COMPREHENSIVE PAIN
& NEUROLOGY CENTER

RELIEVE PAIN AND RECLAIM LIFE

NEW PATIENT MEDICAL
HISTORY QUESTIONNAIRE

Your completed intake questionnaire helps our providers understand your medical history. We rely on its accuracy and
completeness to provide you with the best care possible. Please take your time and if you have any questions of how to
complete any part of this form inquire at our front desk or call (615) 410-4990.

Patient Name: Date of Birth:
PAIN DESCRIPTION
Where is your pain located? [IHead [INeck [IHand/Shoulder/Arm  [1Chest

[IBack OPelvis  CAbdomen CLeg/Knee/Foot
Where is your WORST pain (check one location)? LHead DNeCII( LHand/Shoulder/Arm  [IChest
[IBack OPelvis  CAbdomen CLeg/Knee/Foot
When did your pain start? [O<1month [O<6month [O>1year [0O>5years [$O>10years
How did your pain begin? [OGradually [ISuddenly
Since the start, has your pain: [1Decreased [lincreased [IStayed the same
When is your pain the worst? [IMorning [IMid-day [JEvenings [INight

Please check each of the following words that apply to your pain:

UThrobbing [IShooting [IStabbing UISharp LICramping [IGnawing
[IPunishing/Cruel [ISplitting [ISickening UTingling [JJabbing U Tender
[IHeavy UTiring/Exhausting [IHot/Burning [JAching [ISpasm [ISqueezing
CIDull [IShock-Like [IStinging

Use this diagram to indicate the location and type of your pain. Mark the drawing with the following letters that
best describe your symptoms:

N = NUMBNESS
S = STABBING/SHOOTING
B = BURNING
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Check each number below to indicate the level or intensity of your pain (0=no pain 10=worst pain):

0 — pain free
1 — very minor

2 — annoying and distracting at times
3 — distracting more often than not

4 — can be ignored if you are focused on other tasks, but stilldistracting
5 — unable to ignore the pain for more than 30 minutes
6 — cannot ignore the pain but able to work and participate in various activities
7 — hard to focus on tasks, interferes with sleep, but still able to take care of yourself
8 — physical activity is severely limited, able to read and talk with no difficulty

9 — unable to speak, crying/moaning in pain uncontrollably, near delirium

10— unconscious, pain makes you pass out

Usually oo

Worst pain 00 1

Leastpain OO0 [O1
Rightnow 00 0O1

02

02
02
02

a3

a3
O3
a3
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04
04
04

as

as
0s
05

06

06
06
06

Please indicate yes or no to the following questions:
Do you have a family history of alcohol abuse?
Do you have a family history of illegal drug abuse?

Do you have a family history of prescription drug abuse?
Do you have a personal history of alcohol abuse?

Do you have a personal history of illegal drug abuse?
Do you have a personal history of prescription drug abuse?
Are you between the ages of 16 and 457?

Do you have a history of childhood abuse?

Do you have a history of ADHD, OCD, bipolar, schizophrenia?

Do you have a history of depression?

Can you relate the start of your pain to a specific event?
OOWork injury

ONone [OFall OAssault

OHard labor

a7

a7
a7
a7

OSurgery [OCar accident
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08
08
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09
09
09

OYes
OYes
OYes
OYes
OYes
OYes
OYes
OYes
OYes
OYes

010

010

010
010

CONo
ONo
OONo
OONo
CONo
OONo
OONo
ONo
ONo
CONo

Please check any medical devices a doctor had advised you to use in the past:
OTENS unit  [Hard back brace (LSO)

| assume my proper family role:

[Cane

COwWalker

| am able to participate in recreational activities | like:

| am able to work without problem:

Do you have a history of substance abuse?

Do you take medications for anxiety (Xanax, Klonopin,

etc)?

Do you have a history of sleep apnea?

My pain disrupts: [1Walking
[IDressing [Driving

Have you ever been fired from a pain treatment program?

If yes please explain:

[ISleep

COMood

CWheelchair  [Splint

O< 10% time
O< 10% time

O< 10% time

OYes

OYes

OYes

[Chores

50% time
050% time
050% time

ONo

CONo
ONo

CExercise  [Work

OYes

CONo

OOther

CJAnkle/foot support (AFO)

0O0>90% time
0O0>90% time
0>90% time

LIFamily time

ON/A

[COHobbies

In the last 30 days have you been prescribed pain medication?

Last dose of pain medication:

Comprehensive Pain and Neurology Center, PLLC

CToday

OLast night 2 nights ago
2

OYes

CONo

O> 1 week
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PAIN RELIEF

Medication Trials

Opioids

CTramadol (Ultram) [ICodeine (Tylenol 3) [IMerperidine (Demerol)  [ONalbuphine (Nubain)
LIMorphine (Kadian/Avinza/Ms Contin) [JHydrocodone (Lortab/Reprexain/Vicodin) [IMethadone
[IButorphanol (Stadol) [JOxycodone (Percocet/Endocet/Oxycontin/Roxicodone) CLevorphanol

[IFentanyl (Duragesic) OTapentadol (Nucynta) CHydromorphone (Diluadid/Exalgo)

[1Oxymorphone (Opana)  [dBuprenorphine (Suboxone/Butrans/Belbuca) CINucynta

NSAIDs

[LJAspirin [IMeloxicam (Mobic) Ulbuprofen [IDiclofenac (Zipsor/Cambia) lindomethacin (Indocin)
[INaproxen (Aleve/Anaprox/Midol) [IKetoprofen [Celecoxib (Celebrex) [IDiflunisal (Dolobid)
[ISalsalate UISulindac (Clinoril) LTolmentin  [Etodolac (Lodine) [INabumetone (Relafen)
[IKetorolac (Toradol/Ketoprofen) [1Oxaprozin (Daypro)

Muscle Relaxers

LIChlorzoxazone (Parafon Forte) [IMetaxalone (Skelaxin) LTizanidine (Zanaflex) [IBaclofen
[IMethocarbamol (Robaxin) [Carisprodol (Soma) [IOrphenadrine (Norflex) [1Diazepam (Valium)

LICyclobenzaprine (Flexeril)

Antidepressant/Antianxiety

LJAmitriptyline (Elavil) CINortriptyline (Pamelor)  [lDesipramine (Norpramin)  [IClomipramine (Anafranil)
Ulmipramine (Tofranil) [IDuloxetine (Cymbalta)  [Venlafaxine (Effexor) [IDesvenlafaxine (Pristiq)
LIMilnacipram

Antiseizure
[IGabapentin (Neurontin/Gralise) [IPregabalin (Lyrica) Valproic Acid (Depakote) [lLevetiracitam (Keppra)
CITopiramate (Topamax) CIPhenobarbital (Primidone) [1Carbamazepine (Tegretol)
[1Oxcarbamazepine (Trileptal) [JZonisamide (Zonegran)
Pain relief from medications: CIMinimal [OModerate  [1Significant
Side effects with pain medications: CYes [DNo  If yes, please list
Pain relief from physical therapy: [LINot attempted CIMinimal [IModerate LISignificant
Pain relief from chiropractor: CINot attempted CMinimal [IModerate OISignificant
Pain relief from neck/back surgery: CINot attempted CMinimal [IModerate OISignificant
Pain relief from psychological therapy: [INot attempted CIMinimal [IModerate [ISignificant
Pain relief from procedures: [INot attempted CMinimal [IModerate OISignificant

Procedure treatment history

I have not had any prior interventional procedures [ISympathetic Nerve Injections
CIEpidural Steroid Injection (Check levels that apply) [IStellate Ganglion = OLumbar [IGanglion Impar
OCervical OThoracic OLumbar [OCaudal OTrigger Point Injection
OTransforaminal Steroid Injection CJoint/Bursal Injection
(Check levels that apply) I:lDiscogram
OCervical OThoracic [CLumbar . L
OFacet Steroid Iniecti UIPeripheral Nerve Injection
ace ; erold Injection (Check levels that apply) CPain Pump
OCervical CODLumbar
ORadiofl Ablati HiBotox
I:Ie:_‘, 10 reqluenljcli/ ba 0N (Check levels that apply) [ISpinal Cord Stimulation (Check One)
ervica umbar (JTrial Climplant
UKyphoplasty/Vertebralplasty
Levels
OVER
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CURRENT MEDICATIONS
Please indicate which of the following blood-thinners you are taking (if any):

[INone OCoumadin/Warfarin  ClEffient  ClLovenox CIPlavix  [Pletal OOPradaxa  OPrasugrel
U Ticlid LJAspirin LIOther

Please list any medications you are taking on a regular basis:

1. Please list any vitamins, natural products or
2. over-the-counter medications:

3.

4. 2

5. 3

6.

7.

8.

9.

ALLERGIES

Do you have any known medication allergies? [Yes CINo
If so, please list below:

