
  
          
Patient Information: 

 
Referring Physician __________________________ Primary Physician___________________________ 
 
Last Name     _______First Name  ___________    __M.I. ___ 
 
Address     _____City, State, ZIP_________________________________ 

 
Phone (         )    ___Cell (______)_____________________________________ 

  
Social Security #    ___________                  Date of Birth__________________________ 
 
Email: _____________________________________________________________ 

 
Employer    ___________________Work Ph (            )    _________ 

  
Marital Status: M     S     D      W  Spouse Name_________________________________ 

 
Reason For Visit          _______________ 

  
Injury      __________Date of Onset Symptoms__________  ___ 

 
Emergency Contact Information: 
 
Name      _________Relationship to Patient__ ___________ ___ 
 
Phone (____        )     _____Cell (      __  )     _________ 

 
Address______     _City, State, ZIP_______    ___ 

 
Insurance Information: 
 
Primary Insurance Name     __________Policy#______  _________ 

 
Group#        ______________  Effective Date    CoPay  ___ 

 
Insured Name     _Insurance Phone# (            )  _______________ 

 
Spouse’s Social Security#    _____________ Date of Birth          
   
Secondary Insurance     __________Policy #   _________ 

 
Group#                     __________________  Effective Date     _____CoPay__________ 
 
Insured Name     Insurance Phone# (__       )   _______________ 

   Vikas Garg, MD, MSA  
Alex J. Nelson, MD 

R. Jake Measom, MD 



Patient Health History 
 
 
Name__________________________________________________ 

 
1. Any RELEVANT SURGERIES (i.e. spine surgery). If yes, give name and 

date of surgery. 
 
 
 
 

2. Any RELEVANT HOSPITALIZATIONS.  If yes, give place and date of 
hospitalization.  

 
 
 
 

3. Any RELEVANT MEDICAL HISTORY. (Example Diabetes, High Blood 
Pressure etc.) 

 
 
 
 

4.  Any RELEVANT FAMILY HISTORY 
 
  
 
 

5. List any ALLERGIES 
 
 
 
 
 
    6. List any CURRENT MEDICATIONS 
 
 
 
 
 
 



 
Name: _________________________________ Date of Birth: _______________________ 
 

 
 

Please mark your pain on this diagram 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 



 
Consent and Conditions of Treatment 
  
Thank you for choosing Interventional Spine and Pain Management to provide for your healthcare needs.  We are committed to  
providing exceptional healthcare.  The first step in this process is to provide information regarding patient rights, risks and responsibilities. 
The second step is to obtain your consent to treat the patient.  The admitting staff can answer any questions that you may have in regard  
to the following agreement. I agree to the following: 
 
Consent to Treat:  I consent to the treatment or admission of     ____________ (patient name) 
at Interventional Spine and Pain Management for services or supplies that have been or may be ordered by a licensed professional  
healthcare provider.  I understand that treatment may include but is not limited to; physical examinations, laboratory procedures, 
anesthesia, nursing care or medical and surgical treatment.  I understand that all licensed professional healthcare providers that render 
service to the patient are responsible and liable for their own acts, orders and omissions.  I acknowledge that the clinic cannot make a 
guarantee of the outcome of treatment. 
 
Personal Valuable and Belongings:  I agree that the Interventional Spine and Pain Management Clinic is not responsible for the 
loss or damage of any article or personal property. 
 
Advance Directive/Living Will:  Please mark one of the followings: 
 I have provided a copy of my Advance Directive or Living will and request that it be put in my chart as part of my Medical Record. 
 I have received information with regard to my right to make Advance Healthcare directives. 
 I decline information regarding an Advance Directive or Living Will. 
 I have not provided, nor do I have an Advance Directive or Living Will. 
 I understand if Advance Directive or Living Will is not present in my medical record its directives will not be followed. 
 
 
 
     ______________              
Signature of Patient, Parent or Parent Representative                     Date 
 
 

Record Release Form 
 

I hereby authorize the office of Interventional Spine and Pain Management to use, disclose or release information from the medical 
records of: 

 
 Patient Name           
   
 Date of Birth    ____Social security #     
 
Release to 
 
 Name            
 
 Phone     Fax      
 
I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization. I need not 

sign this form in order to assure treatment. I understand that I may inspect or have copied the information to be used or disclosed, 
as provided in DFR 164.524. I understand that any disclosure of information carries with it the potential for an unauthorized re-
disclosure and may not be protected by federal confidentiality rules. If I have questions about disclosure of my health information, 
I can contact the staff at Interventional Spine & Pain Management. 

