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PATIENT HEALTH HISTORY INFORMATION

   
(Please print or type)
	Patient Name:      
	Today’s Date:      
	Initial:      

	DOB:      
	Age:      
	Updated on:      
	Initial:      

	Doctor requesting our evaluation:      
	Updated on:      
	Initial:      

	Primary Care Physician:      
	Updated on:      
	Initial:      


	PAIN DECRIPTION

	Please mark the number that describes your level of pain


No Pain

       Mild


Moderate

  Severe

Unbearable Pain



 FORMCHECKBOX 
0            FORMCHECKBOX 
1            FORMCHECKBOX 
2            FORMCHECKBOX 
3            FORMCHECKBOX 
4            FORMCHECKBOX 
5             FORMCHECKBOX 
6            FORMCHECKBOX 
7            FORMCHECKBOX 
8            FORMCHECKBOX 
9            FORMCHECKBOX 
10



	Where is your pain located?      



	CURRENT MEDICATIONS (Include all over the counter medications)

	Pain Medication ONLY
	Dose
	# per day
	Physician
	Other Medication
	Dose
	# per day
	Physician

	                                             
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     


	DRUG ALLERGIES (Not environmental)

	Allergy (please list)
	Reaction
	Are you allergic to any of the following:

	     
	     
	 FORMCHECKBOX 
   X-ray Contrast
	 FORMCHECKBOX 
   Latex/ Rubber

	     
	     
	 FORMCHECKBOX 
   Band-Aids

	 FORMCHECKBOX 
   Betadine (Iodine soap)

	     
	     
	 FORMCHECKBOX 
   Shell Fish

	 FORMCHECKBOX 
   Tape



	     
	     
	 FORMCHECKBOX 
   Eggs
	 FORMCHECKBOX 
   Soy


	SURGICAL HISTORY (ALL) 

	Date

Mo/Yr
	Procedure
	Surgeon
	Date

Mo/Yr
	Procedure
	Surgeon

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     


	PAST MEDICAL HISTORY

	Hospitalizations other than surgery:      

	Serious illness/injuries (Hepatitis, AIDS, HIV, Diabetes, MI, High Blood Pressure, etc.):      

	What Increases your pain?      

	What eases your pain?      


	COMFORT AND FUNCTION GOALS

	On a scale of 0-10 (0=no pain; 10 worst pain imaginable) what is your goal after treatment?      

	List two activities or things that you would like to be able to do better, that your pain interferes with:
1.      
2.      


	PRIOR TREATMENT FOR PRESENT PAIN PROBLEM

	Y
	N
	Previous Treatments
	Physician’s Name
	Date (M/Yr)
	Helped (Yes or No)

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Steroid Injection(s) or Block (s)
	     
	     
	 FORMCHECKBOX 
 Y       FORMCHECKBOX 
 N

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Epidural
	     
	     
	 FORMCHECKBOX 
 Y       FORMCHECKBOX 
 N

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Nerve Root
	     
	     
	 FORMCHECKBOX 
 Y       FORMCHECKBOX 
 N

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Facet
	     
	     
	 FORMCHECKBOX 
 Y       FORMCHECKBOX 
 N

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Physical Therapy
	     
	     
	 FORMCHECKBOX 
 Y       FORMCHECKBOX 
 N

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chiropractor
	     
	     
	 FORMCHECKBOX 
 Y       FORMCHECKBOX 
 N

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Acupuncture
	     
	     
	 FORMCHECKBOX 
 Y       FORMCHECKBOX 
 N

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	TENS Unit
	     
	     
	 FORMCHECKBOX 
 Y       FORMCHECKBOX 
 N

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Psychiatrist:   FORMCHECKBOX 
 For Pain    FORMCHECKBOX 
 Other
	     
	     
	 FORMCHECKBOX 
 Y       FORMCHECKBOX 
 N

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Psychologist:  FORMCHECKBOX 
 For Pain    FORMCHECKBOX 
 Other
	     
	     
	 FORMCHECKBOX 
 Y       FORMCHECKBOX 
 N

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other: (list)
	     
	     
	 FORMCHECKBOX 
 Y       FORMCHECKBOX 
 N


	Y
	N
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you seen other physicians for your PRESENT pain problem?  

    If yes please list name and approximate month and year:
	1.      
2.      
3.      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you tried NSAIDs (Relafen, Lodine, Motrin) or COX-2’s (Celebrex, Bextra, Vioxx)?

   If  yes please list medication and results:
	1.      
2.      
3.      

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Have you tried other medications? (Prescription, over the counter, natural remedies)?

