
Trauma Questionnaire 

Full Legal Name: _________ _ Date: ____ _ 

Please answer these questions to the best of your ability: 

1. Date of Trauma (or respond "unknown"): _____ _

2. What was the cause of your trauma (circle one or more):

• Auto Accident

• Physical altercation

• Fall

• Sports injury

• Other:

3. Provide more details on how the trauma happened:

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

location(s) of your trauma and pain:

Left side Front Right side 

5. During the trauma, did you strike your (circle all that apply):

• Skull

• Nose

• Chin

• Lower Jaw

• Neck

• Chest

• Other:

6. Did you have whiplash (circle one): YES NO 

1 

� GEORGIA DENTAL 
CW/ 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: 

Left side Front Rightsid.e 






	Trauma-Questionnaire-for-Dr-Chris-1
	Trauma-Questionnaire-for-Dr-Chris-2
	Trauma-Questionnaire-for-Dr-Chris-3



