










Please fill this form out before your appointment and bring
it with you.

New Patient Intake Form

Patient Information
Name: Date:

Referring Physician: Primary Care Provider:

Height: Weight:

Current Medications/ Allergies:

Have you had a flu shot this season? ÿ Yes ÿ No Have you ever had a pneumonia immunization? ÿ Yes ÿ No

Medication Dose How often Medication Dose How often

Do you currently take any blood thinning medication
(Aspirin, Coumadin, Warfarin, Plavix, Lovonox)?

ÿ Yes

ÿ No
If yes, when was your last dose? ___________________

Allergies: ÿ I have No Known Drug Allergies

Pain History

Chief Complaint: (Reason for your visit today)

Use diagram to indicate the area of your pain. Mark location(s) with an 'X'

------------------------------------------------------------------------------For Office Use Only----------------------------------------------------------------------

PHQ-9_______ Imaging ___________________ Onset ____________ PT_________ Blood Thinners ___________________



Pain History Continued...

Circle the number that best describes your pain. (0 being no pain, 10 being worst pain)

Average Pain 0 1 2 3 4 5 6 7 8 9 10 With Activity 0 1 2 3 4 5 6 7 8 9 10

Worse Pain 0 1 2 3 4 5 6 7 8 9 10 With Meds 0 1 2 3 4 5 6 7 8 9 10
Current Pain 0 1 2 3 4 5 6 7 8 9 10 Without Meds 0 1 2 3 4 5 6 7 8 9 10

Activities that make pain worse: Activities that make pain better: Qualities of your pain:

ÿ NONE ÿ NONE ÿ NONE
ÿ Bending forward ÿ Bending forward ÿ Aching
ÿ Exertion/ Exercise ÿ Injections ÿ Burning
ÿ Getting out of chair ÿ Lying down ÿ Dull
ÿ Lifting ÿ Medications ÿ Sharp
ÿ Lying down ÿ Moving ÿ Shooting
ÿ Moderate physical activity ÿ Position change ÿ Stabbing
ÿ Nonspecific activity ÿ Physical activity ÿ Throbbing
ÿ Position change ÿ Procedures ÿ Pressure
ÿ Reaching ÿ Rest ÿ Crushing
ÿ Significant physical activity ÿ Sitting ÿ Cramping
ÿ Sitting ÿ Standing ÿ Spasmodic
ÿ Standing ÿ Pulling
ÿ Turning the head ÿ Tender
ÿ Twisting ÿ Tight
ÿ Walking ÿ Knife like

ÿ Hot
ÿ Sore
ÿ Radiating - Where: ____________
ÿ Tingling - Where: _____________
ÿ Numbness - Where: ___________

Duration of your pain *Please check only one
ÿ No pain ÿ Constant pain ÿ Intermittent pain

Functional Assessment: Place an Xin the box that best answers each question.

During the Past Month, how much did pain interfere with the following activities?

Activity None Little Moderate Alot
Physical exercise
Going to work
Performing household chores
Recreation
Shopping
Sleep
Other



Review of Systems--Check the box if you currently are experiencing any of the following:

ÿ Fever ÿ Shortness of breath ÿ Joint pain ÿ Sexual problems
ÿ Chills ÿ Wheezing ÿ Joint swelling ÿ Problems urinating
ÿ Fatigue ÿ Cough ÿ Stiffness
ÿ Poor appetite ÿ Weakness ÿ Headache
ÿ Poor sleep ÿ Chest pain ÿ Dizziness
ÿ Weight gain ÿ Irregular heartbeat ÿ Abdominal pain ÿ Loss of consciousness
ÿ Weight loss ÿ Swelling in legs ÿ Nausea ÿ Numbness

ÿ Vomiting ÿ Tingling
ÿ Hearing loss ÿ Rash ÿ Diarrhea
ÿ Sore throat ÿ Itching ÿ Loss of bowel/ bladder ÿ Depression
ÿ Blurred vision ÿ Lesions ÿ Heartburn ÿ Anxiety
ÿ Decreased vision ÿ Bruise easily ÿ Constipation

Screening: Place an Xin the box that best answers the question

Over the last 2 weeks, how often have you been bothered by
any of the following problems?

Not At
All

Several
days

More than
half the

days

Nearly
Every Day

Little interest or pleasure in doing things.......……………
Feeling down, depressed, or hopeless.………………..…
Trouble falling or staying asleep, or sleeping too much.…
Feeling tired or having little energy..........……….....…..
Poor appetite or overeating.......................………….….
Feeling bad about yourself —or feeling that you are a failure
or have let yourself or your family down.…………
Trouble concentrating on things, such as reading the
newspaper or watching television.…………………

Moving or speaking so slowly that other people could have
noticed? Or the opposite – being so fidgety or restless that you
have been moving around a lot more than usual.……

Thoughts that you would be better off dead of or hurting
yourself in some way.……………………………………..

How difficult have these problems made it for you to do your work, take care of things at home, or
get along with other people?

Not Difficult At All Somewhat Difficult Very Difficult Extremely Difficult



History –Check the box if you have ever been diagnosed with the following:

HEAD/ EARS/ EYES/ NOSE/ THROAT GASTROINTESTINAL INFECTIONS CANCER

ÿ Headaches ÿ Gallstones ÿ Hepatitis ÿ Bladder cancer

ÿ 0Migraines ÿ GERD ÿ HIV ÿ Breast cancer

ÿ Seasonal allergies ÿ GI bleed ÿ Shingles ÿ Colon cancer

ÿ Sinusitis ÿ Hiatal hernia NEUROLOGICAL ÿ Lung cancer

CARDIOVASCULAR ÿ Irritable bowel syndrome ÿ Stroke ÿ Melanoma

ÿ Angina ÿ Pancreatitis ÿ Parkinson's disease ÿ Prostate cancer

ÿ Arrhythmia ÿ Ulcers ÿ Peripheral neuropathy

ÿ Coronary artery disease GENITOURINARY ÿ Seizure disorder MUSCULOSKELETAL

ÿ Deep venous thrombosis ÿ Enlarged prostate ÿ TIA ÿ Back pain

ÿ High blood pressure ÿ Frequent bladder infections PSYCHOLOGICAL ÿ Connective tissue disorder

ÿ High cholesterol ÿ Kidney stones ÿ ADD ÿ Fibromyalgia

ÿ Past heart attack ÿ Renal failure ÿ Anxiety ÿ Kyphoscoliosis

ÿ Mitral valve prolapse ÿ Renal insufficiency ÿ Bi-Polar disorder ÿ Osteoarthritis

ÿ Heart murmur ENDOCRINE ÿ Dementia ÿ Osteoporosis

ÿ Pace maker ÿ Diabetes ÿ Depression ÿ Rheumatoid arthritis

ÿ Peripheral vascular disease ÿ Obesity ÿ Schizophrenia ÿ Scoliosis

RESPIRATORY ÿ Thyroid disorder

ÿ Asthma BLOOD

ÿ COPD ÿ Anemia

ÿ Obstructive sleep apnea ÿ Bleeding disorder

ÿ Blood transfusion

History - Prior Procedures (Example: Epidural Steroid Injections, Trigger Point Injections)
List all past procedures for pain & approximate dates

History - Surgery
List all past surgeries & approximate dates.

History -What Prior Treatments Have You Had?
Treatment Helpful Not Helpful Treatment Helpful Not Helpful

ÿ Acupuncture ÿ ÿ ÿ Massage ÿ ÿ
ÿ Biofeedback relaxation therapy ÿ ÿ ÿ Minimally invasive procedures ÿ ÿ
ÿ Botox injections ÿ ÿ ÿ Occupational therapy ÿ ÿ
ÿ Chiropractic ÿ ÿ ÿ Physical therapy ÿ ÿ
ÿ Heat ÿ ÿ ÿ Surgery ÿ ÿ
ÿ Home exercise ÿ ÿ ÿ TENS ÿ ÿ
ÿ Ice ÿ ÿ



History –What Prior Medications Have You Taken?
Medication Helpful Not Helpful Medication Helpful Not Helpful