 
I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this authorization I must do so in 

writing and present my written revocation to the Clinic. I understand that the revocation will not apply to my insurance company 
when laws provide my insurer with the right to contest a claim under my policy.   

 
 
 
     ______________              
Signature of Patient, Parent or Parent Representative                     Date 



 

FINANCIAL POLICY 
 
The patient or their guarantor is responsible for full payment for services provided by our physicians at the time 
of service.  The only exception is if our office has contracted with your insurance carrier to accept their payment 
in full after all deductibles, co-insurance and/ or co-pays have been paid by the patient.  Our staff is required by 
insurance carriers, Medicare and Medicaid to collect deductibles, co-insurance and/or co-pay amounts at the time 
of service.  I assign and authorize payment to Interventional Spine and Pain Management directly of any healthcare 
benefits that the patient is entitled to receive. This assignment will not be withdrawn or voided at any time unless 
I pay the account in full. I understand that I am responsible for any and all charges not covered by my insurance 
policy(s). If the patient is entitled to Medicare or Medicaid benefits under Title XVIII of the Social Security Act, 
I request assignment of benefits directly to Spine and Pain Management Center. 
 
To effectively submit your insurance claim and to determine your payment responsibility, we require a copy of 
your insurance, Medicare, Medicare supplement, or Medicaid card, and your current mailing address.  If this 
information cannot be provided, then full payment for services rendered will be required at the time of service. 

 
If we are not contracted with your insurance carrier, we will provide you with a copy of your bill which contains 
all the information necessary for you to bill your insurance carrier.  It will be your responsibility to bill and collect 
from your insurance carrier.  Please be aware that your insurance carrier may not cover medical services provided 
by our office if we are not under contract.  Consequently, if we are not contracted with your insurance carrier, full 
payment for all services rendered will be required at the time of service. 
As a matter of general policy, all patient accounts over 60 days will be charged 1.5% monthly interest of a $3.00 
minimum on the outstanding balance.  In the event that your balance is not paid as agreed, the undersigned jointly 
and severally agrees to pay all costs, allowed by the law, to be charged to a collection agency, including but not 
limited to collection, attorney and court fees. 

 
For your convenience, we accept cash, and credit cards in our office.  If you have any questions regarding this 
policy or payment for services, please contact the receptionist or a representative of the accounts receivable 
department. 

 
I have read all the information above and understand and agree that regardless of my insurance status, I am 
ultimately responsible for the balance on my account and for any professional services rendered.  In the event my 
insurance is billed, I authorize payment of medical benefits to be paid directly to our office.  A photocopy of this 
agreement shall be considered as effective and valid as the original. 

 
Non-covered medical services are the responsibility of the patient and payment is due at the time services are 
rendered. 

 
ALL COPAYS ARE DUE AT THE TIME OF SERVICE. 
 
FOR ANY MISSED APPOINTMENT WITHOUT 24 HOUR NOTICE, THERE CAN BE A FEE 
ASSESED BEFORE RESCHEDULING APPOINTMENT UP TO $100. 
 
Patient’s Signature___________________________________________Date____________________ 
 
 
Responsible Party’s Signature 
(If Patient is Minor) __________________________________________Date____________________ 

 
 



                           

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 



ARBITRATION AGREEMENT 

Article 1   Dispute Resolution 
By signing this Agreement (“agreement”) we are agreeing to resolve any Claim for medical malpractice by the dispute 
resolution process described in this Agreement.  Under this Agreement, you can pursue your Claim and seek damages,  
but you are waiving your right to have it decided by a judge or jury. 
 
Article 2   Definitions 

A. The term” we”, “parties” or” us” means you, (the Patient),and the Provider.  
B. The term” Claim” means one or more Malpractice Actions defined in the Utah Health Care Malpractice Act 
C. (Utah Code 78-14-3(15)). Each party may use any legal process to resolve non-medical malpractice claims. 
D. The term “Provider” means the physician, group or clinic and their employees, partners, associates, agents, 

successors and estates. 
E. The term “Patient” or “you” means: 

(1) you and any person who makes a Claim for care given to YOU, such as yours heirs, your spouse, children, 
parents or legal representatives, AND 

(2) Your unborn child or newborn child for care provided during the 12 months immediately following the 
 date you sign this agreement, or any person who makes a Claim for care given to that unborn or newborn 
child. 