   If yes please list medication and results:
	1.      
2.      
3.      


	DESCRIBE YOUR PAIN

	 FORMCHECKBOX 
 Shooting
	 FORMCHECKBOX 
 Aching
	 FORMCHECKBOX 
 Throbbing
	 FORMCHECKBOX 
 Dull
	 FORMCHECKBOX 
 Sharp

	 FORMCHECKBOX 
 Burning
	 FORMCHECKBOX 
 Constant
	 FORMCHECKBOX 
 Comes and goes
	 FORMCHECKBOX 
 Other describe:      

	Please check the number below that describes how your pain interferes with these activities.

(Answer A only if employed or on medical leave.  DO NOT answer A if retired or unemployed.)

A. Work Activities

                              No Interference        0              1              2              3              4              5              6             7              8              9              10        Extreme Interference
                                              FORMCHECKBOX 
               FORMCHECKBOX 
               FORMCHECKBOX 
               FORMCHECKBOX 
               FORMCHECKBOX 
               FORMCHECKBOX 
                FORMCHECKBOX 
             FORMCHECKBOX 
               FORMCHECKBOX 
                FORMCHECKBOX 
                 FORMCHECKBOX 

B. Hobbies

                              No Interference        0              1              2              3              4              5              6             7              8              9              10        Extreme Interference
                                              FORMCHECKBOX 
               FORMCHECKBOX 
               FORMCHECKBOX 
               FORMCHECKBOX 
               FORMCHECKBOX 
               FORMCHECKBOX 
                FORMCHECKBOX 
             FORMCHECKBOX 
               FORMCHECKBOX 
                FORMCHECKBOX 
                 FORMCHECKBOX 

C. Daily Living

                              No Interference        0              1              2              3              4              5              6             7              8              9              10        Extreme Interference
                                              FORMCHECKBOX 
               FORMCHECKBOX 
               FORMCHECKBOX 
               FORMCHECKBOX 
               FORMCHECKBOX 
               FORMCHECKBOX 
                FORMCHECKBOX 
             FORMCHECKBOX 
               FORMCHECKBOX 
                FORMCHECKBOX 
                 FORMCHECKBOX 



	Please check your ability to perform the following activities.   “I” for Independent and “A” for Assistance required.

	Household Chores      FORMCHECKBOX 
 I       FORMCHECKBOX 
 A
	Grocery Shopping           FORMCHECKBOX 
 I       FORMCHECKBOX 
 A
	Dressing          FORMCHECKBOX 
 I       FORMCHECKBOX 
 A

	Do you do cardiac (walk, run, cycle, etc.) exercises on a weekly basis?        FORMCHECKBOX 
 Y       FORMCHECKBOX 
 N

	Do you do any weight training (lifting weights or isometric exercises) on a regular basis?             FORMCHECKBOX 
 Y       FORMCHECKBOX 
 N


	Please fill in the pain diagram below to let us know where your pain is and where it hurts the worst.

	Shade the areas on your body where you feel pain.  Mark severe locations with an X.

[image: image1.jpg]




	Do you require the following:
	 FORMCHECKBOX 
  Cane 
	 FORMCHECKBOX 
  Walker 
	 FORMCHECKBOX 
  Wheelchair 
	 FORMCHECKBOX 
  Other aid to assist walking 

	When did you start (M/Y)
	     /     
	     /     
	     /     
	     /     


	PSYCHOSOCIAL HISTORY

	Personal

	 FORMCHECKBOX 
  Single 
	 FORMCHECKBOX 
   Married 
	 FORMCHECKBOX 
   Significant Other 
	Name of spouse or significant other:      

	 FORMCHECKBOX 
  Separated 
	 FORMCHECKBOX 
   Divorced 
	 FORMCHECKBOX 
   Widowed 
	Date separated/ divorced/ widowed:      

	Children (how many):      
	Children’s ages:      

	Who lives with you?      

	Are you able to take care of yourself?   FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	If no, name of caregiver:       

	Do you have assisted living?   FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	If yes, at    FORMCHECKBOX 
 home or   FORMCHECKBOX 
 retirement center 

	Work/ Legal

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Working?  If yes, list job:                                                                      
	Length at job:      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Full time?

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Part time?  If yes, how many hours per week?      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Retired?  If yes, when?      
	From?      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Medical leave? If yes, when?      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Disability?  If yes, what percentage?      
	When?      
	Reason for disability?      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Unemployed?  If yes, when?      
	Reason for unemployment: 
	 FORMCHECKBOX 
   Homemaker 

	
	
	
	 FORMCHECKBOX 
   Significant other works 

	
	
	
	 FORMCHECKBOX 
   Other, list       

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Is this a worker’s compensation claim?

