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Welcome to our office!

Thank you for choosing us as your health care provider. \We are committed to making
your treatment with us as productive as possible. The goal of our office is to extend the
finest healthcare to our patients and to render this care in a professional and
compassionate manner.

Enclosed you will find the Craniofacial Pain Questionnaire, which also contains a
comprehensive medical history. Please fill it out in its entirety, (it is important to include
your referring and treating doctors information in full so that we may inform them of our
findings) sign each page at the bottom and bring it with you to your examination, it will
save your valuable time.

Payment is required at the time of service. We have a variety of payment methods that
make it easy to avail yourself of the care that you or your family deserves. Please be
advised that if you reschedule or cancel your appointments with less than 48 hours of
notice, a fee may be charged.

We will bill your medical insurance as a courtesy to you with assignment of benefits
(payment) being made directly to you. Please bring your insurance card or insurance
information with you. We are currently not a Medicare provider nor are we preferred
providers for any medical plans.

Please arrive for your initial visit at least 10 minutes before your scheduled appointment
to complete any additional paperwork. Please allow at least a half hour for your initial
appointment. We ask if possible that you do not bring small children with you to
appointments unless you bring someone to supervise them. Also, our office is on the
second floor of a building that does NOT have an elevator. If this will be an issue please
contact us prior to your appointment.

If you need to reschedule your appointment, please give at least 48 hours notice so that
we may find a time for you to be seen.

We look forward to meeting you!

Your scheduled appointment time is:

DATE: DAY: TIME:
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CRANIOFACIAL PAIN QUESTIONNAIRE

PATIENT INFORMATION

O Mr. OMrs. OMiss. OMs. ODr. Today's Date

Name

Address

Home Phone Cell Phone

E-Mail Address

Date of Birth / / Age SSN - - 0 Male OFemale
Responsible Party Phone

Employer Business Phone

Medical Insurance ID #

HEALTHCARE PROFESSIONAL INFORMATION

Referred By Phone
Address
Family Dentist Phone
Address
Family Physician Phone
Address

TREATMENTS/HEALTHCARE PROFESSIONALS YOU ARE SEEING OR HAVE SEE FOR THIS PROBLEM
Practitioner Specialty Dates

Address Phone

Diagnosis and Treatment

Practitioner Specialty Dates
Address Phone

Diagnosis and Treatment

Patient Signature Date




TOP 3 OR 4 COMPLAINTS FOR WHICH YOU ARE SEEKING TREATMENT IN OUR OFFICE

e Number your complaints in order of severity

e Rate the Frequency: 1-Seldom, 2-Occasional, 3-Frequent, 4-Every Day

e« Rate the Intensity: 0=No Pain — 10=Most Severe Pain

Severity

Frequency

Intensity

Back Pain
_ Dizziness
_ Ear Congestion
_____EarPdin
____ EyePain
______Facial Pain
_ Fatigue
- Headaches
__ Inability to Open Mouth
_ Jaw Clicking
___Jaw Joint Noises
__ Jaw lLocking
_____Jaw Pain
__ Limited Mouth Opening
__ Migraine Headaches
___ Muscle Twitching
~..._.Neck Pdin
_ Pain When Chewing
___ Ringing In Ears
______Shoulder Pain
_ Sinus Congestion
.. Threal Pain

Visual Disturbances

OTHER (Write In)

Patient Signature

Date




MEDICATIONS/SUBSTANCES WHICH HAVE CAUSED AN ALLERGIC REACTION

0O Antibiotics 0 Latex

0 Aspirin

0 Barbiturates 0 Metals
0O Codeine O Penicillin
0 lodine O Plastic

0 Local Anesthetics

0 Sedatives

O Sleeping Pills
O Sulfa Drugs
0 Other

0 Other

MEDICATIONS CURRENTLY BEING TAKEN

0 Antibiotics 0 Cortisone 0 Pain Medication
0 Anficoagulants 0 Diet Pills 0 Sleeping Pills

O Barbiturates 0 Heart Medication O Sulfa Drugs

0 Birth Control O Insulin O Tranquilizers

0 Blood Thinners 0 Muscle Relaxants 0 Other

0 Codeine O Nerve Pills 0 Other

MEDICAL HISTORY (Indicate dates on checked questions)