 
Article 3 Dispute resolution Options 

A. Methods Available for Dispute Resolutions.  We agree to resolve any Claim by: 
(1) working directly with each other to try and find a solution that resolves the Claim, OR 
(2) using non-binding mediation (each of us will bear one-half of the costs); OR 
(3)  using binding arbitration as described in this Agreement. 

B. Legal Counsel.  Each of us may choose to be represented by legal counsel during  
any stage of the dispute resolution process, but each of us will pay the fees and costs of our own attorney. 

       C.   Arbitration- Final Resolution. If working with the Provider or using non-binding  
Mediation does not resolve your Claim; we agree that your Claim will be resolved through binding arbitration.  
We both agree that the decision reached in binding arbitration will be final. 
 

 Article 4   How to Arbitrate a Claim 
A. Notice.  To make a Claim under this Agreement, mail a written notice to pro- 

vider by certified mail that briefly describes the nature of your Claim (the “Notice”).  If the Notice is sent to the 
provider by certified mail it will suspend (toll) the applicable statute of limitations during the dispute resolution 
process described in this Agreement.  

B. Arbitrators.  Within 30 days of receiving the Notice, the Provider will contact  
you. If you and the provider can not resolve the Claim by working together or through mediation, we will start the 
process of choosing arbitrators.  There will be three arbitrators, unless we agree that a single arbitrator may resolve 
the Claim.  

(1) Appointed Arbitrators.  You will appoint an arbitrator of your choosing and all Providers will jointly 
appoint an arbitrator of their choosing. 

(2) Jointly-selected Arbitrator.  You and the Provider(s) will then jointly appoint an arbitrator (the “Jointly-
Selected Arbitrator”). If you and the Provider(s) cannot agree upon a Jointly-Selected Arbitrator, the 
arbitrators appointed by each of the parties will choose the Jointly-Selected Arbitrator from a list of 
individuals approved as arbitrators by the state or federal courts of Utah.  If the arbitrators cannot agree  
on a Jointly-Selected Arbitrator, either or both of us may request that a Utah court selects an individual 
from the lists described above.  Each party will pay their own fees and costs in such an action.  The  
Jointly-selected Arbitrator will preside over the arbitration hearing and have all other powers of an 
arbitrator as set forth in the Utah Uniform Arbitration Act. 

C. Arbitration Expenses. You will pay the fees and costs of the arbitrator you appoint, and the Provider(s) will pay the 
fees and costs of the arbitrator the Provider(s) appoints.  Each of us will also pay one-half of the fees and expenses  
of the Selected Arbitrator and any other expenses of the arbitration panel. 

D. Final and Binding Decision. A majority of the three arbitrators will make a final decision on the Claim. The  
decision shall be consistent with the Utah Uniform Arbitration Act. 
 



E. All Claims May be Joined. Any person or entity that could be appropriately named in a court proceeding 
(“Joined Party”) is entitled to participate in this arbitration as long as that person or entity agrees to be bound  
by the arbitration decision(“Joinder”). Joinder may also include Claims against persons or entities that provided 
care prior to the signing date of this Agreement. A “Joined party” does not participate in the selection of the 
arbitrators but is considered a “Provider” for all other purposes of this Agreement.   

 
Article 5 Liability and Damages May Be Arbitrated Separately 
  At the request of either party, the issues of liability and damages will be arbitrated separately. If the arbitration panel finds 
liability, the parties may agree to either continue to arbitrate damages with the initial panel or either party may cause that a 
second panel be selected for considering damages.  However, if a second panel is selected, the Jointly Selected arbitrator  
will remain the same and will continue to preside over the arbitration unless the parties agree otherwise. 
 
Article 6   Venue/Governing Law 
  The arbitration hearings will be held in a place agreed to by the parties. If the parties cannot agree, the hearings will be 
held in Salt Lake City, Utah.  Arbitration proceedings are private and shall be kept confidential. The provisions of the Utah 
Uniform Arbitration Act and the Federal Act govern this Agreement. We hereby waive the prelitigation panel review 
requirements. The arbitrators will apportion fault to all persons or entities that contributed to the injury claimed by the  
Patient, whether or not those persons or entities are parties to the arbitration. 
 
Article 7   Term/Rescission/Termination 

A. Term.  This Agreement is binding on both of us for one year from the date you sign it unless you rescind it.  If it  
is not rescinded, it will automatically renew every year unless either party notifies the other in writing of a decision  
to terminate it.  