Medication Allergic reaction type
1.
2.
3.
Do you have any topical allergies? Olodine OChloroprep  OLatex COTape
Allergies to shellfish? (DYes [INo
PAST MEDICAL HISTORY
Please check the following conditions/diseases that you have been diagnosed with in the past:
‘General Hepatic/Pancreatic Neurological/Psychiatric CORheumatoid Arthritis
LIHIV/AIDS UHepatitis B/C LIStroke OVertebral Comp FX
[IDiabetes CLiver cirrhosis ClEpilepsy
ICancer CIPancreatitis CMultiple Sclerosis Cardiovascular
Head/Eyes/Ears/Nose/ Gastrointestinal LPeripheral Neuropathy [(Heart Attack
Throat CiBS LIRSD/CRPS CIHigh Blood Pressure
UHead injury OGERD (Acid reflux) [IDepression OHigh Cholesterol
LGlaucoma OGI Bleeding DlAnxiety OCoronary Artery Disease
UHearing impairment CConstipation LISchizophrenia CIPacemaker/Defibrillator
Hematological rosoi UAlcohol/Drug Abuse COMurmur
. . espiratory T
DBIeedu.ng disorder CAsthma Musculoskeletal Genitourinary/Nephrology
ggrefglal CCOPD CBursitis ODialysis/Kidney Failure
ood clots . . ;
CIBronchitis Joint Pain DB?adder Infec.tlons
CJPneumonia OFibromyalgia I:IK!dney Infection
ClTuberculosis OOsteoarthritis [Kidney Stones
ClOsteoporosis OUrinary Incontinence
Other:
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PAST SURGICAL HISTORY

Please check any surgical procedures you may have done in the past:

Spine/Back Surgery Female Surgeries
[IDiscectomy (Levels) LIC Section
CILaminectomy (Levels) [IHysterectomy
[ISpinal Fusion (Levels) [Laparoscopy

Joint Surgery Heart Surgery
[IShoulder [1Valve Replacement
OKnee [JCABG

[0Stent Placement

Abdominal Surgery

[IGallbladder Other Surgeries

CIAppendectomy [IHemorrhoidectomy

[IBypass Surgery [IHernia Repair
LIThyroidectomy
CITonsillectomy
[IVascular

FAMILY HISTORY

Mark all appropriate diagnoses for your biological mother and father only:

Mother
Father O
Other Medical Problems:

SOCIAL HISTORY

Education: CIGED/High School [1Some College [College Grad [Professional School [IGraduate School
Do you have a lawsuit/personal injury claim/worker’s compensation regarding your pain? [lYes [INo

O Cancer
0 O Diabetes
O O Heart Disease
1 O High Cholesterol
O O Hypertension
O O Kidney Problems
[0 O Liver Problem
O O Osteoporosis
0 O Rheumatoid Arthritis
L1 O Seizure
O O Stroke
[1 [0 Substance Abuse

If so, has the lawsuit/claim been settled? LlYes [INo
Are you using alcohol on a regular basis? CIYes [INo
Tobacco Use: ClCurrent  [Former [Never
How many cigarettes do you smoke per day? 1-5 [10-20 [J20-40 [1>40
How often do you smoke? [IEveryday OOccasionally
Are you interested in quitting smoking today? [INo [lYes [lYes, butnottoday [lYes, | am getting help
How many times have you tried to quit? [INever [Once [JAfewtimes [IMany
Which methods have you used? [INone [Nicotine Gum  [INicotine Patch
UINicotine Inhaler CINicotine Nasal Spray ~ [Nicotine Lozenge [LIChantix/Varenicline
CWellbutrin/Buproprion [ICold Turkey [ICounseling/Therapy [Hypnosis  [lLaser Therapy
Have you ever used street drugs on a regular basis? OYes CNo
History of physical abuse? OYes ONo

What is your marital status? [INever married [IMarried [Separated [IDivorced [IWidow
OVER

Comprehensive Pain and Neurology Center, PLLC 5 New Patient Intake Form — Revised June 2020



Constitutional [IFevers [Chills [Weightgain [Weightloss [Fatigue  [CINight sweats
Eyes [Vision changes
Ears/noselthroat/neck [INosebleeds [Sore throat [lEarache [Hearing problem [IRinging in ears

[JSinus problems

Cardiovascular UFainting OChest pain  Olrregular heartbeat  [IFoot swelling CIDVT
Gastrointestinal UJAbdominal cramps  [Heartburn  [ClConstipation  [Diarrhea  [ONausea [Vomiting
Respiratory  [1Shortness of breath  [1Cough  [OWheezing [Pulmonary embolism

Musculoskeletal CMuscle pain  [Joint swelling  [IMuscle spasms  [Joint stiffness

Sleep [Snoring Ulnsomnia [IRestless legs syndrome [IWaking up with dry mouth

[IWaking up with headache
Genitourinary/nephrology OUrine flow changes  [Blood in urine  ClErectile dysfunction ~ [IPainful urination
Neurological [IDizziness [Tremors [Problems thinking [Arm/leg jerking [CIFalls/balance problems
LINumbness/tingling
Psychiatric [Suicidal thoughts  [Depressed mood [Anxious feeling [Eating disorder

Is there any possibility you could be pregnant? CYes [ONo [IN/A

MRI of the mol/yr facility
X-ray of the mol/yr, facility
CT of the mol/yr facility
EMG/NCV mol/yr facility
Other diagnostic testing

DO NOT WRITE BELOW THIS LINE

VITALS T BP P HT WT

PMP Reviewed [(Yes [INo UDS Completed? [] Yes No

Provider Signature
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