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PAIN CARE

PATIENT NAME: TODAY'S DATE:
FAMILY PHYSICIAN: REFERRING PHYSICIAN:
PATIENT DATE OF BIRTH: AGE: HEIGHT: WEIGHT:

DATE THAT YOUR SYMPTOMS BEGAN OR DATE OF YOUR INJURY:

HAVE You HAD ANY PRevious ProBLEMs?  [1Yes [INo | IF YEs, WHEN?

IS THE CURRENT PROBLEM A RESULT OF: D WORK RELATED ACCIDENT D MOTOR VEHICLE ACCIDENT
IF THIS IS A WORK-RELATED INJURY, IS YOUR VISIT TODAY RELATED TO A WORKERS COMPENSATION CLAIM? Clves [CINo
How DID THE INJURY OCCUR OR SYMPTOMS BEGIN? (PLEASE GIVE A BRIEF EXPLANATION):

IF CURRENTLY WORKING, IS THE PAIN AFFECTING YOUR WORK? IF YES, HOW?

PLEASE LIST ANY OTHER ACTIVITIES LIMITED BY YOUR PAIN:

How WouLD YOu DESCRIBE YOUR PAIN?

] CONTINUOUS [IsHooring LI TINGLING | EXHAUSTING PLEASE DRAW THE LOCATION OF YOUR PAIN
C1 INTERMITTENT [JstaBBING [ SICKENING USING THE KEY BELOW:
I DuLL [ TEnDER [ FEARFUL &
[ ACHING [1Gnawing [ PUNISHING | CRUEL N
I Heavy [ PRESSURE d )
L] THROBBING [] BUrRNING/HoT 7 R il
[T SHARP L1 CraMPING [ | " L
[ | A 1\ / \

PLEASE LisT ANY OTHER AREAS OF PAIN: A\ /A (’\ \

[~ | \ \ 2711 \

/ | | |\ \ / ) |\

1“ "/ ;} A \\\ \ f ",’ £ ‘\ \\

/‘) // H‘ \\ \ / /| H \\\ \'\
RATE YOUR PAIN: 0 = NO PAIN | 10 = WORST PAIN IMAGINABLE g \ | \ 4 ( ‘ ‘ \ D
U / \ N ’/,/ gl i
CURRENTLY: w }\ [ W W ﬁ | U
AT YOUR BEST: \_| | ‘i |
AT YOURWORST: v‘ / ‘ \$ ] “N” = NUMBNESS :' J\ ‘
) |
How DO THE FOLLOWING ACTIVITIES AFFECT YOUR PAIN? | | 5" = STABBING )
“B” = BURNING
INCREASES PAIN | DECREASES PAIN | NO CHANGE | “p" — PINS & NEEDLES

RESTING O O O | “A"=ACHING Al N
LYING DOWN O O O &l oS N
SITTING S S S ARE YOU EXPERIENCING:
STANDING [0 NUMBNESS|TINGLING ~ WHERE?
BENDING ] L] H O] WEAKNESS
WALKING ] ] ] 0 Loss OF BOwEL/BLADDER CONTROL?
CHANGING POSITIONS ] ] [] EXPLAIN:
WORKING H O ] [0 SLEEP DISTURBANCE
COUGHING/SNEEZING/STRAINING L] L] ] O ANXETY
LIFTING ] ] L] 0 DEPRESSION
PROLONGED POSITION ] ] H
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PAIN TREATMENT HISTORY

TREATMENT
[0 I HAvE HAD NO TREATMENT FOR MY SYMPTOMS To DATE

PLEASE SELECT ALL OF THE FOLLOWING TREATMENTS THAT YOU HAVE USED FOR PAIN RELIEF:

HELPED PAIN WORSENED PAIN No CHANGE DATES OF VisIT
ACUPUNCTURE
BIOFEEDBACK
BRACE SUPPORT
CHIROPRACTIC
ELECTRICAL STIMULATION
Hot/CoLD PACKS
INJECTION THERAPY
MASSAGE THERAPY
MEDICATIONS
PHYSICAL THERAPY
TENS UNITS
TRACTION

PAIN MEDICATIONS
0 I HAVE NOT TRIED ANY MEDICATIONS INCLUDING OVER THE COUNTER MEDICATIONS

PLEASE LiST ALL PAIN MEDICATIONS THAT YOU HAVE BEEN ON AT ANY POINT FOR YOUR CURRENT PAIN, INCLUDING OVER THE COUNTER
MEDICATIONS:

MEDICATION NAME | DosE | FREQUENCY HELPED No HELP

PAIN CLINIC
[0 1 HAVE NOT BEEN TREATED BY ANOTHER PAIN PHYSICIAN OR CLINIC

PLEASE LisT THE NAMES OF OTHER PAIN PHYSICIANS YOU HAVE SEEN, ALONG WITH A BRIEF DESCRIPTION OF THERAPY RECEIVED:

FACILITY | PHYSICIAN DESCRIPTION OF THERAPY DATES

PSYCHOLOGICAL | BEHAVIORAL THERAPY
[ I HAVE NOT BEEN TREATED FOR PSYCHOLOGICAL HEALTH

PLEASE LiST THE NAMES OF PHYSICIANS YOU HAVE SEEN, ALONG WITH A BRIEF DESCRIPTION OF THERAPY RECEIVED:
FACILITY | PHYSICIAN DESCRIPTION OF THERAPY DATES
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STEROID INJECTIONS
[J I HAVE NOT HAD ANY INJECTIONS

IF You HAVE HAD ANY INJECTIONS, PLEASE PROVIDE THE INFORMATION BELOW:

X-RAY RELIEF? MADE SYMPTOMS

LOCATION PERFORMED BY = GUIDED? RELIEF? TEMPORARY OR WORSE?

DATE (LOW BACK, NECK?) MD OR CRNA? YORN NOORMILD LONG LASTING ? YORN

RESULTS OF INJECTION
SPINE SURGERY
[0 I HAVE NOT HAD SPINE SURGERY

IF You HAVE HAD SPINE SURGERY IN THE PAST, PLEASE PROVIDE THE INFORMATION BELOW:

RELIEF? MADE SYMPTOMS

LOCATION RELIEF? TEMPORARY OR WORSE?

(Low BACK, NECK?) NAME OF SURGEON  NO OR MILD LONG LASTING ? YORN

RESULTS OF INJECTION
DIAGNOSTICS TESTS AND IMAGING
L1 I HAVE NOT HAD ANY DIAGNOSTIC TESTS PERFORMED FOR MY CURRENT PAIN COMPLAINTS

PLEASE PROVIDE INFORMATION FOR ALL OF THE FOLLOWING TESTS YOU HAVE HAD THAT ARE RELATED TO YOUR CURRENT PAIN
COMPLAINTS:

TEST | OF THE (NECK, BACK) DATE FACILITY
MRI
X-RAY
cT
EMG
MYELOGRAM

OTHER:

CURRENT MEDICATIONS | VITAMINS & SUPPLEMENTS:
PLEASE LIST ALL MEDICATIONS THAT YOU ARE CURRENTLY TAKING, INCLUDING VITAMINS AND SUPPLEMENTS:

MEDICATION NAME | DoSE | FREQUENCY
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SURGICAL HISTORY
[0 I HAVE NEVER HAD ANY SURGICAL PROCEDURES PERFORMED

PLEASE LIST ANY SURGICAL PROCEDURES YOU HAVE DONE IN THE PAST, INCLUDING THE DATE:

SURGICAL PROCEDURE | DATES |

DID YOU EXPERIENCE AN ADVERSE REACTION TO THE ANESTHESIA? [ YEs [INo
IF YES, PLEASE EXPLAIN:

PAST MEDICAL HISTORY
SELECT THE CONDITIONS THAT YOU HAVE BEEN TREATED FOR IN THE PAST:

GENERAL MEDICAL| DIAGNOSED CONDITIONS BEHAVIORAL
0 CANCER - TYPE [J DEPRESSION
0 CANCER - TYPE O ANXIETY

HEAD/EARS/EYES/NOSE/THROAT

CARDIOVASCULAR/HEMATOLOGIC [ HEADACHES

0 ANEMIA

04 , J MIGRAINES
- HTROKEV 1A 5 [ HEAD INJURY
EART VALVE DISORDERS 0 GLAUCOMA

1 PERIPHERAL VASCULAR DISEASE
[0 HEART MURMUR

1 HEART ATTACK

[ CORONARY ARTERY DISEASE

ENDOCRINE
[0 HYPERTHYROIDISM
[0 HYPOTHYROIDISM

[J DIABETES — TYPE

UROLOGICAL
1 CHRONIC KIDNEY DISEASE
1 KIDNEY STONES
1 URINARY INCONTINENCE

RESPIRATORY
[ ASTHMA
[0 BRONCHITIS/PNEUMONIA

I DiALYSIS
[ EMPHYSEMA/COPD
GASTROINTESTINAL MUSCULOSKELETAL/RHEUMATOLOGIC
[J GERD (AcID REFLUX) I BURSITIS
[J GASTROINTESTINAL BLEEDING [0 CARPAL TUNNEL SYNDROME
[J STOMACH ULCERS [J FIBROMYALGIA
[J CONSTIPATION [J OSTEOARTHRITIS

[J OSTEOPOROSIS

[0 RHEUMATOID ARTHRITIS

NEUROLOGIC [J CHRONIC JOINT PAINS

O MULTIPLE SCLEROSIS
[J PERIPHERAL NEUROPATHY
[ SEIZURES

OTHER CONDITIONS

O
O
O
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ALLERGIES
Do You HAVE ANY DRUG/MEDICATION ALLERGIES? OYes ONo

