INTEGRATIVE PAIN CLINIC OF ARIZONA

PATIENT HISTORY

©IPCA, 2002-2007

Accurately completing the intake below will help us to better understand and assess your
pain, and to begin the best possible treatment program for you. Please be assured that
our records are strictly confidential and no one outside of your health care team is
permitted to review your case record without your written consent.

SECTION 1 - BACKGROUND I NFORMATION
Patient:
Last Name First Name Middle Initial
Address City State
Zip Code Phone No Fax No
Email
Date of Birth Age
Driver’s License No State Issued
Social Security No
Height Weight
Reason for Today’s Visit:

SECTION 2 - EMPLOYMENT HI STORY
Do you work? Yes No
If No, last occupation or work experience
If Yes, please complete the following:

Employer Title

Address City State

Zip Code Phone No Fax No

Length of Employment Full-Time Part-Time Self-Employed
Acknowledgement

Patient Name/Signature Date




SECTION 3 - PROVIDER INFORMATION

Note: Physicians at Integrative Pain Clinic of Arizona do not conduct Disability Assessments.
To prevent delays, all disability requests should be routed through your Primary Care Physician.

Primary Care Physician (PCP)
Name

Address

Phone

Fax

Referring Physician (RP) (Complete only if different from Primary Care Physician)
Name
Address
Phone
Fax

Please list other physician specialists you have seen:

Name Reason
Name Reason
Name Reason

SECTION 4 - PAIN ASSESSMENT

Did an injury cause your pain? Yes No
If Yes, how long the pain has the pain bothered you (give the date/year) and describe the injury:

If you are employed, does your pain interfere with your work? If yes, please explain:

Please check as many of the activities below that appropriately describe your typical daily
activities:

Computer Lifting Sitting Standing Reclining
Work
Driving TV Reading Other (explain)

Pain is a subjective experience. Please use this scale to help us understand the severity of

your suffering. (Circle one)

1-4 Pain that doesn’t prevent you from participating and completing daily activities.

5 Pain that makes you feel you need medication, but doesn’t force you to stop your activity.
You can delay taking medicine so the current task(s) can be completed without
interruption.

6-7 Pain that is severe enough to stop any tasks and necessitates immediate medication.

8-9 Pain so severe and debilitating that someone else has to get your medication(s) for you.

10 Absolutely the worst pain. You are completely disabled.




7. Which face shows how much you hurt now? Put an “X” on the face.
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8. Which face shows how much you hurt with your werst pain? Put an “X” on the face.
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9. Which face shows how much you hurt when your pain is at its least? Put an "X" on the face.
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10. Which face shows how much you hurt on average? Put an "X" on the face.

@) () (ad)(as) (&) (e
— —— _ —_— " P S,
6 7 8 9

0O 1 2 3 4 5 10

No Pain Hurts a little Hurts more Hurts a lot Hurts terribly Worst Pain



11. Indicate whether the following activities make your pain better or worse?

Activity Better | Worse No Activity Better Worse No
Change Change
Alcohol Pain Pills
Bending Pushing
Bowel Movement Sex
Cold/Ice Sitting
Dampness Standing
Activity Better | Worse No Activity Better Worse No
Change Change
Heat Staying
Busy
Lifting Stress
Lying Down Urination
Moving Walking
Around

12. To avoid worsening of your pain, please describe your limits:
How far can you walk? How long can you stand?

How much can you lift? How long can you sit?

Because of your pain, what percentage of time is lost from:
Work Housework
Social Activities Sleep

Recreational Activities Sexual Relations




Please fill in the "Pain Diagram" below to let us know where your pain is and where it hurts the
worst. Shade or color the areas on your body where you feel pain. Mark Severe Locations with
"O"sand use an "X" where it is the Worst.

13. Circle all words that describe your pain (Circle more than one, if necessary):

Aching Sharp Penetrating
Throbbing Tender Nagging
Shooting Burning Numb
Stabbing Exhausting Miserable
Gnawing Tiring Unbearable
Other (please list): 18.
Have you seen other doctors for your pain? _ Yes _____No
If yes,
Physician Name:
Address:
City/State/Zip:

Phone:




14. Have you had surgery for your pain? Yes No

If yes, please list surgeries:

Date Hospital or Clinic City Surgery

15. Have you had any of these tests?

DATE TEST PLACE RESULTS

X-Rays

CAT Scan

MRI Scan

Bone Scan

Myelogram

EMG Nerve Test

Other (Please List)

16. What other medical problems do you have?

17. Do you have any allergies? _ Yes __ No  Ifyes, to what, and what was your
reaction?
Allergy Reaction

18. Are you allergic to any of the following?
lodine Yes No

Tape Yes No

X-ray dye Yes No



Please fill in the boxes below with your current medications including the dosage and

direction for taking the medication. List pain medications first.

Patient Name: DOB:
PCP: Referring Dr:
Drug Name, Patient Drug Name, Patient
Dosage & Sig Date  Initials Dosage & Sig Date Initials




20. Social History:

21.

Martial Status: _ Single = Divorced = Married

Who lives with you?

Doyousmoke? _ Yes  No __ How many packsperday? _ For how long?
Do you drink alcohol? _ Yes _ No _ #ofdrinks when you drink?

Do you drink alcohol daily? _ Yes  No

What types of alcohol do you drink?

Family History:

Do any medical problems run through your family? _ Yes ___No
If so, what?

Are your parents living? _ Yes ~_ No

If not, at what age did they die and what caused their death? Mother Father



22. Review of Systems

Please check any events that have occurred in the LAST MONTH
_ Change in shape or _ Difficulty organizing
color of moles thoughts
: GENERAL CARDIO.VASCULAR Discolorin Poor impulse control
Weight Loss Chest pain - & P
_ Weight Gain _ Trouble breathing when Penile dilz/g:;rl .
_ Cl'othmg or belt fits lying down LYMPHATIC ~ Imbotonee 8
differently _ Discomfort in chest HEMATOLOGIC - Ditl?ﬁcul t erections
_ Always tired _ Ankle swelling _ Swollen glands " Testicular lump(s)
_ Fever _ Calf or leg pain _ Easily bruised ~ Testicular ainp
B Chllls - Fainting _ Unexplained bruising ~ Swellin iIll3 scrotum
_ Night sweats _ Heart palpitations _ Free bleeder \f’OMEN
_ Hot flashes Skipped heart beats .
_ Loss of appetite ~ Racing heart beat MUSCULOSKELETAL | _ Trregular periods
_ Increased appetite - _ Swollen joints _ Change in prior breast
_ Excessive thirst _ Sqre Jo}ntS lump
_ Frequent infections _ Stiff joints _ New breast lump(s)
_ Lack of sex drive GASTROINTESTINAL | _ Muscle cramping _ Nipple discharge
_ Unable to orgasm Nausea _ Muscle aches _ Breast skin change
_ Intolerant of cold _ Vomiting/dry heaves _ Stiff neck _ Brea.st pa'in
_ Puffiness or swelling _ Bloating _ Neck pain _ Pelvic pain
_ Changes in hair _ Excess gas _ Back pain _ Recurrent vaginal yeast
_ Changes in nails Heartburn Hip pain infections
" Loose stools _ Foul smelling vaginal
_ Black or tarry stools NEUROLOGICAL NdlSChargf U blecd
o menstrual bleedin
HEAD/EYES/EARS/ | — Bloody stools _ Headaches ~ prmens g
NOSE/THROAT _ Diarrhea _ Speech difficulty _ fregnant
: Constipation Seizures _ Breast feeding
Allergies (seasonal) - , - ) Post |
- : _ Bowel habit changes Memory difficult _ rost menopausa
Nasal discharge : . _ ry Y Kino h
- i Abdominal pain Visual disturbances _ Taking hormone
Nasal congestion - na‘p . - i
~ Sinus pain _ Abdominal cramping _ Dizziness contraceptives or
—on oot " Rectal pain " Poor balance replacement therapy
" Ear discharge _ Rectal bleeding _ Tingling or numbness OTHER:
- Hearing loss _ Arm or leg weakness
_ Change in vision GENITOURINARY |~ paralysis
_ Sore mouth _ Tremors
. Weak stream
_ Trouble swallowing ~ Difficulty starti
_ Tooth pain - Stlreﬁ y starting MENTAL HEALTH
_ Bleeding gums Painful urination _ Depression
Hoarseness - _ Change in sleep
- _ Urinary urgency
Sore throat . patterns
- _ Foul urine odor .
Waking at night to - Frequenj[ awakeplngs
RESPIRATORY urinate _ Loss of interest in
Shortness of breath activities or hobbies
- I d fi
_ Wheezing — ereasee trequency _ Thoughts of self harm

_ Breathing discomfort

_ Loss of urine

_ Frequent coughing
_ Bloody sputum

_ Snoring

_ Sleep apnea

SKIN
_Rash
_ Tattoos
_ New growths or moles

_ Sense of hopelessness

_ Changes in behavior

_ Difficulty concentrat-
ing

_ Hallucinations




23. Have you had any problems with misuse of prescription medications, alcohol, street drugs or
other substances? Yes No

24. What is your goal for pain control?

Please feel firee to use the remaining space to add any additional information that you

believe will be pertinent to your evaluation.

Thank you for taking the time to fill out this questionnaire. Your participation will help us

determine the best course of treatment for you.
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