




















PATIENT QUESTIONNAIRE

Thank you for taking the time to answer this questionnaire. Please bring it with you to your appointment. It
will be reviewed with you at that time.

PERSONAL INFORMATION: (Confidential)

Name: Age:— Date of Birth:
Address: SS#: Sex: M F
City: State: ZIP Code:

Home Phone: ( ) Alternate Phone: ( )

Employer: Work Phone: ( )

Personal Physician: Who Referred You?

Pharmacy Name: Phone:

Emergency Contact Name: Phone:

INSURANCE: ID#

Address:

Phone:

Policy holder: D.O.B.

PAIN HISTORY:

Location: Use the figures below to shade in the area where you have pain. If your pain moves around, put
an “X” where it starts and draw an arrow to where it spreads.



Chief Complaint
Where is/are your chief area(s) of Pain? (Describe, or check below)

Head Upper Back Legs R L

Neck Lower Back Arms R L

Chest Groin Hands R L

Abdomen Buttocks Feet R L
Duration:

When did your current pain problem begin?

Onset:
How did your pain problem first start? ( )Job Injury ( )Sports Injury ( )Car Accident ( )Disease
( )Cancer ( )Unknown ( )Other

Describe the speed of onset of your pain.  ( )Sudden/Abrupt ( )Gradual

Frequency:
How often do you have this pain? ( )Constantly ( )Daily ( )Weekly ( )Monthly

What time of day is your pain the worst?  ( )Morning ( )Afternoon ( )Evening ( )Night
What time of day is your pain the least? ( )Morning ( )Afternoon ( )Evening ( )Night

Severity:
Rate the severity of your pain right now by circling the corresponding number below.
0 1 2 3 4 5 6 7 8 9 10
(No Pain) (Worst Pain Imaginable)

Rate the severity of your pain on average by circling the corresponding number below.
0 1 2 3 4 5 6 7 8 9 10
(No Pain) (Worst Pain Imaginable)

Character:
Describe in your own words what your pain is like. (I.e. sharp, dull, burning etc.)

Associated Signs and Symptoms:
Are you experiencing any of the following?

Yes No Location or Description

Muscle Weakness

Numbness or Tingling

Bladder or Bowel Dysfunction

Rash

Fever

Visual Disturbance

Other:




Aggravating and Alleviating factors:

What activities or factors improve or worsen your pain? (Please check all that apply.)

Activity Worsens | Relieves | No Change Activity Worsens | Relieves | No Change
Exercise Bright Lights
Climbing Stairs Cold
Walking Heat
Standing Noise
Sitting/Driving Emotion
Lifting Weather Change
Cough/Sneeze Rest
Lying Down Touch
Eating Other:

Effects on Activities of Daily Living:

Are there areas of your life that have been adversely affected by your pain problem? (Check below all those that

apply, and please describe.)

) Sleep
) Appetite

) Relationships

) Work

) Finances

) Physical Activity
) Use of Alcohol, or Recreational Drugs

NN AN AN AN AN AN N

) Other

Treatments:

What Treatments have you received for your pain in the past? (Please check if helpful or not helpful.)

Treatment Helpful

Not Helpful

Comments

Surgery

Nerve Block

Steroid Injection

Trigger Point Injection

Acupuncture

TENS Unit

Heat/Ice Treatment

Biofeedback

Hypnosis

Relaxation Training

Counseling

Traction

Chiropractic Treatment

Occupational Therapy

Physical Therapy

Other (Explain)

10




Diagnostic Testing:

Have you had any of the following tests performed within the past 24 months?

Test Date Facility Where Test Was Done Results

X-ray film

CT Scan

MRI

Laboratory

EMG

Nerve

Conduction

Discogram

Myelogram

Other

PAST MEDICAL HISTORY:
Please check any of the following medical problems you have had or presently have:

() Diabetes () Arthritis
() Cancer () Ulcer
() Heart Problems () Kidney Problems
() Respiratory Problems () Bleeding Problems
() Infectious Disease () Seizures
() High Blood Pressure () Neurologic Disease
() Migraines () Head Injury
() Other

PAST SURGICAL HISTORY:

Please list all past surgeries and hospitalizations.

Date Procedure/Illness Date Procedure/Illness
ALLERGIES:
Please list all medication allergies below.
Medication Reaction

Have you ever had a reaction to Iodine, Shellfish or Contrast Dye?

() Yes

() No (If so, please explain)
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MEDICATIONS

Please list all of your current medication, including both prescription and “over-the-counter” medication.

Medication Amount Times Per Day Effectiveness

Please list any other pain medications you have used in the past.

Medication Amount Times Per Day Effectiveness

Have you been on any Blood Thinners recently? (I.e. PLAVIX, Coumadin, Warfarin, Heparin, or Aspirin)
( ) Yes ( )No (If so, please list)

SOCIAL HISTORY:

Marital Status:

What is your current marital status?

() Single () Living with significant other () Married () Divorced () Widowed

Has your marital status changed since your pain problem began? ( ) Yes ( ) No

Number of Children living with you:

Education:
What is the highest level of education you’ve finished?

Employment:
Are you currently working? ( ) Yes ( )No ( )Retired  Occupation

Is this the same occupation you had before your pain started? ( ) Yes ( ) No
If you are not working, has pain forced you to stop working? ( )Yes ( )No

If you are not working, what was your occupation before your pain became a problem?

Does your spouse work? ( ) Yes ( )No Spouse’s occupation?

Are you being treated under Worker’s Compensation? ( ) Yes ( ) No

Are you currently receiving disability benefits? ( ) Yes ( ) No




Habits:
Do you smoke? ( ) Yes ( )No How many packs per day? #Years?

Do you drink alcoholic beverages? ( ) Yes ( )No How many drinks per day?

Do you use any “recreational” or “street” drugs? ( ) Yes ( ) No (Ifyes, please list.)

Do you drink beverages with caffeine? ( ) Yes ( )No (Ifyes, how much per day?)
FAMILY HISTORY:

Please check below if you have a family history of any of the following:

Brother | Sister | Mother | Father | Aunt | Uncle | Grandfather | Grandmother

Diabetes

Cancer

Heart Disease

Stroke

Hypertension

Migraines

Chronic Pain

Anesthetic Problems

Substance Abuse

Other:
SYSTEMS REVIEW:
Please check below if you are experiencing or have recently experienced any of the following:
General: Genitourinary:
() Weight Loss/Gain () Trouble Urinating
() Chills () Frequent Urination

() Bloody Urine
Ear, Nose, and Throat:

() Sinus Pressure/Drainage Women:

() Sore Throat () Vaginal Bleeding

() Difficulty Hearing () Vaginal Discharge

() Vision Problems Could you be pregnant? ( )Yes ( )No
Are you trying to become pregnant? ( )Yes ( )No

Pulmonary and Cardiovascular: Last Normal Menstrual Period:

() Chest Pain

() Cough Neurological and Psychological:

() Trouble Breathing () Headache
() Blackout

Gastrointestinal: () Confusion

() Abdominal pain () Depression

() Nausea/Vomiting

() Diarrhea

() Constipation
() Black/Bloody Stools

Patient Signature:






