Florida Regional Pain Management, PA
(PLEASE COMPLETE ENTIRE FORM)

Please complete this form before your first appointment at the Florida Regional Pain Management. Your careful answers will
help us to understand your pain problem and design the best treatment program for you. You may feel concerned about what happens
to the information you provide, since most of it is personal. Our records are strictly confidential. No outsider is permitted to see your
case record without your written permission unless we are required to do so by law (e.g. Workman’s Compensation Claims).
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STREET ADDRESS

............ R

Home Phone:  (.......... ) e Work Phone: (correeean )
Referring MD: ...ooviiei e Primary Care MD: ...
AdArESS & e AdArESS: e
Phone: (....... ) Phone: (....... ) e
Fax:(...... ) Fax: (....... )

How long have you had your current pain problem? ... years ... months

How did your current pain start?

Qinjury at work Qinjury, NOT at work UMotor vehicle accident Qlliness, non-injury
)3T PSR PPP SRR
In general, over the past month, the intensity of my pain has been:
QMild UModerate UModerate-severe QSevere
Describe your pain (please check all that apply; if there is a dominant quality to your pain, please circle) UBurning
USharp QCutting WThrobbing QCramping
UDull/Aching UPressure-like  Shooting UOther (describe) ........ooeevvveviiiieeiiienne
UNumbness ~ UPins and needles
Weakness? Arms Oright Qleft  Dropping objects?  Qyes UWno
Legs Uright Qleft  Falling? Qyes Uno

How would you rate your pain? 0 (no pain) 1 2 3 4 5 6 7 8 9 10 (very severe)

What do you miss doing because of your pain?



PAIN LOCATION: Please mark the location(s) of your pain on the diagrams below with an “X".

Which of these activities of daily living are you UNABLE to perform? (Check all that apply)
U Going to work W Performing household chores Doing yard work or shopping
U Socializing with friends WParticipating in recreational activities UExercising

Please check your response to all the treatments you have tried:

TREATMENT NO relief Moderate relief- duration Excellent relief- duration
Physical therapy

TENS

Nerve blocks/injection

Surgery

Other

ALLERGIES:

Medication allergies WYes UWNo  Latex (rubber) allergy QYes UWNo X-ray dye allergy UYes UNo
PAST MEDICAL HISTORY:

Have you had any of the following health problems? (please check all that apply)

UHypertension U Coronary artery disease UAngina or chest pain (Heart attack
UDiabetes UAsthma or wheezing U Emphysema U Sleep apnea
UKidney disease ULiver disease (e.g. hepatitis) ~ [Stroke U Seizure or epilepsy
UBleeding problems U Treatment with blood thinners ~ L1Depression UAnxiety

U Thyroid disease LICANCET (EYPE) vttt ettt ettt

Other MediCal PrODIBMS ... ..ttt e et e et e e e as
PAST SURGERIES:




PAST PAIN MEDICATIONS: Please check all medications you have used in the past for your pain treatment as listed:
ANTIDEPRESSANTS:

QElavil (amitriptyline) QlImipramine UProzac ULexapro WTrazodone

QPamelor (nortriptyline) QZoloft QSerzone QEffexor (venlafaxine) QCymbalta

UDesipramine QPaxil QCelexa QWelbutrin Qother......ccvveeens
OPIOIDS:

Ohydrocodone (e.g. Vicodin) Qmorphine QOxycontin Qfentanyl QTalwin

Upropoxyphene (e.g. Darvocet) WDemerol Uoxycodone QStadol ULevodromoran

Ucodeine (Tylenol #3, #4) QDilaudid QPercocet Omethadone Qother ..o,
NSAIDS:

UAspirin UDaypro Windocin URelafen Wacetaminophen

WMotrin Qltrisalisilate OLodine QCelebrex aother .....cccooevvveene,

UNaproxen UFeldene QOrudis WToradol O

MUSCLE RELAXANTS:

USoma Obaclofen O Skelaxin aother .....cccoeevveenne

QParafon Forte OZanaflex QValium

OFlexeril ORobaxin ONorflex

OTHER:

UNeurontin UDepakote UTopamax U Xanax Olmitrex Other medications:
UTegretol UKeppra QGabitril UAtivan QZomig e,
UDilantin UZonegran UKlonopin UMexiletine OMigranal ...,

CURRENT MEDICATIONS FOR PAIN:

NAME DOSE HOW OFTEN

1.