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Do you presently have work restrictions?  If yes, list:      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Do you presently have any permanent restrictions? If yes, list:      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Have you obtained a settlement?

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Have you, or are you, going to consult with an attorney regarding this injury? 

	Drug/ Alcohol

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Do you drink caffeine?  
	How many beverages a day?      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Do you chew tobacco? 
	How many cans a week?      
	How many years?      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Do you smoke cigarettes?
	How many packs a day?      
	How many years?      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Do you smoke cigars/ pipes?
	How many per day?      
	How many years?      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Are you a former smoker/tobacco user?
	Age quit?      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Do you use alcohol?
	How many beverages a day?      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Do you have a history of alcoholism? If yes and you have quit, when did you quit?      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Do you have a history of drug abuse? If yes and you have quit, when did you quit?      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Are there any substance abuse issues in the household?  If yes, list:      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Are you using, or have you used in the past year, any street drugs?  If yes, check below: 

	
	 FORMCHECKBOX 
 Heroin
	 FORMCHECKBOX 
 Cocaine
	 FORMCHECKBOX 
 Marijuana
	 FORMCHECKBOX 
 Crank
	 FORMCHECKBOX 
 Amphets
	 FORMCHECKBOX 
 Shrooms
	 FORMCHECKBOX 
 Other


	Spiritual/ Emotional

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Does the pain interfere with your sleep?

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Does the pain interfere with your relationships?

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Any significant life changes in the last year (i.e. move, death, divorce, financial, job)

	
	If yes, describe:      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Do you have any financial, social, cultural, religious concerns that might impact treatment?

	
	If yes, please explain:      

	Psychiatric

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Psychiatric history? If yes, please check type of history below:

	
	 FORMCHECKBOX 
 Depression
	 FORMCHECKBOX 
 Bipolar
	 FORMCHECKBOX 
 Schizophrenia
	 FORMCHECKBOX 
 Anxiety
	 FORMCHECKBOX 
 Panic Attacks

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Do you, or have you seen a psychiatrist in the past?    Name:      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Do you, or have you seen a psychologist in the past?  Name:      

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Do you, or have you seen a counselor in the past?  Name:      

	   If yes, reason for seeing a psychologist or counselor:      

	Please check the number below that describes your level of DEPRESSION.

                            No Depression        0              1              2              3              4              5              6             7              8              9              10        Unbearable Depression

                                           FORMCHECKBOX 
                       FORMCHECKBOX 
                      FORMCHECKBOX 
                      FORMCHECKBOX 
                       FORMCHECKBOX 
                      FORMCHECKBOX 
                      FORMCHECKBOX 
                     FORMCHECKBOX 
                      FORMCHECKBOX 
                       FORMCHECKBOX 
                         FORMCHECKBOX 


	Please check the number below that describes your level of ANXIETY.

                            No Anxiety               0              1              2              3              4              5              6             7              8              9              10              Extreme Anxiety

                                           FORMCHECKBOX 
                       FORMCHECKBOX 
                      FORMCHECKBOX 
                      FORMCHECKBOX 
                       FORMCHECKBOX 
                      FORMCHECKBOX 
                      FORMCHECKBOX 
                     FORMCHECKBOX 
                      FORMCHECKBOX 
                       FORMCHECKBOX 
                         FORMCHECKBOX 


	What is the most helpful when you are under stress?      

	Family History

	
	Disease
	Relationship to you

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Cancer
	     

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Chemical dependency
	     

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Diabetes
	     

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Headache
	     

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Heart disease
	     

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	High blood pressure
	     

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Stroke
	     

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Other: (     )
	     


	DO YOU HAVE ANY OF THE FOLLOWING PROBLEMS OR CONDITIONS?

	Please check the category appropriately and if yes, please check the items that you have.

