Advanced Pain Management
Making Life’s Journey Pain

Name: Visit Date:

Date of Birth: SS#:

Current Medications (Please complete on every visit)

Drug Dose Frequency

Com~NourLN

—_

Medication Allergies

Are you allergic to iodine or x-ray contrast? Yes O No [
Drug Reaction

1.
2.
3

Circle the Number that best describes your Pain
0 =no Pain 5 = pain interferes with ability to do things 10 = worst pain imaginable
Average Pain0,1,2,3,4,5,6,7,8,9, 10
Worst Pain 0, 1, 2, 3,4,5,6,7,8,9, 10

Where is your Pain? How does it Feel? Use the diagram below to show your main pain.
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Medical Staff Use: Date:

Reason for Visit:

Pain / Post-procedure Comments:
(See other side for location, radiation, character, intensity)

Interim changes in:

PM/SHx NO O YES O
FHx NO O YES O
Shx NO O YES O
ROS General, Skin/Allergy, Musculoskeletal, Head, Endocrine, Respiratory, CVS,
Hematologic, Lymph, GI, GU, Neurologic, Physiatric
Findings
Exam: Height: Weight: BP: Pulse: Oysat %
Focused:

New Diagnostic Studies:

Assessment:
Plan: Meds: Functional (explain)

Analgesic Effect/No Evidence Addiction or No Abuse G
Time: Minutes

(If prolonged = reason: Explanation I Counseling 0 PtQns O Lifestyle change [

Other )

Signed:




