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center of arizona
\. optimizing lives through integrative health care

3945 East Paradise Falls Drive Tucson, Arizona 85712
P: 520.797.7246 | F: 520.795.4249 | ipcaz.org

PATIENT HISTORY FORM

Please have your History Form completed PRIOR to your visit. Your
appointment may be rescheduled if the form is not completed.

Patient:
Last Name First Name Middle Initial
Date of Birth / /

Reason for today’s visit:

Primary Care Physician (PCP)
Referring Physician (RP) Complete only if different from PCP

Please list other physician specialists you have seen for pain in the last five years?

Work History:
Do youwork? Yes No  Areyouondisability? Yes No
If you are currently employed please complete the following:

Employer:
What is your job?

Did an injury cause your pain? Yes  No

If yes, how long has the pain bothered you and describe the injury. Please also list the date of the
injury including year.

Date: / / Length of pain
Describe Injury:

Attorney Name: Phone # Fax #
Case Manager: Phone # Fax #

What other medical problems do you have?
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Patient Name:

Date of Birth: / /
Date of Service: / /

Do you have any allergies? Yes No If yes, please list your allergy and reaction.

Allergy Reaction
Iodine Yes No
Tape Yes No
X-Ray Yes No
Social History:

Marital Status:  Single Divorced Married Who lives with you?
Do you smoke? Yes No How many packs per day? For how long?

Do you drink alcohol? Yes No  Daily? Yes No  # of drinks per sitting?

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

Family History:

Do you have a family history of any medical problems? Yes No
If yes, what?
Are your parents living? Mother Yes No Father Yes No
If no, age and cause of death:

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

Aching Sharp Exhausting
Throbbing Tender Tiring
Shooting Hot-Burning Sickening
Stabbing Cramping Fearful
Gnawing Heavy Punishing-Cruel
Splitting
Other (please list):
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Patient Name:

Date of Birth: / /
Date of Service: / /

Please fill in the pain diagram below to show us where your pain is. Mark the areas below with
“O”s for severe and “X”s where your pain is the worst.

Pain Scale Instructions:

Pain is a subjective experience. Please use this scale to help us understand the severity of your
pain. (Circle one)

1-4  Pain the does not prevent you from participating and completing daily activities.
Pain that makes you feel you need medication, but does not force you to stop your
activity.

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

8-9  Pain so severe and debilitating that someone else has to get your medications for you.

10 Absolutely the worst pain. You are completely disabled.

—~— -
OO OB &>
— — o
(@] 1 2 8 9 10
No Pain Hurts a little Hurts more Hurts a lot Hurts terribly Worst Pain

Which face/number shows how much you hurt now?
Which face/number best describes your pain at its worst in the last 24 hrs?
Which face/number best describes your pain at its least in the last 24 hrs?

Which face/number best describes how much you hurt on average?
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Patient Name:

Date of Birth: / /
Date of Service: / /

Circle the one number in each category that best describes how, during the past 24hrs, pain has interfered
with your:
A. General Activity:

0 1 2 3 4 5 6 7 8 9 10

Does not Interfere Completely Interferes

B. Mood:
0 1 2 3 4 5 6 7 8 9 10

Does not Interfere Completely Interferes

C. Walking Ability:
0 1 2 3 4 5 6 7 8 9 10

Does not Interfere Completely Interferes

D. Normal Work (include both work outside the home and housework)
0 1 2 3 4 5 6 7 8 9 10

Does not Interfere Completely Interferes

E. Relations with other people:
0 1 2 3 4 5 6 7 8 9 10

Does not Interfere Completely Interferes

F. Sleep:
0 1 2 3 4 5 6 7 8 9 10

Does not Interfere Completely Interferes
G. Enjoyment of life:
0 1 2 3 4 5 6 7 8 9 10

Does not Interfere Completely Interferes

What is your goal for pain control?
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Patient Name:

Date of Birth: / /
Date of Service: / /

Review of Systems:
Please check any events that have occurred in the LAST MONTH

GENERAL
o Weight Loss
o Weight Gain
o Clothing or belt fits
differently
O Always tired
o Fever
o Chills
o Night sweats
o Hot flashes
o Loss of appetite
o Increased appetite
o Excessive thirst
o Frequent infections
o Lack of sex drive
o Unable to orgasm
0 Intolerant of cold
O Puffiness or swelling
o Changes in hair
o Changes in nails

CARDIOVASCULAR
o Chest pain
o Trouble breathing when
lying down
o Discomfort in chest
o Ankle swelling
o Calf or leg pain
o Fainting
0 Heart palpitations
o Skipped heart beats
o Racing heart beat

o Change in shape or
color of moles
o Discoloring

o Difficulty organizing
thoughts
0 Poor impulse control

LYMPHATIC
HEMATOLOGIC
o Swollen glands
o Easily bruised
0 Unexplained bruising
o Free bleeder

