
Facial Problem{s) Questionnaire 

Full Legal Name: ________ _ Birth Date: ___ _ 

Referred by: ___________________ _ 

Referring Dr's Phone#: _______ _ 

Referring Dr's Email address: _____________ _ 

Please answer these questions to the best of your ability: 

1. Which of the following do you have (circle all that apply):

Headaches Neck Pain Jaw Pain Ear Pain

Facial Pain Bite Problems Damaged teeth

Sleep Problem

Other: __________________ _

2. How many days a month are you pain free? _____ _

3. If pain free all of the time, please go to question 12 (Medications

questions) below.

4. On the diagram below, draw an arrow(s) to indicate the

location(s) of your trauma and pain:
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5. How long have you had this pain? __________ _

6. Is the pain constant? ______________ _

7. Is the pain (circle all that apply):

Aching 

Other: 

Burning Stabbing Sharp 
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F;:b GEORGIA DENTAL
(\{))'--- M E D I C I N E 
Christopher M. Anderson, DMD 
1225 Johnson Ferry Road 
Suite 660 
Marietta, GA 30068 
georgiadentalmedicine.com 

For Doctor Notes Below: 
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