
Name: _____________________________________________ Date: ______________
Referred By: ________________________________ Current dentist: ______________

If you have any of the following symptoms, please indicate the area(s) involved: 
Please mark with a star ( * ) any areas that routinely cause you discomfort

            

How long has the area(s) been a problem for you? ___________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

Have you had a head injury, head trauma (concussion or whiplash)? _______ When? _______________

Prior surgeries: _______________________________________________________________________

Medications: _________________________________________________________________________

Allergies: _________________________________________________        Latex allergy:  YES    NO

Do you have any digestive concerns? _____________________________________________________

____________________________________________________________________________________

Do you have a history of emotional / physical trauma or sexual abuse? ______________ When? ______

Do you wear a retainer or other dental appliance? ______ For approximately how many hours a day? ___

(Continue on back of page if necessary)

Head, Neck and Face Intake Questionaire
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