MEN
O Penile discharge
o Impotence
o Difficult erections
o Testicular lump(s)
0 Testicular pain
o Swelling in scrotum

HEAD/EYES/EARS/

NOSE/THROAT

o Allergies (seasonal)

0 Nasal discharge

o Nasal congestion

o Sinus pain

o Ear pain

o Ear discharge

0 Hearing loss

o Change in vision

o Sore mouth

o Trouble swallowing

o Tooth pain

o Bleeding gums

o Hoarseness

o Sore throat

GASTROINTESTINAL
o Nausea

o0 Vomiting/dry heaves
o Bloating

o Excess gas

o Heartburn

o Loose stools

o Black or tarry stools
o Bloody stools

o Diarrhea

o Constipation

o Bowel habit changes
o Abdominal pain

o Abdominal cramping
o Rectal pain

o Rectal bleeding

MUSCULOSKELETAL
o0 Swollen joints

o Sore joints

o Stiff joints

0 Muscle cramping

0 Muscle aches

o Stiff neck

o Neck pain

o Back pain

o Hip pain

RESPIRATORY
o Shortness of breath
0 Wheezing
0 Breathing discomfort
o Frequent coughing
o Bloody sputum
O Snoring
o Sleep apnea

GENITOURINARY
0 Weak stream
o Difficulty starting
stream
o Painful urination
o Urinary urgency
o Foul urine odor
o0 Waking at night to
urinate
O Increased frequency
0 Loss of urine

NEUROLOGICAL
o0 Headaches
o Speech difficulty
o Seizures
0 Memory difficulty
o Visual disturbances
o Dizziness
o Poor balance
o Tingling or numbness
o0 Arm or leg weakness
0 Paralysis
o Tremors

WOMEN

o Irregular periods

0 Change in prior breast
lump

0 New breast lump(s)

o Nipple discharge

O Breast skin change

O Breast pain

o Pelvic pain

o0 Recurrent vaginal yeast
infections

o Foul smelling vaginal
discharge

o No menstrual bleeding

O Pregnant

0 Breast feeding

0 Post menopausal

o Taking hormone
contraceptives or
replacement therapy

OTHER:

SKIN
0 Rash
o Tattoos
0 New growths or moles

MENTAL HEALTH
o Depression
o Change in sleep
patterns
o Frequent awakenings
o Loss of interest in
activities or hobbies
o Thoughts of self harm
0 Sense of hopelessness
o Changes in behavior
o Difficulty concentrat-
ing
o Hallucinations

I have reviewed all pages of this Patient History Packet with the patient today.

Bennet Davis, M.D. Mitchell Halter, PhD, M.D. Kathy Davis, ANP Beverly Webber, FNP Dr. Cela Archambault
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Patient Name:

DOB:

MEDICATION SHEET

1. Cross off medications that you no longer take.
2. Add medications that you have started taking since the last update of this list.

How How many do
Do you When do you many do you take in a
Drug name Dose per | take this take this you take | day/week/month? Who prescribes
pill every during the ata (pick one to this medication?
day? day? time? answer: day,
week or month)
Example:Benadryl 25mg no At bedtime lor2 2 times a week Dr Acme

I certify that this list is both current, and accurate:

Date: Patient Initials:
A
A
A
[/




Patient Name:

Date of Birth: / /
Date of Service: / /

PAIN MEDICATION SIDE EFFECTS:

The following effects can occur in people taking pain medication. If you are now having any of
these from your medication, place an “X” next to the level of intensity: Mild, Moderate, or
Severe.

Nausea.....o.ovuviiiiiiiiiiiaene, Mild Moderate Severe
Poor Sex Drive..........coceveiunn. Mild Moderate Severe
Itching...........oooiiiiiiin Mild Moderate Severe
Sweats. ....ooeviiiiii Mild Moderate Severe
Rash........oo Mild Moderate Severe
Constipation............cceeeennennn... Mild Moderate Severe
Flushing................ooooi Mild Moderate Severe
New Headache........................ Mild Moderate Severe
Sweating...........coovvviiiiiiinnnn.. Mild Moderate Severe
Increase Joint Pain.................... Mild Moderate Severe
Feeling drunk.......................... Mild Moderate Severe
Difficulty Urinating................... Mild Moderate Severe
DizzIiness......cooveiiiiiiiiianae Mild Moderate Severe
Shakiness...........ccoveviiiiinin... Mild Moderate Severe
Poor Concentration.................... Mild Moderate Severe
Increase Tiredness..................... Mild Moderate Severe

New/Increase of leg/foot swelling... Mild Moderate Severe

FOR PEOPLE USING THE DURAGESIC PATCH:

Skin irritation at the site of the medication patch........... Mild Moderate Severe
Medication patches do not stick well........................ Mild Moderate Severe
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