PAIN CENTERS OF AMERICA, PA

1060 CLIFTON AVENUE, P.O. BOX 4253, CLIFTON, NJ 07013

973-779-7246                                FAX 973-779-8989
Name


      Age                 Sex: M   F              Date____________
 SS #_________________      Referred by :_________________
Where on your body is your main pain:
Head
Arm right / left
Hand right / left
Leg right / left
Foot right / left

Neck
Chest right / left
Abdomen right / left
Back right / left
Buttocks right / left

How long have you had this pain:          months
years

Is there another area on your body that you have pain
Yes / No
If yes, where

Describe the quality of the pain
Knife like
Burning
  Electric Shock  
Throbbing 
Dull Ache

Describe the duration of the pain
Constant
Comes & Goes
Always present, worse at times

Describe the intensity of the pain
Mild
Discomforting
Distressing
Horrible
Excruciating

Pick a number for your pain 

1      2      3      4      5      6      7      8      9      10


What makes the pain worse
Sitting
Walking

Damp Weather

Cold
Stress

What makes the pain better
Rest
Hot Shower
Heating Pad
Cold
Exercise
TENS

What treatments have you received for pain
Physical Therapy
Injections
None
Others (specify)

What medications do you take for pain
_______________
________________
______________

____________________
_________________________
________________
______________

Do you take Aspirin / Baby Aspirin or Blood Thinning Medications?
Yes _______________
No_____________
How do you sleep at night
Poor
Fair
Normal

Have you had to cut down on normal activities because of your pain

Yes
No
If yes, how much?
Mildly

Moderately

Severely

Have you any of these medical conditions   (please circle)
Heart problems
Asthma
Kidney problems
Liver problems
Arthritis
Stomach ulcers
                                                         Diabetes
Stroke
High Blood Pressure
Blood disorders
Easy  bruising
Psychiatric problems

List the surgeries you have had in the past  __________________
___________________
_______________

List all your medications
_________________________
________________
______________

____________________
_________________________
________________
______________

Are you allergic to any medicines
_________________________            ____________________

Do you smoke 
Yes / No 
____Packs per day
   For how many years____
Do you drink
Yes / No / Socially

Do you use any recreational drugs like marijuana, cocaine etc   Yes/No  


Signature of Patient_________________________________________



