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What is the reason for your visit?

[ Low Back Pain
[0 Neck Pain
[J Knee Pain (Right/Left/Both)

[ Osteoarthritis
[J Rheumatoid Arthritis
U] Fibromyalgia

[J Migraine Headaches
[J Chronic Daily Headaches
L1 Abdominal Pain

O Hlp Pain (nght/Left/Both) O Complex Regiona] Pain Syndrome [ Pelvic Pain
[0 Shoulder Pain (Right/Left/Both) [ Peripheral Neuropathy [ Facial Pain
When did you first start having pain?
Have you been in pain management before?
LlYes [ NO Ifyes, who was your previous pain management physician
Draw on the areas where you have pain and use words to describe your pain
Describe your pain: Is your pain;
Sharp Wringing
Stabbing Burning Brief, momentary, Transient
Dull Explosive
Achy Stabbing
Numb Lancinating Rhythmic, Periodic, Inter-
Tingling Tight mittent
Asleep Punishing
Throbbing Tender Continuous, Steady,
) - constant
Gnawing Tiring
Deep Unbearable
Twisting Nagging
Spasms Cutting
Pain Level
On a scale of o (no pain) to 10 (severe pain) how bad is your pain with the current treatment? PEG score
What has your pain level been on average in the past week?*
What is your pain level with activity?
What is your pain level at rest? *average
What is your pain level at best?

On a scale of 0 to 10 how does pain interfere with your:
General Activity * Relationships with other people
Mood

Walking Ability

Sleep
Enjoyment of Life*




Pain Relief from Treatment

In the past month how much relief have pain treatments or medications provided?
ONoRelief [I10% [20% [30% [O40% Osox [60% [70%2 [80% [9o% [1100%

Aggravating Factors

L1 Bending Forward [ Bending Backwards [ Lifting Objects [ Prolonged Sitting [ Prolonged Standing
O walking [ Twisting [ Stress [OlLight OSounds [ Certain Positions [ Hot [ Cold

Alleviating Factors

[JRest [Bending Forward [l Bending Backwards [1Sitting [ Standing [J Changing positions [ Brace

U Walking [ Pain Medications [ Injections [ITENSUnit [JHeat [llce [ Meditation L[] Massage
U] Dark Room [ Stress Management [JSleep [ Acupuncture [JMassage [l Pressure [l Distraction

Functional History

Basic Activities of Daily Living If no, what do you need help with?
Are you able to dress yourself without assistance? [1Yes [1No

Are you able to bathe yourself without assistance? [Yes [1No

Are you able to wash your hair? OYyes ONo

Instrumental Activities of Daily Living

Are you able to shop for yourself? [JYes [INo

Are you able to do housework/laundry? LYes [INo

Are you able to cook for yourself? [JYes [INo

Are you able to drive? LYes [INo

What kind of transportation do you use? O Drive [J Bus O Friend Drives

Activity Tolerance
How long can you sit comfortably? (min/hours )

How long can you stand comfortably?

How far can you walk?

How many flights of stairs can you climb?

Do you use a cane, walker or wheelchair?

Do you use crutches or an electric wheelchair

Sleep
How many hours of sleep do you get at night?

Do you feel rested after sleep?

Do you work a job with irregular hours?

How many hours of sleep do you need to feel rested?

Exercise How often do you exercise? [ rarely [ 1-2/days week [1 3-4 days/week [1 5-6 daysjweek [ daily

Review of Systems

O Unexplained weight loss [ Weight Gain [J Weakness of the legs
O] Fever, Night sweats L1 Bowel [ Bladder changes L1 Weakness of the arms
[1 Headaches O Urinary Incontinence 0 Numbness/Tingling

O Blurry Vision L] Constipation L] Chest pain

O] Double Vision O Diarrhea O Shortness of breath

[ Hearing Loss 0 Nausea [ Swelling of the legs

O Sswallowing problems [ Vomiting U Rashes/Lesions

O Headaches L] Fatigue/Lethargy O Difficulty with speaking



Low Back Pain

When did you start having low back pain?

Where is the pain? Does the pain radiate? Where ?

What does your pain feel like?

Painis O Intermittent [J Constant
What things make your pain better?

What things make your pain worse?

Have you had surgery? If yes ,who did your surgery

Have you tried (date): I Physical Therapy O Epidural Injections [ Trigger Points
[ Facet Injections L] Nerve Ablation/RFA L] Spinal Cord Stimulator

L] Massage O Acupuncture O Other

Medications: [0 Over the counter medications (Tylenol, ibuprofen) [ NSAIDS (Ibuprofen, Celebrex, Mobic, Diclofenac)
[J Neurontin/Gabapentin [J Lyrica [J Cymbalta [ Effexor [J Amitriptyline/Nortriptyline [J Opiates (Norco, MS, Percocet)
Muscle Relaxants U Flexeril I Zanaflex [ Skelaxin 0 Robaxin O Soma [ Baclofen LI Chlorazoxone

Neck Pain

When did you start having neck pain?