0 Adenoids Removed

0 Tonsils Removed

0 Anemia

00 Arteriosclerosis

0 Asthma

0 Auto Immune Disorders
0 Bleeding Easily

0O High Blood Pressure

O Low Blood Pressure

O Bruising Easily

0 Cancer

0 Chemotherapy

0 Chronic Fatigue

0 Cold Hands and Feet
0 Current Pregnancy

0 Depression

0 Diabetes

O Difficulty Concentrating
0 Dizziness

0 Emphysema

0 Epilepsy

00 Excessive Thirst

0 Fibromyalgia

O Fluid Retention

0 Frequent Cough

O Frequent llinesses

0 Frequent Stressful Situations
0 General Anesthesia

0 Glaucoma

0 Gout

Patient Signature

0 Hay Fever

O Hearing Impairment

0 Heart Murmur

0O Heart Disorder

O Heart Pacemaker

[0 Heart Palpitations

O Heart Valve Replacement
0 Hemophilia

O Hepatitis

0 Hypoglycemia

O Immune System Disorder

O Injury to
O Face O Mouth
0 Neck 0 Teeth
O Insomnia

O Intestinal Disorders

0 Jaw Joint Surgery

O Kidney Problems

O Liver Disease

O Meniere's Disease

0 Menstrual Cramps

0O Muliiple Sclerosis

0 Muscle Aches

0 Muscle Tremors

0 Muscle Spasms or Cramps
0 Muscular Dystrophy

00 Need Extra Pillows to Sleep
0 Nervous System Irritability
0 Nervousness

0 Neuralgia

O Osteoarthritis

0 Osteoporosis

0 Ovarian Cysts

O Parkinson's Disease

0O Poor Circulation

0 Orthodontics

0 Psychiatric Care

O Radiation Treatment

0O Rheumatic Fever

O Rheumatoid Arthritis

O Scarlet Fever

O Shortness of Breath

O Sinus Problems

O Skin Disorder

0 Slow Healing Sores

0 Speech Difficulties

O Stroke

O Swollen, Stiff,

Painful Joints

0 Tendency for
0 Frequent Colds
O Ear Infections
0 Sore Throats

O Tired Muscles

O Tuberculosis

O Tumors

O Urinary Disorders

O Wisdom Teeth Extractior

0 Other

0 Other

Date




SYMPTOMS (L=Left R=Right B=Both)
Head Pain Location Severity

Mild  Moderate Severe
L R B Front of your head (Frontal) [} O L
L R B Entire head (Generalized) Ll 8 S
L R B Topofyourhead (Parietal) [ F 4 L
L R B Back of your head (Occipital) [_} W W
L. R Bln your temples (Temporal) [_} & .

Jaw Symptoms

Yo
Yo
Yo
Yo
Yo
Yo

No
No
No
No
No
No

Jaw clicks

Jaw locks closed
Jaw locks open
Jaw popping
Teeth clenching
Teeth grinding

Eve Related Conditions

Yo
Yo
Yo
Yo
Yo

No
No
N
NO
No

Blurred vision

Double vision

Eye pain

Pain or pressure behind the eyes
Photophobia

(extreme sensitivity to light)

Ear Related Conditions

Yo
Yo
Yo
Yo
Yo
Yo
Yo
Yo

No
No
No
No
No
No
No
No

Buzzing in the ears

Ear congestion

Ear pain

Hearing loss

Pain behind ear

Pain in front of ear
Recurrent ear infections
Tinnitus (ringing)

Lifestyle Related Conditions

Yo
Yo
Yo
Yo
Yo
Yo

Patient Signature

No
No
No
No
NO
No

Currently under unusual stress
Recent change in lifestyle
Recent change in work pattern

4 or more cups of coffee per day
Smoke tobacco

Chew tobacco

Frequency Duration
Occasional Frequent Constant  Seconds Mlnutes Hours ays Wi
O 0 0 o
0 0 & w l:h o
0 30 38 003 34
T 1 R G
B 2 T i B O3 Ll

Jaw Pain

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

Throat, Neck, & Back Related Conditions

Yo
Yo
Yo
Yo
Yo

Yo
Yo
Yo
Yo
Yo
Yo
Yo
Yo
Yo
Yo
Yo
Yo
Yo

No
No
No
No
No

No
No
No
No
No
No
No
No
No
No
No
No
No

Back pain-lower

Back pain-middle

Back pain-upper

Chronic sore throat

Constant feeling of a foreign
object in throat

Difficulty in swallowing

Limited movement of neck

Neck pain

Numbness in the hands

Sciatica

Scoliosis

Shoulder pain

Shoulder stiffness

Swelling in the neck

Swollen glands

Thyroid enlargement

Tightness in throat

Tingling in the hands or fingers

Mouth & Nose Related Conditions

Yo No
Yo No
Yo No
Yo No
Yo No
Yo No
Date

Broken teeth

Burning tongue

Chronic sinusitis

Dry mouth

Frequent snoring
Frequent biting of cheek
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