Headache Survey

Please check the boxes below.  Print and bring with you to your visit.











     YES     NO

	Do you know what is causing your headache?
	
	

	Has this type of headache occurred before?
	
	

	Do you have more than one type of headache?
	
	

	Is the headache pain so intense that sometimes it becomes unbearable?
	
	

	Do your headaches occur during stressful occasions?
	
	

	Do your neck, shoulder, or head feel tight and painful during the headache?
	
	

	Does your headache feel like a rubber band around your head?
	
	

	Do your headaches occur during the day?
	
	

	Do you have more than 1 headache per week?
	
	

	Any similar headaches in your family?
	
	

	Does exertion affect your headache?
	
	

	Do you get nausea before your headache?
	
	

	Do you get nausea after your headache?
	
	

	Does your vision change with your headache?
	
	

	Does your headache usually start on the same side of your head?
	
	

	Does your headache throb and pulsate?
	
	

	Is your headache pain dull and steady?
	
	

	Do your headaches usually occur during night?
	
	

	Do your headaches usually occur during day?
	
	

	Does bright light cause your headache to get worse?
	
	

	Does your eyes water during your headache?
	
	

	Does alcohol cause or aggravate your headaches?
	
	

	(Females) Is your headache associated with your menstrual period?
	
	

	Do you have any hearing problems?
	
	

	Do you have pain in other areas during your headache?
	
	

	Has it been over 24 months since your last dental visit?
	
	

	Have you had other headache tests?
	
	

	Have you tried previous headache medication?
	
	