ÿ NSAIDS ÿ ÿ ÿ Percocet ê Oxycodone ÿ ÿ
ÿ Celebrex ê Celecoxib ÿ ÿ ÿ Duragesic ÿ ÿ
ÿ Diclofenac ÿ ÿ ÿ Methadone ÿ ÿ
ÿ Flector Patch ÿ ÿ ÿ Morphine ÿ ÿ
ÿ Motrin ê Ibuprofen ÿ ÿ ÿ Oxycontin ÿ ÿ
ÿ Mobic ê Meloxicam ÿ ÿ ÿ Oxymorphone ê Opana ÿ ÿ
ÿ Relafen ê Nabumetone ÿ ÿ ÿ Cymbalta ê Duloxetine ÿ ÿ
ÿ Naproxen ÿ ÿ ÿ Lyrica ê Pregablin ÿ ÿ
ÿ Voltaren Gel ÿ ÿ ÿ Neurontin ê Gabapentin ÿ ÿ
ÿ Flexeril ê Cyclobenzaprine ÿ ÿ ÿ Savella ÿ ÿ
ÿ Skelaxin ê Metaxalone ÿ ÿ ÿ Topamax ÿ ÿ
ÿ Soma ÿ ÿ ÿ Trileptal ÿ ÿ
ÿ Zanaflex ê Tizanidine ÿ ÿ ÿ Lidoderm Patch ÿ ÿ
ÿ Actiq ÿ ÿ ÿ Tramadol ê Ultracet ÿ ÿ
ÿ Hydrocodone ê Vicodin ÿ ÿ ÿ Tylenol ê Acetaminophen ÿ ÿ
ÿ Hydromorphone ê Dilaudid ÿ ÿ ÿ

Social History—Check the box that best answers questions about you.

ÿ Single ÿ Currently smoke every day ÿ I never exer cise

ÿ Married ÿ Currently smoke some days ÿ I exer cise 1-2 times per week

ÿ Domestic partner ÿ Former smoker ÿ I exer cise 3-5 times per week

ÿ Widowed ÿ Never smoker ÿ I exer cise 6-7 times per week

ÿ Separated Cigarettes packs per day ____________ ÿ Aer obics

ÿ Divorced Pipe times per day _________________ ÿ Biking

ÿ Children, How Many ______________ Chew cans per day __________________ ÿ Running

Total years ________________________ ÿ Hiking

ÿ Swimming

ÿ Retired ÿ No alcohol use ÿ Climbing

ÿ Disabled ÿ Rarely use alcohol ÿ Tr eadmill/ Ellip tical

ÿ Unemployed ÿ Socially use alcohol ÿ Walking

ÿ Self-employed ÿ Daily use alcohol ÿ Weight lifting

ÿ Employed part-time Details: ___________________________ ÿ _________________________________________

ÿ Employed full-time ÿ _________________________________________

Current occupation _____________ ÿ I do not use recreational drugs

Previous occupation _____________ ÿ I use marijuana

ÿ I use cocaine

ÿ Elementary school ÿ I use heroin

ÿ Some high school ÿ I use morphine

ÿ High school ÿ I use methamphetamines

ÿ GED ÿ I use LSD

ÿ Some college ÿ I use mushrooms

ÿ College degree ÿ I use ecstasy

ÿ Master's degree ÿ I use _________________________

ÿ Doctorate degree



Family History—Check the box that best answers questions about your family.

ÿ Unknown, adopted ÿ Unknown

Condition Father Mother Brother Sister Other
Arthritis _____________ _____________ _____________ _____________ ______________________________

Asthma _____________ _____________ _____________ _____________ ______________________________

Bleeding disorder _____________ _____________ _____________ _____________ ______________________________

Coronary artery disease _____________ _____________ _____________ _____________ ______________________________

Cancer _____________ _____________ _____________ _____________ ______________________________

Congestive heart failure _____________ _____________ _____________ _____________ ______________________________

COPD _____________ _____________ _____________ _____________ ______________________________

Diabetes _____________ _____________ _____________ _____________ ______________________________

High blood pressure _____________ _____________ _____________ _____________ ______________________________

Irritable bowel syndrome _____________ _____________ _____________ _____________ ______________________________

Kidney disease _____________ _____________ _____________ _____________ ______________________________

Heart attack (MI) _____________ _____________ _____________ _____________ ______________________________

Peripheral artery disease _____________ _____________ _____________ _____________ ______________________________

Stroke _____________ _____________ _____________ _____________ ______________________________

Thyroid disease _____________ _____________ _____________ _____________ ______________________________

History - Check box if you have been diagnosed with the any of the following:

ÿ Depression Describe: __________________________________________________________________________________________________________

ÿ Anxiety Describe: __________________________________________________________________________________________________________

ÿ Psychosis Describe: __________________________________________________________________________________________________________

Check which applies

ÿ I am currently not in treatment ÿ I am currently seeing a psychiatrist ÿ I am currently seeing a psychologist

Check which applies

ÿ I have had thoughts of suicide ÿ I have not had thoughts of suicide

Check which applies

ÿ I am coping with my chronic pain ÿ I am frustrated with my chronic pain