IF SO, PLEASE LIST ALL MEDICATIONS YOU ARE ALLERGIC TO:

MEDICATION NAME ‘ ALLERGIC REACTION
TOPICAL ALLERGIES: [ LATEX O loDINE O TAPE O Iv CONTRAST
FAMILY HISTORY
O UNKNOWN

PLEASE SELECT ALL THE APPROPRIATE DIAGNOSES AS THEY PERTAIN TO YOUR FIRST-DEGREE RELATIVES:

DIAGNOSIS MOTHER FATHER SIBLING(S) CHILD
ARTHRITIS

HEADACHES/ MIGRAINES

BRACE SUPPORT

LIVER PROBLEMS

SEIZURES

CANCER

HIGH BLOOD PRESSURE

OSTEOPOROSIS

STROKE

DIABETES

KIDNEY PROBLEMS
RHEUMATOID ARTHRITIS
BACK PROBLEMS

HEART PROBLEMS

[J OTHER MEDICAL PROBLEMS:

SOCIAL HISTORY

OCCUPATION: EMPLOYER:

ARE YOU CURRENTLY WORKING? OYes [ONo [ORemReD [IDisABLED [ UNEMPLOYED

MARITAL STATUS: [JSINGLE [JMARRiED [JDIvORCED  [J WiDOWED

EpucaTioN: [JELEMENTARY ScHooL [JHigH ScHooL Diptoma [JGep  [Some Corree [l CoLLeGe Decree [ TRADE ScHooL
DoYouExercise? O Yes  ONo IFYes, WHAT TyPE OF EXERCISE?

HOBBIES | INTERESTS:

ALCOHOL UsE: OYes COONO  AMOUNT:
ToBAcCcO USE: OYes COONo AMOUNT: E-CIGARETTE USE:

ILLICIT/RECREATIONAL DRUG USE:
[ DENIES ANY ILLICIT/RECREATIONAL DRUG USE [ CURRENTLY USES ILLICIT/RECREATIONAL DRUGS
[ FORMERLY USED ILLICIT/RECREATIONAL DRUGS (NOT CURRENTLY USING)

HAVE You EVER ABUSED NARCOTIC OR PRESCRIPTION MEDICATIONS? [ YEs [ No
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REVIEW OF SYSTEMS

PLEASE SELECT ANY OF THE FOLLOWING SYMPTOMS THAT YOU ARE CURRENTLY EXPERIENCING:

CONSTITUTIONAL: [ FEVER
[ WEIGHT GAIN

O CHILLS
[J DECREASED ENERGY

I NIGHT SWEATS
[J Loss OF APPETITE

0 WEIGHT Loss

HEENT: [J RUNNY NOSE J NoOSE BLEEDS [J SINuS CONGESTION [J HEARING Loss
[ VIsIoON CHANGES
SKIN: J RASH [J NON-HEALING SKIN LESIONS

NEUROLOGIC: [J SEIZURE DISORDER

] TREMORS [ DizzINESS/FAINTING

[ PARALYSIS [J Loss OF BALANCE
CARDIAC: [J CHEST PAIN/ANGINA [ HEART PALPITATIONS [ RAPID HEART RATE [J SWELLING IN EXTREMITIES
RESPIRATORY: 0 WHEEZING [0 BLOOD STAINED SPUTUM [J SLEEP APNEA O CouGH

[J UPPER RESPIRATORY INFECTION

[J EXCESSIVE THIRST

GASTROINTESTINAL: [] ABDOMINAL PAIN [ VOMITING [0 HEARTBURN [J CONSTIPATION
[J BLooDY StooLs [J DIARRHEA
GU/NEPHRO: I DYSURIA [0 HEMATURIA 0 CHRONIC RENAL FAILURE
ENDOCRINE: ] DIABETES [J HEAT INTOLERANCE [J CoLD INTOLERANCE [0 THYROID PROBLEMS

[ EXCESSIVE URINATION

GENITOURINARY:
[J POST-MENOPAUSAL

J URINARY INCONTINENCE [ PAIN WITH URINATION

[ PosT-HYSTERECTOMY
[J KIDNEY STONES

[J PROSTATE PROBLEMS
[J URINARY TRACT INFECTION [ BLOOD IN URINE

HEMATOLOGIC: [ ANEMIA

[J SWOLLEN LYMPH NODES [ ABNORMAL BRUISING/BLEEDING

[J SLEEP DISTURBANCE

MUSCULOSKELETAL: (1 JOINT PAIN [J BACK PAIN [J NECK PAIN [ MuscLE PAIN
[J JOINT RESTRICTIONS
PSYCHIATRIC: [J DEPRESSION J ANXIETY [J DRuG UsE [J STRESS

[0 MoobD CHANGES

IMMUNOLOGIC: I Hiv/AIDS
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[J WEAKNESS IN EXTREMITY