Where is the pain? Does the pain radiate? Where ?

What does your pain feel like?

Painis O Intermittent [0 Constant
What things make your pain better?

What things make your pain worse?

Have you had surgery?? If yes ,who did your surgery

Have you tried (date) [ Physical Therapy U] Epidural Injections [ Trigger Points
L] Facet Injections L1 Nerve Ablation/RFA L] Spinal Cord Stimulator

0] Massage O Acupuncture O Other

Medications: [J Over the counter medications (Tylenol, ibuprofen) I NSAIDS (Ibuprofen, Celebrex, Mobic, Diclofenac)
[0 Neurontin/Gabapentin [ Lyrica [J Cymbalta [ Effexor [J Amitriptyline/Nortriptyline [ Opiates (norco, Percocet, MS)
Muscle Relaxants U Flexeril I Zanaflex [ Skelaxin [0 Robaxin O Soma [ Baclofen LI Chlorazoxone

Headaches and Migraine Headaches

When did you start having headaches?

Were you diagnosed with Migraine Headaches or another type of headache?
Where is the pain? (Right/Left/both/back /front ) Does the pain radiate? Where ?
What does your pain feel like? How long do your headaches last?

Do you have: [ Nausea [JVomiting [JAura [JLight Sensitivity [J Sound Sensitivity [J Numbness/sensory changes
How many migraines do you have per month? _How many days per month are affected by migraines ?
Are your migraines worse around your period/menses?

What things make your headaches better?

What things make headaches worse?

Rescue Medications: [ Imitrex [ Injectable Imitrex [J Imitrex Nasal Spray [DMaxalt [JRelpax [ Amerge [l Zomig
LI Frova L Axert [ Sumavel [ Ubrelvy [ Nurtec [ Reyvow

Preventative Medications: [ Topamax [ Depakote [ Beta-blocker (metoprolol, Inderal) [ Verapamil (J Zonegran

LI Neurontin O Lyrica 0 Aimovig [0 Ajovy L1 Emgality [J Magnesium [ B2

Have you tried: [ Physical Therapy ] Botox 0] Trigger Points
L] Occipital Nerve Blocks L] Cervical Facet Injections
L] Massage [0 Acupuncture [ Other




Past Medical History

__Low Back Pain ___Hypothyroid ___High Blood Pressure
___Spinal Stenosis ___Hyperthyroid __High Cholesterol
__Lumbar Facet Disease ___Diabetes ___ Stroke
___Chronic Neck Pain ___ Diabetic Peripheral Neuropathy ___Heart Attack (MI)
__Cervical Spinal Stenosis ___Diabetic Retinopathy ___Peripheral Vascular Disease
__Mid-Back Pain ___ Fibromyalgia __Atrial Fibrillation
__Knee Pain ___Lupus ___Congestive Heart Failure
___Hip Pain ___Rheumatoid Arthritis ___COPD
___Foot Pain ___Sjogrens Syndrome ___Chronic Bronchitis
__Complex Regional Pain __ Osteoarthritis __ Sleep Apnea

Syndrome __ Depression ___Asthma
___Migraine Headaches ___Anxiety ___Abdominal Pain
__Chronic Daily Headaches ___Obsessive Compulsive Disorder ___Endometriosis
___ Facial Pain ___Schizophrenia ___Pelvic Pain
___Carpal Tunnel ___Bipolar Disorder __Hepatitis C
___Peripheral Neuropathy ____Kidney Disease ___Seizure disorder
___ Cancer

Past Surgical History

Surgery Name of Surgeon Date if known
Example: tonsillectomy, back surgery

Major Hospitalizations

Reason Hospital Year

Emergency Room Visits For Chronic Pain

Have you had any ER visits for Chronic Pain, If so, how many in the past year?

Psychiatric Hospitalizations

Have you ever had an admission to a Psychiatric Hospital? If so, where and what was the reason?




Family History

Please list any known medical problems, age, health status

Mother: Age Medical Problems
Father: Age Medical Problems
Maternal Grandmother: Age Medical Problems
Maternal Grandfather:  Age Medical Problems
Paternal Grandmother: Age Medical Problems
Paternal Grandfather:  Age Medical Problems
Children: Age Medical Problems

Age Medical Problems

Social History

Marital Status: 0] Married [ Single CIDivorced Owidowed
With whom do you live? [ Spouse/Partner [ Parents [ Children LI Self U Friends/Roommates
Employed? O Yes CINo If YES, what is your occupation?

When was the last time you were employed?

