
Headache, Neckache and Facial Pain Diagnosis

Name Today's Date

Address Date of birth- 

-Male 

_Female
_Married _
Occupalion

Separated _Divorced _Widowed _Single
Home telephone

(area code)

Business telephone Family Physician

Referred ro this orti""'"d"vi"* Family Dentist

INSTRUCTIONS: Please answer all the questions as accurately, as honestly, and in as much detail as possible.
The accuracy and completeness of your answers directly affect the diagnostic decisions made on your behatf.
Although some questions may seem "strange" or not applicable to you, there is a specific reason behind each
question asked. Your conf identiality will be respected. Please give this your "best effort".
1. Medicines: Mark an X in the box next to any medicines that you are now taking, or that you are sensitive or

allergic to:

Sensitive or
Now Allergic

Taking to:

fl I Antibiotics
tJ I Sulf a

fl fl Penicillin
D Il Sedatives
fl D Barbituates -----
I I Sleeping Pills

D D Muscle relaxants (Valium, etc.)

n tr Thyroid
t-l f] lnsulin
rr ! Blood Pressure Pillsr______Yr_"_v_Y I J soJur s r | | | D

D n Diuretics (water piils)
n n Heart Pilts (Digitalis, etc.)

n ! Nerve Pills -----
D tr Pain Pills (Demerol, Codiene, etc.)

tl n Cortizone
n tJ Diet PiltsrJ urgr F rrrD

PLEASE S'G'Y EACH PAGE
signature:
Date:
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Brand Name
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3. Tests and lmmunizations: Mark an X next to those that you have had. Enter the year of the most recent test(s)
and immunization{s).

TESTS

n 19- brain scan

IMMUNIZATIONS (Please Specify)

D 19_
n 19- electrocardiogram tr 19-
D 19-TB test n 19-
n 19- other x-rays tr 19-
n 19_
tr 19_
tr19

tr 19_
n 19_
tr 19_

4. Medical History: Mark an X in the appropriate box indicating whether you have had, or now have, any of the
following conditions or symptoms:

Have
Never Have Now
Had Had Have

D tr tr Arteriosclerosis
f, D tr Stroke
tr I tr Rheumatoidarthritis

tr f D Swotlen, stiff or painfut joints
D ! tr Osteoarthritis (neck, joints, etc.)

_____!____

tr X n Hearttrouble
! D tr Heartmurmer

_____F____

tr tr n Fast pulse, heart palpations, thumping or racing heart
tr tr tl Low Blood Pressure (hypotension)

_____!____

n [l n Frequent nose bleeds for no reason at all
tr tr D Poorcirculation

_____!____

U tl D Leg cramps at night or when walking
n D D Swollen ankles or feet
D u ____!____lgl_{s_g9l_qqlg.

n tr D lmplantedPacemaker

Signature:

Date:

CONTINUE TO NEXT PAGE
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4. Medlcal Hlstory (continued)

Have
Never Have Now
Had Had Have
tr tr - Liver disorders, hepatitis, etc.
n [ ..-- Heavy metal problems

_____!______tr_________r____U_ono_tgg!_e_qs_r!___

il tr tr Endocrine or hormone problems
tr tr f, Birth control pills

_ _ _ __tr_ _ _ _ _ _ e _ _ _ _ _ _ _-r_ _ _ _lle_s_!3!gy
D r r Venereat o;;;---
I X f, Cancer

_____F____

tr f ! Atcohot addiction

5- Head, Neck and Face Symptoms: Mark X in the appropriate box indicating whether you have had, or nowhave, any of the following conditions or symptoms, anO' whether it occurred-on the tefi or righi side or both:
Have
Never Have Now
Had Had Have

tr f I Accident or trauma to head, face or neck
D I ! Headaches at crown of head

___q______!________!____lleegeg!rg_s_i1_[o_1e.[e_{jeggye_erq?Lo_ry!)_

D I D Headaches in left or right temple
tl I D Headaches in back of head

tr
tr
n___q______?________tr____t_tgltinelg._qg9g1_d.,_o_r_!g!ig_ey_e_s-

tr tr n Pain in, around, or behind eyes
tr tr tr Eyelidtics n tr

___q______F________tr_____ey_e_s_!!i3!9l_qqlel_T_o_s_t_91!!9_ti$_e__ __E_______E_
tr D tr Eyesightbturs n D
tr n n Eyesight getting worse tr n

