


Dental Information 

Is there anything about your smile that you do not like? 

Are you interested in knowing the options available for a more beautiful smile? 

Do you like the appearance of your teeth? 

Are all of your teeth in alignment (straight)? 

Do you have any missing teeth? Are any chipped? 

Is your bite comfortable when chewing, biting? 

Do you have frequent headaches? 

Do you have any old fillings or dental treatment that you are unhappy with? 

What would you like to change the most about the appearance of your teeth? 

Is there anything else that you would like us to know? 

Referral Information 

Whom may we thank for referring you to our practice? □ Another patient, friend □ Another Doctor □ Dental Office 

□ School □ Work □ Other

Name of person or office referring you to our practice: 

Spouse or Responsible Party Information 

The following is for: D the patient's spouse D the person responsible for payment 

Name: 

□ Male □ Female □ Married □ Single □ Child □ Other

Social Security #: Birth Date: Driver's License # 

Phone (Home): (Work): Ext: Best time to call: 

Address: 
Street Apartment# 

City State Zip Code 

Employment Information 

The following is for: D the patient D the person responsible for payment 

Employer Name: Occupation: 

Address: 
Street City State Zip Code 



Insurance Information 

Name of Insured: ______________________ Is insured a patient? □ Yes □ No 
Last First Ml 

lnsured's Birth Date: _______ _ ID#: _________ Group#: ________ _ 

lnsured's Address:----------------------------------
Street City State Zip Code 

lnsured's Employer Name: ______________________________ _ 

Address:---------------------------------
Street City State Zip Code 

Patient's relationship to insured: □ Self □ Spouse □ Child □ Other ________ _ 

Insurance Plan Name and Telephone: __________________________ _ 

Consent for Services 

As a condition of your treatment by this office, financial arrangements must be made in advance. The practice depends 
upon payment from the patients for the costs incurred in their care, and financial responsibility on the part of each patient 
must be determined before treatment. 

All emergency dental services, or any dental services performed without previous financial arrangements, must be paid 
for in cash at the time services are performed. 

Patients who carry dental insurance understand that all dental services furnished are charged directly to the patient and 
that he or she is personally responsible for payment of all dental services. This office will help prepare the patient's 
insurance forms or assist in making collections from insurance companies and will credit any such collections to the 
patient's account. However, this dental office cannot render services on the assumption that our charges will be paid by 
an insurance company. 

A service charge of 1.75% per month (21% per annum) on the unpaid balance will be charged on all accounts exceeding 
sixty (60) days, unless previously written financial arrangements are satisfied. 

I understand that any fee estimate provided by this office for my dental care can only be extended for a period of six (6) 
months from the date of the patient examination. 

In consideration for the professional services rendered to me or at my request, by the Doctor, I agree to pay the 
reasonable value of said services to said Doctor, or his assignee, at the time said services are rendered, or within five (5) 
days of billing if credit shall be extended. I further agree that the reasonable value of said services shall be as billed 
unless objected to, by me, in writing, within the time for payment thereof. I further agree that a waiver of any breach of 
any time or condition hereunder shall not constitute a waiver of any further term or condition and I further agree to pay all 
costs and reasonable attorney fees if suit be instituted hereunder. 

Further, I understand and acknowledge that photographs and images of me may be shown to other patients and doctors 
for treatment and educational purposes and I agree to the same. 

I grant my permission to you or your assignee, to telephone me at home or at my work to discuss matters related to this 
form. 

I have read the above conditions of treatment and payment and agree to their content. 

Date: _____ Relationship to Patient: ______ _ 
Signature of patient, parent or guardian 

Date: _____ Relationship to Patient: ______ _ 
Signature of guarantor of payment/responsible party 











 
1. When you have headaches, how often is the pain severe? 

 
A)  Never          B)  Rarely          C)  Sometimes          D)  Very Often          E)  Always 
 

2. How often do headaches limit your ability to do usual daily activities including 
household work, work, school, or social activities? 

