PAIN CENTERS OF AMERICA, PA

           973-779-7246



                                      FAX 973-779-8989


Date/Fecha:  ________________________

 PATIENT HISTORY –INITIAL VISIT
Patient Name/Nombre de Paciente: ________________________ ________________      Age/Edad:  _____

Sex/Sexo:  (   Male/Hombre          (   Female/Mujer           Social Security Number/Securo Social:  _________________

Where is the main pain on your body?/En que parte del cuerpo tienes el dolor principal?:

(   Arm/Brazo:
(   right/der.
(   left/izq.
(   Neck/Cuello

(   Hand/Mano:
(   right/der.
(   leg/izq.
(   Head/Cabeza

(   Foot/Pie:
(   right/der.
(   left/izq.
(   Leg/Pierna:
(   right/der.
(   left/izq.

· Abdominal/Estomago: (   right/der.
(   left/izq.

· Back/Espalda:
(   right/der.
(   left/izq.  Chest/Pecho:
(   right/der.
(   left/izq.

Since your last visit, your pain is?/Desde su ultima visit su dolor sigue?:

(   Better/Mejor
(   Worse/Peor
(   About the same/Casi Lgual

Describe the quality of this pain/Describa la qualidad de su dolor:

(   Knife-like/Cuchilladas
(   Burning/Quemando
(   Electric Shocks/Shoques Electricos

(   Throbbing/Punsadas
(   Dull Ache/Dolor durable
(   Constante
(   Comes and goes/viene y se va

· Always present, but gets worse at times/Siempre presente, pero se empeora por tiempo

Describe the intensity of the pain/Describa la Intensida del dolor:

(   Mild/Poco
(   Discomforting/Incomodo
(   Distressing/Destreso
(   Horrible/Horible

· Excruciating/Excrusial

Pick a number for your usual pain/Escoja unnumero para su dolor usuar:

1          2          3          4          5          6          7          8          9          10

How have you been sleeping at night?/Como a estado durmiendo por las noches?:


(   Poor/Pobre
(   Fair/Ni Bien
(   Normal/Normal

List all the pain medications that you are taking/Escriba todas las medecinas que toma para del dolor:

_____________________________
____________________________
____________________________

Have you had any problems with any of the pain medications that you are taking?/As tenido algun problema con lsa medecinas que tomando?    (   Yes/Si    (   No   If yes, explain/Si, Si explique __________________________________

Since your last visit, have you had any injections?/Desde su ultima visita a tenido injecciones? (   Yes/Si    (   No    If yes, which?/Si, Si Cual Inj. ________________________________________ Date/Fecha  _____________________

Since your last visit, have you had any tests?/Desde su ultima visita se a hecho algun examen? (   Yes/Si    (   No    If yes, which test?/Si, Si Cual? ________________________________________ Date/Fecha  _____________________

Since your last visit, have you done?/Desde su ultima visita usted a hecho?:

(    Physical Therapy/Terapia Fisica

(   Home Exercise/Ejersicio en el hogar
List the surgeries you have had in the past  __________________
___________________
_______________

Do you smoke/ Fumar?  Yes / No     ____Packs per day/cuantos paquetes por dia??        For how many years/cuantos anos?____

Do you drink/Tu tomas  licor?  
Yes / No / Socially
Do you use any drugs like marijuana, cocaine/Tu haz usado drogas?  Yes/No  Are you allergic to any medicines/alergico? _____
Signature of Patient/Firma del paciente   _________________________________________










