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Please note that we are an interventional and therapy based pain management practice. Although we provide prescriptions for certain pain medications, we typically do not write for opiates / narcotics.
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Past Medical History

Y   N     Angina
Y   N     Arthritis
Y   N     Bipolar
Y   N     Cancer
Y   N     Cardiac Arrhythmia
Y   N     Congestive Heart Failure
Y   N     Deep Vein Thrombosis
Y   N     Depression
Y   N     Diabetes

Y   N     HIV
Y   N     Hypertension
Y   N     Kidney Disease
Y   N     Liver Disease
Y   N     Myocardial infarction
Y   N     Psychiatric Therapy
Y   N     Pulmonary Embolism
Y   N     Stroke
Y   N     Suicidal Ideation

Past Surgical History

Y   N      Appendectomy
Y   N     Cervical Spine Surgery
Y   N     Cesarean section
Y   N     Cholecystectomy
Y   N     Coronary artery bypass graft
Y   N     Heart Valve Replacement
Y   N     Hernia repair
Y   N     Intrathecal Pump

Y   N     Hip Replacement
Y   N     Knee replacement
Y   N     Lumbar Spine Surgery
Y   N     Pacemaker
Y   N     Rotator cuff repair
Y   N     Shoulder replacement
Y   N     Spinal Cord Stimulator

Medications: (Please Bring Bottles / List)

Allergies: Family History:

Y   N     Alcoholism
Y   N     Cancer
Y   N     Depression
Y   N     Drug Addiction
Y   N     Heart Disease
Y   N     Hypertension
Y   N     Mental Illness (not retardation)
Y   N     Suicide



Social History

Living Situation:
Y   N     Alone
Y   N     Children
Y   N     Spouse
Y   N     Significant Other

Education:
Y   N     GED
Y   N     High School
Y   N     College
Y   N     Masters
Y   N     Doctorate

Personal Habits:
Smoking (please check one)

current every day
current some day
former smoker
never smoker

Y   N     Current Alcohol use?
per day per week

Y   N     Current Marijuana use?
Y   N     Current Illegal Drug use?
Y   N     Former Illegal Drug use?

Review of Systems

Constitutional:
Y   N     Chills
Y   N     Fatigue
Y   N     Fever
Y   N     Weight Change

Otolaryngology:
Y   N     Facial Pain
Y   N     Sinus Pain
Y   N     Difficulty Chewing
Y   N     Mouth Pain
Y   N     Difficulty Swallowing

Cardiovascular:
Y   N     Chest Pain
Y   N     Palpitations
Y   N     Fast Heart Rate

Respiratory:
Y   N     Breathing Difficulty
Y   N     Sleep Apnea
Y   N     Wheezing

Gastrointestinal:
Y   N     Poor Appetite
Y   N     Constipation
Y   N     Diarrhea
Y   N     Heartburn (GERD)
Y   N     Nausea
Y   N     Vomiting

Musculoskeletal:
Y   N      Muscle Aches
Y   N      Joint Pain
Y   N      Joint Stiffness

Skin:
Y   N     Itchy Skin
Y   N     Skin Lesions
Y   N     Rashes

Neurologic:
Y   N     Concentration Difficulty
Y   N     Dizziness
Y   N     Fainting
Y   N     Sensory Deficits
Y   N     Vertigo
Y   N     Weakness

Psychiatric:
Y   N     Hopelessness
Y   N     Sleep Disturbance
Y   N     Suicidal Thoughts

Endocrine:
Y   N     Excessive Sweating
Y   N     Excessive Thirst

Hematologic Symptoms:
Y   N     Easy Bleeding
Y   N     Easy Bruising



Pain Assessment Tool

Analgesia

If zero indicates “no pain” and ten indicates “pain as bad as it can be,” on a scale of 0 to 10, what is your level of pain for the
following questions?

1. What was your pain level on average during the last week?

0 1 2 3 4 5 6 7 8 9 10

2. What was your pain level at its worst during the last week?

0 1 2 3 4 5 6 7 8 9 10

3. What percentage of your pain has been relieved in the last week? (Write in a percentage between 0 and 100%.)

4. Is the amount of pain relief you are now obtaining from your current pain reliever(s) enough to make a real difference in
your life? (Please circle.)

Yes        No

Activities of Daily Living

Please indicate whether functioning on your current pain regimen is Better, the Same, or Worse than functioning on prior pain
regimens. (Please circle.)

Better Same Worse
1. Physical Functioning 1 2 3

2. Family Relationships 1 2 3

3. Social Relationships 1 2 3

4. Mood 1 2 3

5. Sleep Patterns 1 2 3

6. Overall Functioning 1 2 3

Adverse Events

Are you experiencing any side effects from your current pain regimen? (Please circle.)           Yes            No

Rate the severity of the following side effects. (Please circle.)

None Mild Moderate Severe
1. Nausea 1 2 3 4

2. Vomiting 1 2 3 4

3. Constipation 1 2 3 4

4. Itching 1 2 3 4

5. Mental Cloudiness 1 2 3 4

6. Sweating 1 2 3 4

7. Fatigue 1 2 3 4

8. Drowsiness 1 2 3 4
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