Are you currently on Disability? [ Yes [No If yes, what is the reason for your disability

Do you have Any Children? [JYes [INo
If yes Age?

What is the last grade of education that you completed?

Hobbies?

Addiction History

Do yousmoke? [dYes [JNo
| f Yes, How may packs/ day? [ 1-5 cigarettes/day [ 5-10 cigarettes/ day [11/2 packs per day [ 1 packs/ day

[ 1-1/2 packs/day 2 packs/day [ 2-1/2 packs/ day 0] > 3 packs/ day
Are you a former smoker? L Yes LI No. Iif yes, when did you quit?
Do you drink alcohol? (] Yes [ONo If Yes, How much?

When was the last time you had a drink?

Do you have admissions to drug or alcohol treatment centers ? [J Yes I No
If yes, when and where

Do you have a history of a DUI?

Do you have a history of medication overdose?

Do you have an RX of Narcan at Home?

Do you have a family history of addiction to drugs or alcohol?

Do you have a history of lllicit drug use (Cocaine, Methamphetamine, Marijuana, Cocaine, Heroin etc)?

Mental Health History

Are you presently being treated by a Psychologist or Psychiatrist 2 [ Yes [J No

Have you had any mental health hospitalizations? [ Yes [ No

History of Illegal Activity? [J Yes [J No

Do you have a history of suicide attempt? [ Yes [1 No

Is violence or abuse a concern for you? [ Yes [ No

Do you have a history of abuse or sexual abuse [ Yes [ No




Current Medications

Name Dose Frequency Prescriber

Are you taking any Blood Thinners or Anticoagulants?

If yes, what? example: Coumadin, Aarfarin, Aspirin, Xarelto, Eliquis, Pradaxa

Do you have a pacemaker or Defibrillator? [JYES [INO

Allergies
Medication or Allergen Reaction Date if known
(Examples:PeniclIin, Sulfa, lodine, Morphine etc) (hives, swelling, nausea)

Imaging/Labs/Investigations

Lab Work/Blood Work (list dates) EMG/NCS (list dates and Physician)
Basic Lab Evaluation Upper Extremity
Rheumatologic Evaluation Lower Extremity
Testing for lupus, RA or other auto-immune
disorders

CT Scan (date and facility)

X-rays (list dates and facility) Brain/head
Lumbar Neck/Cervical
Cervical Spine Mid-back/Thoracic
Thoracic Spine Back/Lumbar
Knee
Hip

Other Diagnostic Testing MRI Scan (date and facility)
Exploratory Laparoscopy Brain/head
Arthroscopy Neck/Cervical
Biopsies Mid-back/Thoracic
Cystoscopy Back/Lumbar




Review of Systems

0J Unexplained weight loss
0 Weight Gain

L] Fever, Night sweats
O] Fatigue

L1 Headaches

U Blurry Vision

L1 Double Vision

[ Changes in Vision

L] Hearing Loss

L1 Swallowing problems
L] Headaches

L] Excessive thirst

Goals

[ Dizziness/[] Loss of Bal-
ance

[1 Bowel / Bladder changes
[1 Sexual Problems

0] Urinary Incontinence

L] Constipation

(] Diarrhea

1 Nausea

O Vomiting

[ Bloody Stool

[ Dark Stool

1 Abdominal Pain

Are there any goals that you want to achieve?

Short Term Goals: (Within months or less than 1 year)

L] Weakness of the legs
L] Weakness of the arms
0 Numbness/Tingling

L] Chest pain/pressure
L] Palpitations

L] Shortness of breath
O Swelling of the legs

[] Rashes/Lesions

[ Difficulty with speaking
L] Menstrual problems
L] Joint Pain

O Joint Swelling

Long Term Goals: (In the next 5 years)




PLANS

Low Back Pain
Has completed [ Physical Therapy

Tried U Epidural Injections _ L] Trigger Points L] Facet Injections L] Nerve
Ablation/RFA 1 Spinal Cord Stimulator
L] Massage L1 Acupuncture L1 Other

Medications: [0 Over the counter medications (Tylenol, ibuprofen) I NSAIDS (Ibuprofen, Celebrex, Mobic, Diclofenac)

[J Neurontin/Gabapentin [J Lyrica [J Cymbalta [ Effexor [J Amitriptyline/Nortriptyline [J Opiates (Norco, MS, Percocet)
Muscle Relaxants [ Flexeril [0 Zanaflex [ Skelaxin L0 Robaxin [J Soma [ Baclofen LI Chlorazoxone

L] Physical Therapy [J Acupuncutre, [J Massage [ Chiro

CONSULTATION REFERRALS:
O Interventional Pain ] Physical Therapy [ Acupuncutre,
O Neurology 0 Massage [ Chiro
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