B. Rescission. You may rescind this Agreement within 10 days of signing it by sending written notice by registered or 
certified mail to the Provider. The effective date of the rescission notice will be the date the rescission is postmarked.  
If not rescinded, this Agreement will govern all medical services received by the Patient from Provider after the 
date of signing, except in the case of a Joined Party that provided care prior to the signing of this agreement (see 

Article 4(E)) 
C. Termination. If the Agreement has not been rescinded, either party may still terminate it any time, but termination  

will not take effect until the next anniversary of the signing of the agreement.  To terminate this Agreement, send 
written notice by registered or certified mail to the Provider.  This agreement applies to any claim that arises while 
it is in effect, even if you file a Claim or request arbitration after the Agreement has been terminated.  

 
Article 8   Severability  

If any part of this Agreement is held to be invalid or unenforceable, the remaining provisions will remain in full force 
and will not be affected by the invalidity of any other provision. 
 

Article 9   Acknowledgement of Written Explanation of Arbitration 
I have received a written explanation of the terms of this Agreement.  I have had the right to ask questions and have my 
questions answered.  I understand that any Claim I might have must be resolved through the dispute resolution process  
in this Agreement instead of having them heard by a judge or jury.  I understand the role of the arbitrators and the manner 
in which they are selected.  I understand the responsibility for arbitration related costs.  I understand that this Agreement 
renews each year unless cancelled before the renewal date. I understand that I can decline to enter into Agreement and  
still receive health care. I understand that I can rescind this Agreement within 10 days of signing it. 
 

Article 10   Receipt of Copy   I have received a copy of this document. 
 
Provider 
VIKAS GARG /ALEX J. NELSON/R. JAKE MEASOM   __________________________________________ 
Name of Physician, Group or Clinic    Name of Patient (Print) 
 
By: ___________________                                                        ___________________________________________  
_________________________________ 
 Signature of physician or Authorized Agent                               Signature of Patient or Patient’s Representative (Date) 
 
 



 
NARCOTIC MEDICATION AGREEMENT 

 
You have agreed to receive narcotics for the treatment of your pain.  It is important that you understand the 

risks and responsibilities that go along with this treatment.  Please read each statement and sign this 
agreement/contract below.  If you have any questions regarding this information or the office policy 
regarding the prescribing of narcotics, please request clarification. 

 
I, _________________________________________________, understand that:  Any medical treatment is 

initially a trial, and that continued prescription is based on evidence of benefit.  I understand that the goal 
of using narcotics is to decrease my pain and increase my functional level.  If my pain does not 
significantly decrease and/or my function increase, the medication will be stopped. 

 
I am aware that the use of such medicine has certain risks associated with it, including, but not limited to: 

sleepiness or drowsiness, constipation, nausea, itching, vomiting, lightheadedness, dizziness, confusion, 
allergic reaction, slowing of reflexes or reaction time, kidney or liver disease, sexual dysfunction, physical 
dependence, tolerance to analgesia, addiction, withdrawal and the possibility that the medicine will not 
provide complete relief 

 
The overuse of narcotic medication can result in serious health risks including respiratory depression or even 

death. 
 
This medication will be strictly monitored and all of my medications should be filled at the same pharmacy. 

(Should the need arise to change pharmacies our office must be informed). The pharmacy that I have 
selected is: 

 
Pharmacy: __________________________________________________________________ 
 
Phone: _____________________________________________________________________ 
 
I cannot receive this medication by phone. I will not call the office to have a prescription called in. 
 
I am responsible for making and keeping scheduled appointments. Early refill requests will not be honored. 
 
I will take the narcotic medication only as prescribed.  Any changes must be first discussed and agreed upon 

with the physician. 
 
Medications will not be replaced if they are lost, get wet, are destroyed, left on an airplane, etc. if my 

medication has been stolen and I complete a police report regarding the theft, an exception might be made.  
It is expected that you will take the highest possible degree of care with your medication and prescription. 

 It is recommended that I keep medications stored in a locked box where I or one controlling my meds has 
access. 

 
They should not be left where others might see or otherwise have access to them. 
 
I agree that only my ISPM physician will prescribe my narcotic medication. I will not obtain or use 

narcotics or other controlled substances from a source other than ISPM. I will instruct my other 
physicians to confer with the ISPM physician for any changes or need for additional narcotic medications. 
If it is brought to the attention of the clinic that other providers are prescribing medications for me, the 
ISPM reserves the right to discontinue prescribing medications and/or discharge me from the clinic. 

