
 
ADVANCED PAIN MEDICINE PATIENT QUESTIONAIRE 

 
Patient Name:   Referring Physician:   
    

Age: ________________ Date of Birth: _________________ Family Doctor:   
    

Greatest Area of Pain   

Was this due to an 
injury? Yes / No 
Please describe: 

 

 
Other Areas of Pain     
When did it start 
(mo/yr)?     

 
 
  

      Please shade in your areas of pain on the picture below: 

    
Rate your pain on a scale of 1 (best) to 10 (worst) at its most SEVERE:   
    
best    0      1      2       3       4        5       6       7       8       9        10   worst   
    
Rate your pain on a scale of 0 (best) to 10 (worst) TODAY:   
    
best    0      1      2       3       4        5       6       7       8       9        10    worst   
    
Rate your pain on a scale of 0 (best) to 10 (worst) at its BEST:   
    
best    0      1      2       3       4        5       6       7       8       9        10    worst   

 
 
 
 
 
Are there any legal actions related to your pain?   Yes       No    
 

 How do you describe   What makes your   What makes your pain  
√ your pain?  √ pain worse?  √ better? 
  aching    arching your back    sitting 
  burning    bending over    standing 
  dull    bowel movements    lying down 
  electrical    cooking    walking 
  knifelike    coughing    stretching 
  sharp    getting out of a chair    hot bath or shower 
  shooting    lying down    application of heat 
  stabbing    sex    ice 
  stinging    sitting    relaxation 
  throbbing    sneezing    massage 
  tingling    standing    TENS unit 
  toothache    twisting    acupuncture 
  OTHER:    vacuuming    chiropractors 
       walking    previous injections: 
       climbing stairs    Pain medications: 
       walking down a hill      
              
     



 
√ Do you have?   Where?  
  numbness        
  tingling        
  weakness        
           
  NEW bowel         
  or bladder changes?        

 
 
 When is your pain the worst?  Morning Midday  Evening  Night 
 
 Have you tried any of the following for your current pain?  Did it help?   YES NO  
     Chiropractor      
     Physical Therapy     
     Injections      
     TENS Unit      
 
  

 Do you have or have   Have you had surgery before?   Do you have any of  

√ you had any of the following?  √   year? 
the following 
symptoms? 

  Heart attack    Back surgery    √  
  Hypertension         neck surgery/fusion      fever 
  Chest pain (angina)         lumbar spine surgery      weight loss 
  congestive heart failure         lumbar fusion      weight gain 
  Atrial fibrillation    Cardiac surgery      visual problems 
  Asthma         bypass      chest pain 
  COPD (emphysema)         angioplasty      shortness of breath 
  Lung disease         pacemaker/AICD      new cough 
  Kidney failure/disease    Hysterectomy      swelling 
  Cirrhosis    appendectomy      joint pain 
  Liver disease    tonsillectomy      new rashes 
  Hepatitis A? B? C?    cancer surgery      urinary problems 
  Diabetes  insulin: Yes/No    lung surgery      bowel problems 
  Thyroid problems    brain surgery      dizziness 
  Peptic ulcers    carpal tunnel release      depression 
  Stroke or TIA's    Other:      headaches 
  Seizures           anxiety 
  Multiple sclerosis           insomnia 
  Bleeding disorders           Nausea 
  Sickle cell disease           vomiting 
  HIV or immune diseases           abdominal pain 
  Alcoholism           impotence 
  Drug addiction             
  Psychiatric disorders           

 
 
 
 
 
 
 
 



List ALL Medications you are now taking:   
Please List any medications which you have tried 

which did not help your pain: Medication: Dose 
 

How many per 
day 

 
          
          
          
          
          
        Have you had side effects from pain medications? 

            Medicine                       Side Effect 

          
          
          
          

 
ALLERGIES TO 
MEDICATIONS:                    
       

         Family History: 
 
         Living Deceased Family Member  Please list their major health problems 
 
                            Mother    ________________________________________________ 
                            Father    ________________________________________________ 
                            Brothers   ________________________________________________ 
                            Sisters     ________________________________________________ 
                            Children   ________________________________________________ 
 
 
 Personal History: 
 
 Occupation:   ____________________________________ Currently Working?  Yes    No    
 
 Are you receiving disability?    Yes    No     Disability diagnosis: _________________________ 
 
 Marital Status:   Married   Single     Divorced       Widowed 
 
 Do you live  independently or  do you require home health assistance or  in an assisted facility? 
 
 Do you smoke? Yes    No      Amount:   _________________ 
 
 Do you drink alcohol?     Yes    No    Amount:  _________________ 
 
 Do you use illegal drugs?   Yes    No    Describe: _________________ 
 