2
3.
4.
5

CURRENT ALL MEDICATIONS (OTHER THAN PAIN MEDICATIONS)

NAME DOSE HOW OFTEN
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SLEEP DISTURBANCE:

Do you have difficulty falling asleep? QYes ONo
Do you have difficulty remaining asleep? QYes ONo
Are you ever awakened by pain? UYes UNo
Do you use any sleep aids? QYes UNo NamMEe: ...

FAMILY LIFE: Please specify living arrangements.
ULiving alone QLiving with spouse/partner QLiving with spouse/partner and children
ULiving with children QLiving with friends ULiving with parents QOther ...,

PSYCHOLOGICAL TREATMENT:
Have you ever had psychiatric, psychological, or social work evaluation or treatments for any problem, including your current pain?

UYes UNo
What diagnosis Were You treated fOr? ..........coiiiiiiii oo e
When? ..o List your current or 1ast therapist(s) ..........eveeiveeiriieiiic e
Have you ever considered suicide? QYes UNo  When? ..o
Have you ever attempted suicide? QYes TNo  WhEN? .o
SOCIAL HISTORY:
Doyousmoke? WYes UNo Ifyes ... packs For how many years?...... years.
Quit smoking for____ years.
Do you have history of alcoholism? QYes UNo QCurrent problem.
Have you abused prescription pain medications? QYes U'No QCurrent problem.
llegal drugs: AYes TNO  WHICh ONE? ..oeiiiiiiiiii e

FAMILY MEDICAL HISTORY: ..ottt



REVIEW OF SYSTEMS:

Constitutional
UFever

OWeight loss
OWeight gain
QFatigue

QLoss of Appetite

Eye

UEye pain
WBlurred vision
dGlaucoma
QLight sensitivity

Ears

QEar pain
UDischarge
WHearing difficulty/aid
URinging in ears

Nose

QPain
UDischarge
QCongestion
UBleeding
USinus infection

Mouth

QJaw pain
QToothache
UBleeding gums

Throat
USore throat
QPain with swallowing

Cardiovascular

WHigh blood pressure
UChest pain

UHeart attack
WAbnormal heart rhythm
UPacemaker

UBlood clots in legs
QUse of blood thinners

Respiratory

WChronic cough
WPainful breathing
QCcoPD

UEmphysema

aTB

QBloody cough/Sputum

Gastrointestinal
WAbdominal pain
UHeartburn
dStomach ulcers
UConstipation
QDiarrhea
ULiver/gall bladder problems
OJaundice
dCirrhosis
WHepatitis

U Black/bloody stools

Genitourinary

UPainful urination

UBlood in urine

UBladder infection

QFlank pain

QSexual dysfunction
QSexually transmitted disease

Women only

WPainful menstruation
WChange in Menstrual Cycle
QVaginal discharge

QPelvic pain

QPain on intercourse

Men only
UErectile Dysfunction

Musculoskeletal
QArthritis
QBursitis
dPain/numbness
--shoulder
--arms
--hands
--hip
--legs
--knees
--feet
--tailbone
--sciatica
--swollen joints
--joint replacement

Integumentary
UdRash

WEasy bruising
QSkin cancer
UWounds/Bruises

Neurological
UHeadache
USeizures

UStroke

UDizziness
WUMemory loss
ULoss of coordination
dTremors

UMultiple sclerosis

Psychiatric
UAlzheimer’s disease
WDepression
UAnxiety disorder
UBipolar disorder
Qlrritability

UdMood swings
UAlcoholism

UManic episodes
QLack of energy

Endocrine

UExcessive sweating
UExcessive cold sensation
QExcessive urine

UThyroid disease
UDiabetes

Hematological/Lymphatic
UEasy bruising/bleeding
QAbnormal clotting

UBIlood cancer

USwollen glands

UsSickle Cell Trait/disease
QAIDS/HIV

WHistory of Blood transfusion
dFamily history of hemophilia

Allergic/Immunologic

O History of Difficulty breathing
or choking

U Swollen glands: Groin, neck,
under the arms
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