd Nd Multiple sclerosis
Yd Nd Muscle aches
yI INd Muscle shaking (tremors)
Yd Nd Muscle spasms or cramps

O t h e r

S Y M P TO M S : P L E A S E I N D I C AT E L O C AT I O N A N D T Y P E O F A N Y H E A D PA I N

L= Left R=Right B=Both sides F R E Q U E N C Y D U R A T I O NS E V E R I T Y

C O N S T A N T

(MONTHLY FREQUENT (EVERY
SEVERE OR LESS} (WEEKLY) DAY) SECONDS MINUTES HOURS DAYS WEEKS

O C C A S I O N A LH E A D P A I N L O C A T I O N
M O D E R A T E

M I L D

L R B Front of your head (Frontal) I | d d
L R B Entire head (Generalized)
L R B Top of your head (Parietal) d d d
L R B Back of your head (Occipital) d d d
L R B In your temples (Temporal) I I d d

d d
d d
d d
d d
d d

d d
d d
d d
d d
d d

d d
d d
d d
d d
d d

d d
d d d d d

d d
d d
d d

J A W P A I N E A R R E L A T E D C O N D I T I O N S

Yd Nd Buzzing in the ears
Yd Nd Ear congestion
Yd Nd Ear pain
Yd Nd Hearing loss
Yd Nd Pain behind the ear
Yd Nd Pain in front of the ear
Yd Nd Recurrent ear infections
Yd Nd Tinnitus (ringing in the ear)

L R B Jaw pain - on opening
L R B Jaw pain - while chewing
L R B Jaw pain- at rest

J A W S Y M P T O M S

Yd Nd Jaw clicks
Yd Nd Jaw locks closed
Yd NdJaw locks open
Yd Nd Jaw popping
Yd Nd Teeth clenching
Yd Nd Teeth grinding

T H R O A T N E C K & B A C K R E L A T E D C O N D I T I O N S

Y d N d
Y d N d
Y d N d
Y d N d
Y d N d
Y d N d
Y d N d
Y d N d
Y d N d

Back pain - lower
Back pain -middle
Back pain -upper
C h r o n i c s o r e t h r o a t

Constant feeling of aforeign object in throat
Difficulty in swallowing
L i m i t e d m o v e m e n t o f n e c k

Neck pain
Numbness in the hands or fingers

E Y E R E L A T E D C O N D I T I O N S

Yd NdBlurred v is ion
Yd Nd Double vision
Yd NdEye pain
Yd Nd Pain or pressure behind the eyes
Yd NdPhotophobia (extreme sensitivity to light)

Date 
© 2 0 0 8 T M J P R A C T I C E M A N A G E M E N T A S S O C I AT E S . I N C , R E P R I N T R I G H T S O N LY T H R O U G H L I C E N S I N G .

Pat ient Signature
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M O U T H & N O S E R E L A T E D C O N D I T I O N ST H R O A T N E C K & B A C K R E L A T E D C O N D I T I O N S ( C o n t i n u e d )

S c i a t i c a

S c o l i o s i s

Shoulder pain
S h o u l d e r s t i f f n e s s

Swelling in the neck
Swollen glands
Thyroid enlargement
Tightness in throat
Tingling in the hands or fingers
To r t i c o l l i s

Y D N D y D n D
y D N Q
y D n Q
y D n D
y D n D
y D n D

B r o k e n t e e t h

Burning tongue
C h r o n i c s i n u s i t i s

Dry mouth
Frequent biting of cheek
Frequent snoring

Y D n D
Y D n D
y D n D
y D n D
y D n D
y D n D
y D n D
y D n D
y D n D

o t h e r

H I S T O R Y O F S Y M P T O M S

When did your condition first occur?

What do you believe is the cause of your pain or condition?
P i c k o n e :

QMotor vehicle accident
QAthletic endeavor
QUnknown
If accident, date 

QPlayground incident
D

QWork related incident
QAccident

|~~] Motorcycle accident
D
D o t h e r

[~| IllnessD F a l l

Is there anything that makes your pain or discomfort worse?

Is there anything that makes your pain or discomfort better?

What other information is important to your pain or condition?

F A M I L Y H I S T O R Y

Have any members of your family (blood kin) had: YQ nD Headaches
''^D nD Heart disease

YD NQ High blood pressure
YD NQ Diabetes

S O C I A L H I S T O R Y

Occupation

Do you have children? YD NI I

Y| INr~| Are you currently under unusual stress?
YD ND Recent change in lifestyle?
YD nD Do you exercise regularly?

What are their ages?If yes. how many children?

YD NDDo you chew tobacco?

Number of caffeine drinks per day

Alcohol consumption

D N o n e
DOccasional

yD nD Do you smoke?
DSocial Drinker
DDai ly

D D a y
DWeek

DPacks
DCigarettes

N u m b e r o f p e r

D a t ePat ient Signature
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