Interventional Rehabilitation of South Florida d/b/a
Interventional Pain Physicians of Miramar

***PLEASE PRINT***

NAME: DATE:

DATE OF BIRTH: RACE: SEX:

NAME OF PHYSICIAN THAT REFERRED YOU TO OUR PRACTICE:

CURRENT CHIEF COMPLAINT:

OMNSET OF SYMPTOMS: How long have you has this problem?

How did your present injury occur?

PRESENT PAIN HISTORY

FOR BACK PAIN FOR NECK PAIN
1 Back pain only; no leg pain 0 Neck pain only; no arm pain
(1 Back pain worse than leg pain O Neck pain worse than arm pain
(1 Back pain ard leg pain equal 0 Neck pain and arm pain equal
3 Leg pain worse than back pain 1 Arm pain worse than neck pain
1 leg pain only; no back pain 2 Arm pain only, no neck pain
PAIN INTENSITY

On a scale of 0 to 10, with “0" representing no pain, “1" representing a nuisance which would not interfere with daily
activities (e.g., a toothache), while “10” would be the most severe pain imaginable (suicidal pain, having a baby or
pain of a kidney stone), which number would describe your pain:

(PLEASE DQ NOT RATE YOUR PAIN MORE THAN 10)

1. What is your pain like today? 0-1-2-3-4-5-6-7-8-9-10
2. What is your least pain? 0-1-2-3-4-5-6-7-8-9-10
3. What is your worst pain? 0-1-2-3-4-5-6-7-8-9-10
4. Overall average pain? 0-1-2-3-4-5-6-7-8-9-10
5. How many bad days (horrible or excruciating pain) in a week do you

experience?

Do you have any of the following symptoms related to pain? (Only mark the applicable ones, not all)
1 Numbness - where?
A Tingling - where?
3 Pins & Needles - where?
1 Weakness - where?
3 Problems with bowels related to pain?
1 Problems with bladder related to pain?
[ Fever related to pain?
1 Recent weight loss related to pain?
0 Insomnia related to pain?
1 Sexual dysfunction related to pain?
[ Appetite disturbance related to pain?
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