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Constitutional

	
	 FORMCHECKBOX 
 Fever
	 FORMCHECKBOX 
 Weight loss (amt      )
	 FORMCHECKBOX 
 Weight gain (amt      )

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Eyes

	
	 FORMCHECKBOX 
 Cataracts
	 FORMCHECKBOX 
 Blindness
	 FORMCHECKBOX 
 Glaucoma (narrow angle)

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Ears/ Nose/Mouth/Throat

	
	 FORMCHECKBOX 
 Nasal Polyps
	 FORMCHECKBOX 
 Sinusitis
	 FORMCHECKBOX 
 Chronic runny nose
	 FORMCHECKBOX 
 Hearing

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Heart/ Vascular

	
	 FORMCHECKBOX 
 Chest pain
	 FORMCHECKBOX 
 Heart attack
	 FORMCHECKBOX 
 High blood pressure
	 FORMCHECKBOX 
 Congestive Heart Failure (CHF)

	
	 FORMCHECKBOX 
 Atrial Fib.
	 FORMCHECKBOX 
 Pacemaker
	 FORMCHECKBOX 
 Mitral valve prolapse
	 FORMCHECKBOX 
 Other (                          )

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Lungs

	
	 FORMCHECKBOX 
 Asthma
	 FORMCHECKBOX 
 COPD
	 FORMCHECKBOX 
 Emphysema
	 FORMCHECKBOX 
 TB
	 FORMCHECKBOX 
 Sleep Apnea

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Blood Disorders

	
	 FORMCHECKBOX 
 Blood thinners
	 FORMCHECKBOX 
 Blood clots
	 FORMCHECKBOX 
 Clotting disorder
	 FORMCHECKBOX 
 Low blood count

	
	 FORMCHECKBOX 
 Leukemia
	 FORMCHECKBOX 
 Anemia
	 FORMCHECKBOX 
 Bleeding disorder
	 FORMCHECKBOX 
 Other (                    )

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Nerves (other than the reason why you are here today)

	
	 FORMCHECKBOX 
 Stroke
	 FORMCHECKBOX 
 Tremors
	 FORMCHECKBOX 
 Paralysis
	 FORMCHECKBOX 
 Seizures
	 FORMCHECKBOX 
 Parkinson’s

	
	 FORMCHECKBOX 
 Headaches
	 FORMCHECKBOX 
 MS
	 FORMCHECKBOX 
 Spinal cord injury
	 FORMCHECKBOX 
 Other (                    )

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Endocrine System

	
	 FORMCHECKBOX 
 Diabetes
	 FORMCHECKBOX 
 Low thyroid
	 FORMCHECKBOX 
 High thyroid

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Stomach/ Intestines/ Liver

	
	 FORMCHECKBOX 
 Nausea
	 FORMCHECKBOX 
 Vomiting
	 FORMCHECKBOX 
 Diarrhea
	 FORMCHECKBOX 
 Constipation

	
	 FORMCHECKBOX 
 Diverticulitis
	 FORMCHECKBOX 
 Crohn’s
	 FORMCHECKBOX 
 Ulcerative Colitis
	 FORMCHECKBOX 
 IBS

	
	 FORMCHECKBOX 
 Gastritis
	 FORMCHECKBOX 
 Ulcer gastric
	 FORMCHECKBOX 
 Ulcer duodenal
	 FORMCHECKBOX 
 Blood in stool

	
	 FORMCHECKBOX 
 Reflux
	 FORMCHECKBOX 
 Hiatal Hernia
	 FORMCHECKBOX 
 Cirrhosis
	 FORMCHECKBOX 
 Loss of bowel control

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Bladder

	
	 FORMCHECKBOX 
 Frequency
	 FORMCHECKBOX 
 Difficulty urinating
	 FORMCHECKBOX 
 Loss of bladder control

	
	 FORMCHECKBOX 
 Dialysis
	 FORMCHECKBOX 
 Renal Failure
	 FORMCHECKBOX 
 Benign Prostatic Hypertrophy (BPH)

	
	 FORMCHECKBOX 
 Stones
	 FORMCHECKBOX 
 Kidney disease
	 FORMCHECKBOX 
 Interstitial Cystitis

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Musculoskeletal

	
	 FORMCHECKBOX 
 Osteoarthritis
	 FORMCHECKBOX 
 Rheumatoid Arthritis
	 FORMCHECKBOX 
 Osteoporosis

	
	 FORMCHECKBOX 
 Polio
	 FORMCHECKBOX 
 Amputation
	 FORMCHECKBOX 
 Connective Tissue Disorder
	 FORMCHECKBOX 
 Fibromyalgia

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Cancer

	
	 FORMCHECKBOX 
 Chemotherapy (date:                                         )
	 FORMCHECKBOX 
 Radiation (type:                     date:                  )

	 FORMCHECKBOX 
 Y    FORMCHECKBOX 
 N
	Immunological/ Infectious

	
	 FORMCHECKBOX 
 HIV
	 FORMCHECKBOX 
 AIDS
	 FORMCHECKBOX 
 Hepatitis (type:                      )
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