 
A)  Never          B)  Rarely          C)  Sometimes          D)  Very Often          E)  Always 
 

3. When your have a headache, how often do you wish you could lie down? 
 
A)  Never          B)  Rarely          C)  Sometimes          D)  Very Often          E)  Always 
 

4. In the past 4 weeks, how often have you felt too tired to do work or daily activities 
because of your headaches? 

 
A)  Never          B)  Rarely          C)  Sometimes          D)  Very Often          E)  Always 
 

5. In the past 4 weeks, how often have you felt fed up or irritated because of your 
headaches? 

 
A)  Never          B)  Rarely          C)  Sometimes          D)  Very Often          E)  Always 
 

6. In the past 4 weeks, how often did headaches limit your ability to concentrate on 
work or daily activities? 

 
A)  Never          B)  Rarely          C)  Sometimes          D)  Very Often          E)  Always 
 

 
 

 
 
 
 
 
 
 
 
 
 

# of A’s                   # of B’s                  # of C’s                   # of D’s                 # of E’s                   
 

  Multiply by 
6 points each 

  Multiply by 
8 points each 

   Multiply by 
10 points each 

   Multiply by 
11 points each 

   Multiply by 
13 points each 

HIT-6 score

 
Bonus Questions

On a scale of 0-10, with “10” being the worst discomfort imaginable above the shoulders, and a “0” is no  
pain at all (you feel fabulous), how many mornings per week do you wake with a “0”, that is, you feel fabulous?_______ 
 
On those mornings that you wake “with a number”, what’s the average number that you have?                        _________

Please circle the response that best describes how you feel 
 and calculate the totals below. 

Name:_____________________________ Date:____________ 



HEADACHE
IMPACT T E S T T M 

What Does Your Score Mean?

If You Scored 60 or More
Your headaches are having a very severe impact on your life. You may be experiencing disabling pain and other symptoms that
are more severe than those of other headache sufferers. Don’t let your headaches stop you from enjoying the important things in
your life, like family, work, school or social activities.

Make an appointment today to discuss your HIT-6 results and your headaches with your doctor.

If You Scored 56 – 59
Your headaches are having a substantial impact on your life. As a result you may be experiencing severe pain and other
symptoms, causing you to miss some time from family, work, school, or social activities.

Make an appointment today to discuss your HIT-6 results and your headaches with your doctor.

If You Scored 50 – 55
Your headaches seem to be having some impact on your life. Your headaches should not make you miss time from family,
work, school, or social activities.

Make sure you discuss your HIT-6 results and your headaches at your next appointment with your doctor.

If You Scored 49 or Less
Your headaches seem to be having little to no impact on your life at this time. We encourage you to take HIT-6 monthly to
continue to track how your headaches affect your life.

If Your Score on HIT-6 is 50 or Higher
You should share the results with your doctor. Headaches that are disrupting your life could be migraine.

Take HIT-6 with you when you visit your doctor because research shows that when doctors understand exactly how badly
headaches affect the lives of their patients, they are much more likely to provide a successful treatment program, which may
include medication.

HIT is also available on the Internet at www.headachetest.com.

The Internet version allows you to print out a personal report of your results as well as a special detailed version for your doctor.

Don’t forget to take HIT-6 again or try the Internet version to continue to monitor your progress.

About HIT
The Headache Impact Test (HIT) is a tool used to measure the impact headaches have on your ability to function on the job, at
school, at home and in social situations.  Your score shows you the effect that headaches have on normal daily life and your
ability to function. HIT was developed by an international team of headache experts from neurology and primary care medicine
in collaboration with the psychometricians who developed the SF-36®* health assessment tool.

HIT is not intended to offer medical advice regarding medical diagnosis or treatment. You should talk to your healthcare
provider for advice specific to your situation.

SF-36® is a registered trademark of Medical Outcomes Trust and John E. Ware, Jr.

HIT-6 Scoring Interpretation English Version 1.1
©2001 QualityMetric, Inc. and GlaxoSmithKline Group of Companies. All rights reserved.  
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