Pain Specialists Initial Patient Assessment Form

of the Main Line, Pc

Patient Name: Date:

Date of Birth: Sex: OMaIe OFemaIe

Referring Physician Name: Phone #:

Primary Care Physician Name: Phone #:

Please check if you brought the following: Medical Records Films Test Results Other

Chief Complaint (reason for your visit today):

Nature / Mechanism of injury: Date of Injury

HPI1 (History of Present lliness) Please provide a brief overview of your pain history:

Location:

Severity: (check one) O MILD O MODERATE O SEVERE

Duration: (check one)O CONSTANT O INTERMITTANT

Modifying Factors / Relieved with:(check all that apply) DSITTING DSTANDING C1LyiNG |:|WALKING
Worse with:(check all that apply) Clsitrine  [IstanDinG CILving [ JwALKING

Associated Symptoms:

1. Rate your pain by selecting ONE NUMBER that best describes your pain at it's worst:

Oo O1 O2 O3 Os Os Os O7 Os O9 O

No pain Moderate Pain Pain as bad as you can imagine

2. Rate your pain by selecting ONE NUMBER that best describes your pain at it's least:

Oo Or O2 Oz Os Os Os Or Os O Ono

No pain Moderate Pain Pain as bad as you can imagine

3. Rate your pain by selecting ONE NUMBER that best describes your pain right now:

Oo Ot O2 Oz Os Os Os O7 Os Op Ono

No pain Moderate Pain Pain as bad as you can imagine
Please indicate the location of your pain below Please check the qualities of your pain below:
FRONT BACK YES NO
- ™ Throbbing O O
RIGHT <=  LEFT | LEFT ¥ RIGHT Shooting O O
P Stabbing O O
an Sharp O O
' Cramping O O
' RN Burning O O
‘. Wi T ¥ Aching O O
- - Pressure O O
43 Tender O O
i A Numbness O O
' . ! \ Pins and Needes O O




Review of Systems: To your knowledge, do you now have or have you ever had any of the following:
Please check or add
Constitutional Lfever Dweight loss LIsweats other

Eyes [visual disturbance |:|eye pain[_Jother

Ears, Nose, Mouth Throat[ Jpain[Jhearing loss[_lloss of smeIIDdifficuIty swallowingDOther
Cardiovascular []chest pain |:|palpitations [other

Respiratory [ Jcough[Jsputum [Jshortness of breath [ Jwheezing [_lother

Gastrointestinal[_Jabdominal pain[]diarrhea |:|constipation [nausea Dvomiting [other

Musculoskeletal[ ]Jweakness or paralysis in arms or legs |:|pain|:|other

Integumentary [skin rashes [Jlesions [ulcers [other

Neurological [ JHeadache [Iseizure [[]dizziness []other
Psychiatric Ddepression |:|anxiety [psychosis [lother

Endocrine [lincreased nighttime urination[_Jnighttime thirst [LIheat or cold intolerance [Jother
Hematologic / Lymphatic[_Jenlarged lymph nodes [excessive bleeding [other

Are you currently pregnant or considering getting pregnant O YES O NO

Past Medical History Do you currently have, or have you ever had any of the following? (Please check all that apply)

Diabetes High Blood Pressure Heart Attack Heart Failure Fibromyalgia
Blood/Bleeding Phlebitis or Blood Taking Anticoagulants Ulcer Hepatitis
Disorder Clots
Stroke Cancer Emphysema Asthma Headaches /
Migraines
Kidney Disease Significant Injuries B Anesthesia Epilepsy Thyroid Disorder
Complications
Seizure Liver Disease Sleep Apnea Cold Hands/Feet Depression
Rheumatologic Skin Condition Other (specify):
Disease
Previous Medications Check the medications you have used for your current pain problem:

Narcotics : [JPemorol [JMorphine [IDilaudid [JMS Contin [] Methadone [] Darvocet [] Percocet []Vicodin
[Icodeine [JTylenol 3 []Fentanyl Patch []Oxycontin [JAvinza

NSAIDs: |:|Asprin Owmotrin leuprofin Dolobid L1 Aduvil |:|Naprosyn ORelafendMobic COvoltarin [ Lodine

Sedatives/Relaxants_Ativan [JXanax [Jvalium [JFlexeril [JParafon Forte

Sleep Medicine:[Halcion JAmbien [Restoril |:|Benadryl

Antidepressants[Elavil[1Pamelor [1Desipramine [IEffexor [lDesyrel [IProzac [dzoloft [lPaxil [1Serzone

CJRemeronJCymbalta

Anticonvulsants[INeurontin Klonopin O Tegretol O pilantin O Lyrica (I Topamax

Neuropathic Pain Medications:[ Baclofen L] Phenoxybenzamine EIUItram Prazosin

ANY OTHER NOT LISTED:

Have you been treated by any other Pain Specialist or Clinic: OYES ONO
If Yes, name of specialist or clinic: Date last seen:

Previous Treatments
Check all that apply:[ Jacupuncture [Jtraction [] TENS unit []chiropractor [ ]Ice / Heat
[JPhysical therapy [biofeedback [Cmassage [Jpsychologist

List all hospitalizations (surgery, childbirth, medical illness) Attach additional page if necessary.

