Rehabilitation Medicine Associates, PC
PAIN HISTORY

Pilease be sure to bring any recent X-rays to your appointment.
Please take a few minutes before your visit to complete this form.

Name:

Last First Ml Age Date of Birth

Describe your current symptoms/pain:

When did your pain start?

How/why did your pain start? (Do not repeat this section if you are an injured worker.)

PAIN DESCRIPTION
[PAIN DIAGRAM]
Mark the affected areas on your body where you now feel your typical pain. Put a star by vour worst pain.
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Pain Severity

If 0 is no pain, and 10 is the worst pain imaginable, please note your pain over the last fwo weeks:
a)Please rate your Worst pain. 0 i 2. 3 4 5 6 7 8 9 10
b)Please rate your Least pain. 0 1 2 3 4 5 6 7 8 9 10
¢)Please rate your Average pain.0 1 2 3 4 3 6 7 8 9 10

How would you describe your overall severity of pain?

___Mild nuisance pain ___Moderate: I am having difficulty dealing with it
___Mild to moderate but 1 can live with it ___ Severe: it is ruining my quality of life

How would you describe the kind of pain you bave? (Check all that apply.)

___ Sharp ___ Buming Other

___ Stabbing ___ Pins and Needles

___ Aching ___ Cramping

___ Dull ____Throbbing

Do you have associated symptoms? ____Numbness (If yes, where? )

__ Weakness (If yes, where? )



Is your pain:___ constant or ___intermittent (comes and goes)?

How many days out of an average week do you have your usual pain?

How much of the fime during an average day are you in pain? (Check one)

" less than 1 hour per day ___almost anytime that I am awake
___between 1 and 4 hours per day ___almost 24 hours per day-day and night
___between 4 and 8 hours per day

Mark with an “X” the worst and best times of day for your pain:

Worst Best
___First awakening ___First awakening
___Morning ___Moming
____Afternoon ___Afternoon
___Evening __Evening
___Nighttime ___Nighttime
How often do you have to stop your activities and sit down or lie down to control your pain?
___ Never ___Approximately once per day
___ Oceasionally ___Several times per day

___Ispend almost all day lying/sitting to control my pain

What do the following activities do to your pain?
NO RELIEVES INCREASES

CHANGE PAIN PAIN AFTER HOW LONG?
Lying down
Sitting
Standing
Walking
Bending forward
Bending backward
Lifting
Looking up
Looking down
Straining (i.e. sneeze, cough)
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What do you do to relieve your pain?

1) 3)

2) 4)
PROGRESSION

How is your pain compared to when it first started?

___ Much improved ___ Somewhat improved __No change
___Alittieworse __ Much worse __NA

DIAGNOSTIC TESTS PERFORMED (for this condition} Dates
Regular spine x-rays '
___CTScan
Myelogram
MRI
Discogram
Bone Scan
EMG
Other




TREATMENT
List the doctors, chiropractors, osteopaths, efc., you have seen in the last year for your pain.
TYPE OF DOCTOR DOCTOR’S NAME LOCATION APPROXIMATE DATES

EFFECT OF TREATMENT
Put a check next to each type of treatment you have had for your pain in the past. Then check the column that best
describes the effect of the treatment. If you have had treatments not given on the list, write them in at the bottom
and indicate how they affected you.
TREATMENT Helped  Made things worse Didn’t do much either way
Hot packs/ice/ultrasound
Massage
Electrical stimuiation
TENS unit for home use
Body mechanics fraining
Epidural injections
Soft back brace
Rigid back brace
Acupuncture
Other
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Are you currently receiving any treatments listed above? __ Ye
H yes, which ones?
If you are not under active treatment as listed above, approximately how long has it been since you have been
under {reatment for your pain?
Do you have a home exercise program that you do on a regular basis? __ Yes __ No

Have you received care from a mental health professional? ——Yes _ No
If yes, briefly explain:

SURGERIES (for this pain/condifion}
Date . Type of Surgery
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