---A------!________q___4Jle_rsjee_________ _________E_______!__
tr tr tr Sinusproblems D tr
tr tr tr Nose stuffed when you don't have a cold n D

___F_______F_

tr tr U Snore

tr D tr Dizziness or lightheadedness

___q______F_ Motion sickir.ess (c?r-:_11p[l9,_ggg!.glc_.)

Signature:

Date:
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10. Practllloners: Since your pain condition began, which of the following people have you seen for treatment
and pain relief?

Have Now Have Now
Seen Seeing Seen Seeing

f fl Acupuncturist I I Neurologist (Nervous System)
DlAllergisttrDNeurosurgeon

___!_______!___Ate:tlrqsl919g!_s_t____ -__F_________!___.[r_gitt9!is_t___
n D Cardiologist (Heart) ! D Opthalmologist (Eyes)

trXChiropractor!trOptometrist

n D Dentist
D f Dermatologist (Skin)

tr f, Endocrinologist
n I Faith Healer

! tr General and/or Family

tl D Osteopathic physician

D tr pediatrician (Chitdren)

! [ Proctologist
I I Psychiatrist
tr D Psychotogist

______I_L1c_tt_c_e_l]w_s_'giql_________ ____!________!___l_foj9!q9r_s_t____

! U Gynecologist/Obstetrician D D Surgeon(General)

n A Hypnotist ! [ Other(Specify)

___!_______Q___llle_,tfq.!_lYt_e_ojgt-qe_ltLtJ9ll'_s_t)___ ______

tr ! Naturopath

11. How long have you been bothered by this problem?
(a) years (b) months (c) weeks
Headaches per week Neckaches per week

12. Are your symptoms worse:

Yes No yes No
tr n Upon arising in the morning D tl When with your parents
n E At work tr tr When with your in-laws
n D At the end of your work day D D When yawning
O n At school n t] In the Fall or Winter
D tr At home tr n Hay Fever Season
n D when with your children tr D Rainy weather

Date:

@NTINUE TO NEXT PAGE
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13. Does any other member of your famity have the same or similar problem? yes_
Page 9

No- lf yes, explain

14. (a) How many times have you been operated on for the pain?

-zero -one -two -three -four -five -six 
oi rnore times

(b) Did the operation(s) bring relief from pain?

_Yes _No
15. (a) How many times have you had nerve blocks (injections) for the pain?

-ze(o -one -two -three -four -five 
_six or more times

(b) Did any of these injections bring relief from the pain?
_Yes _No

16. How often do you take medicine for reliel of the pain?

-Never -Very 
Seldom 

-Fairly 
Often 

-Very 
Often 

-Regularly17. What do you do that starts the pain, or makes it worse?

18. what activity or medicine decreases the pain or brings relief?

19. Do you have days when the pain is so bad that you spend the day in bed? yes_ No_

20. Personal History: Mark an X in the appropriate box indicating that you:

Yes No

- fl Drink 2 or more alcoholic drinks per day?
. I Smoke tobacco?
]- f Use Marijuana?
r n Have troubre stopping the breeding from even a smail cut?
D I Are handicapped in any way?
[ tr Considered committing suicide?
! n use, or have used heroin, cocaine, LSD, uppers, downers, or similar drugs?
! tr Been told by some Doctors that your pain was imaginary or,,all in your head,,?
tr tr Have had Doctors or nurses act as if you were faking the pain?
tr tr Are bringing suit or expect to sue because of your pain?

Signature:---
Date:
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