Date (approx. year) Reason Place (hospital or city)




Family History (please list medical problems of biological family members)

Mother

Father

Sister(s)

Brother(s)

Children

Social History (please complete information below)

e Do you drink alcohol? Oves Ono if yes, specify quantity:
e Do you smoke cigarettes?QYES OnNo it yes, packs per day

e Current employment status (select one): @) employed full timeOemponed part time O retired
O self employed Ounemployed due to pain @) unemployed due to other reason

e Present or most recent occupation:

e Marital History: Osingle O married O remarried O divorced @ separated O widowed
e Litigation History: Is there any litigation in progress in regard to your pain condition?OYESONO
e With whom do you live? (check all that apply)

self spouse partner children parents friends other

e Do you have a history of drug and/or alcohol abuse? OvYesONo (If yes, check all that apply)
] Alcohol [ marijuana [ cocaine Cheroin - [Clmedthedrine Cother

Medications (please list all medications and supplements that you are using at this time)

Drug / Supplement Dosage How many times per day?

Allergies to Medications / lodine / Shellfish / Contrast Dye / Other:




	Patient Name: 
	Date: 
	Date of Birth: 
	Referring Physician Name: 
	Phone: 
	Primary Care Physician Name: 
	Phone_2: 
	Chief Complaint reason for your visit today: 
	Nature  Mechanism of injury: 
	Date of Injury: 
	Location: 
	Associated Symptoms: 
	other: 
	other_2: 
	other_3: 
	other_4: 
	other_5: 
	other_6: 
	other_7: 
	other_8: 
	other_9: 
	other_10: 
	other_11: 
	other_12: 
	ANY OTHER NOT LISTED: 
	If Yes name of specialist or clinic: 
	Date last seen: 
	Date approx yearRow1: 
	ReasonRow1: 
	Place hospital or cityRow1: 
	Date approx yearRow2: 
	ReasonRow2: 
	Place hospital or cityRow2: 
	Date approx yearRow3: 
	ReasonRow3: 
	Place hospital or cityRow3: 
	Date approx yearRow4: 
	ReasonRow4: 
	Place hospital or cityRow4: 
	Mother: 
	Father: 
	Sisters: 
	Brothers: 
	Children: 
	If yes specify quantity: 
	If yes: 
	Present or most recent occupation: 
	other_13: 
	Drug  SupplementRow1: 
	DosageRow1: 
	How many times per dayRow1: 
	Drug  SupplementRow2: 
	DosageRow2: 
	How many times per dayRow2: 
	Drug  SupplementRow3: 
	DosageRow3: 
	How many times per dayRow3: 
	Drug  SupplementRow4: 
	DosageRow4: 
	How many times per dayRow4: 
	Drug  SupplementRow5: 
	DosageRow5: 
	How many times per dayRow5: 
	Drug  SupplementRow6: 
	DosageRow6: 
	How many times per dayRow6: 
	Drug  SupplementRow7: 
	DosageRow7: 
	How many times per dayRow7: 
	Drug  SupplementRow8: 
	DosageRow8: 
	How many times per dayRow8: 
	Drug  SupplementRow9: 
	DosageRow9: 
	How many times per dayRow9: 
	Drug  SupplementRow10: 
	DosageRow10: 
	How many times per dayRow10: 
	Drug  SupplementRow11: 
	DosageRow11: 
	How many times per dayRow11: 
	Allergies to Medications  Iodine  Shellfish  Contrast Dye  Other 1: 
	Allergies to Medications  Iodine  Shellfish  Contrast Dye  Other 2: 
	pain now: Off
	pain worst: Off
	sex: Off
	severity: Off
	duration: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box7: Off
	worse: Off
	worse1: Off
	worse2: Off
	worse3: Off
	Throbbing: Off
	Shooting: Off
	Stabbing: Off
	Sharp: Off
	Cramping: Off
	burning: Off
	aching: Off
	pressure: Off
	tender: Off
	numbness: Off
	pins and needles: Off
	med recds: Off
	films: Off
	test results: Off
	other results: Off
	other list: 
	pain least: Off
	fever: Off
	pregnant: Off
	diabetes: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	pain specialist: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	alcohol: Off
	cigarettes: Off
	employment: Off
	MARITAL HX: Off
	LITIGATION: Off
	SELF: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	DRUG USE: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	WL: Off
	VD: Off
	EP: Off
	OTH: Off
	SWEATS: Off
	OTHERA: Off
	HL: Off
	MP: Off
	LS: Off
	DS: Off
	OTHERB: Off
	CP: Off
	PALP: Off
	OTHERC: Off
	COUGH: Off
	SPUT: Off
	SOB: Off
	WHEEZ: Off
	OTHERD: Off
	ABD PAIN: Off
	DIAR: Off
	CONST: Off
	NAUS: Off
	VOMIT: Off
	OTHERE: Off
	WEAKN: Off
	OTHER PAIN: Off
	RASH: Off
	LESION: Off
	ULCER: Off
	OTHERG: Off
	HA: Off
	SEIZ: Off
	DIZZ: Off
	OTHERH: Off
	DEPR: Off
	ANX: Off
	PSYCH: Off
	OTHERI: Off
	NU: Off
	NT: Off
	HCI: Off
	OTHJ: Off
	EB: Off
	ELN: Off
	OTHK: Off
	OTHZ: Off


