PAIN & HEALTH MANAGEMENT CENTER, P.A.

We welcome you to our practice.. Please complete the following questionnaire before being seen
by the doctor.

SOCIAL SECURITY #: - -

_NAME:

HEIGHT: WEIGHT:

AGE:

REFERRED BY: ___

What medications cat se side effects or allergic reactions?

MEDICATICN SIDE EFFECT

{ . . BACKGROUND INFORMATION

YES ~ NO

s your pain the resull of an accident or injury?
If yes, did this occur at work?

Date of accident or injury:

Is there a lawsuit pending? | | J

What is the name of your attorney:

Please describe as precisely as possible what occured:

if there was not an accident or injury, when did the pain develop?
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PREVIOUS DOCTORS 1

Please list every doctor you have seen for this medical condition.

1

2)

C.

e o g p

- Specialty{ Example:Orthopedics):

Doctor's'nzme and city:

Specialty(Exxample:Orthopedics):

List the results of X-rays, CT, MRI, EMG or other studies that this doctor performed
or ordered )

a.
b.
d.
What medcation, surgery or treatment did this doctor perform?
REUEF? DATE
YES _NO

Doctor’s rame and city:

List the re sults of X-rays, CT, MRI; EMG or other studies that this doctor performed
or ordered.

a.

b.

What medication, surgery or treatment did this doctor perform?
RELIEF? DATE
YES NO

o

Q
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3)

4)

0

Doctor's neme and city:

Specialty(E xample:Orthopedics):

List the results of X-rays, CT, MRI, EMG or other studies that this doctor performed
or ordered.

a.

b.

d.

What med cation, surgery or treatment did this doctor perform?
REUIEF? DATE
YES NO

S

2

Doctor's name and city:

Specialty(Example:Orthopedics):

List the resulisof X-rays, CT, MRI; EMG or.other:studies that this doctor performed
or ordered. . .

a.
b.

o

d.

What me fication, surgery or treatment did this doctor perform?
RELIEF? ' DATE
YES NO

o ®

o
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PAIN EXPERIENCE RATING ]
ﬁlease mark the pain scale.
AL (S wOrst: ©
Noe 0 1 2 3 4 5 6 7 8 9 Worst Paia
Pain l»;J;j,lillklf'[ff:[1111[magmable
Acusbest: , o
to 0o 1 2 3 4 5.6 7 8 91 Wors_t.?ain
Pain Lol ol ol bl el el ed ol tmaginadte
Most of thes time:
~No 0 1 2 3 4 S 6 7 8 9 10 Wors_(Pain
Pain {x{xlilfljjflxllfxlffImagmable
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i PAIN INDICATORS/RELIEVERS

What makes the pain v/orse?

What makes the pain better?

— —__OTHER MEDICAL CONCERNS

List medications you currently take noting dose and frequency.

MEDICATION DOSE FREQUENCY

What other medical p -oblems do you have?

What surgeries have you had?

OPERATION DATE

SURGEON
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[— LIFESTYLE ACTIVITES
YES NO
Are you currently working? { [ ]
_If not, is this due to ycur medical condition? { ] ]

\

Please describe your employment. Be specific about physical requirements.

Has your pain affected your relationship with family or friends?

Please rate your stress level:

Low

0 1t 2 3 4 s 6 .7 8 9 10

1JJJI(l‘l'l}'lill.ll({lu(([High

Are you interested in speaking with a counselor for stress reduction, biofeedback or relaxation?

Have you seen a psy'chologist or psychiatrist in the past?

NAME

DATE

What do you do to cope with the pain?

How has the pain caused you to change your lifestyle?

What kind of emotional support system do you have?
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] ] PERSONAL HABITS

YES NO
Do you drink alcohol to take away the pain? | ] ]

How often do you partake?

"How much?

Do you smoke cigaretes? [ | 1

if yes, how much and how often?

I FAMILY HISTORY

Does anyone else in you family suffer from chronic pain? Please describe:

I GOALS |

What is your goal for consulting the physicians at the Pain & health Management Center?

We thank you for shaiing your thoughts with us.
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