 



I will inform my ISPM physician of any changes in my medical condition, any changes in any prescription 
and/or over the counter medication that I take and of any adverse affects that I may experience from any 
of the medications that I take. 

 
I agree tell my ISPM physician my complete and honest personal drug / medication usage and history. 
 
I will not use any illegal “street drugs” while receiving medications from ISPM. Including, non-prescribed 

cannabis products. 
 
I will communicate fully and honestly with my physician about the character and intensity of my pain, the effect 

of the pain on my daily life, and how well the medicine is helping to relieve the pain. 
 
I will inform the provider of the name and contact information for which I receive a prescription for cannabis 

products. 
 
Routine blood work and random drug screens may be a part of my treatment plan. I agree to have them done 

 on the day the physician requests it. 
 
The prescribing physician has permission to discuss all diagnostic and treatment details with dispensing 

pharmacists or other professionals who provide my health care for purposes of maintaining accountability. 
 
If the responsible legal authorities have questions concerning my treatment, as might occur, for example, if I 

were obtaining medications at several pharmacies, all confidentiality is waived, and these authorities may 
be given full access to my records. 

 
It is a felony to obtain narcotic medications under false pretenses. This could include getting medication 

from more than doctor, misrepresenting me to obtain medications, using them in a manner other 
then prescribed or diverting the medications in any other way (selling). 

 
I know that narcotic medications will be stopped if any of the following occurs: 
 I trade, sell, or misuse the medication  
 The clinic finds that I have broken any part of the agreement 
 I do not go for a blood/urine test or pill count within 24 hours of being asked to.  
 My blood or urine test shows the presence of medications that the staff are not aware of, the 

presence of illegal drugs, or does not show medications that I am receiving a prescription for 
 I get narcotics from sources other than ISPM 
 Any member of the professional staff of ISPM feels that it is in my best interests that Narcotic 

treatment is stopped 
 Any aggressive behavior toward physician or staff 
 I consistently miss scheduled appointments 
 
It is understood that failure to adhere to this agreement may result in cessation of therapy with controlled 

substance prescribing (no narcotic prescriptions will be written) by ISPM physicians. 
 
I have read the Narcotic Medication Agreement and without question understand all of this agreement. By 

signing this agreement, I affirm that I have read, understand and accept all the terms of this agreement. 
 
 
Patient signature: ______________________________                                  Date: _________________ 
 
Clinic Witness: _______________________________                                  Date: _________________ 



PAIN MANAGEMENT CENTER PATIENT HISTORY 
 
 
Name: _______________________________________   Date of Birth: ____________________ 
 
Please fill in completely (0) all circles (yes and no) as pertaining to your current symptoms 
 
Constitutional      Musculoskeletal 
weight gain  O  Yes O  No   joint pain  O  Yes O  No 
fatigue   O  Yes O  No   joint swelling  O  Yes O  No 
fever   O  Yes O  No   joint stiffness  O  Yes O  No 
loss of appetite  O  Yes O  No   muscle cramps  O  Yes O  No 
       muscle swelling  O  Yes O  No 
 
Ophthalmology      Neurology 
drainage from eyes O  Yes O  No   tingling/numbness O  Yes O  No  
glasses/contacts  O  Yes O  No   fainting   O  Yes O  No 
excess tearing  O  Yes O  No   headache  O  Yes O  No  
eye pain   O  Yes O  No   weakness  O  Yes O  No  
vision changes  O  Yes O  No   dizziness  O  Yes O  No  
 
ENT       Dermatology 
ear pain   O  Yes O  No   rash   O  Yes O  No  
ear discharge  O  Yes O  No   skin itching  O  Yes O  No  
hearing loss  O  Yes O  No   skin infection  O  Yes O  No  
ringing in ears  O  Yes O  No  
ear infection  O  Yes O  No   Endocrinology 
post-nasal drip  O  Yes O  No   hot flashes  O  Yes O  No 
sore throat  O  Yes O  No   hair loss   O  Yes O  No 
bleeding gums  O  Yes O  No   always hot  O  Yes O  No 
       always cold  O  Yes O  No 
Cardiology      excessive thirst  O  Yes O  No 
chest pain (angina) O  Yes O  No  
palpitations  O  Yes O  No   Hematology/Lymph 
heart murmurs  O  Yes O  No   easy bruising  O  Yes O  No 
shortness of breath O  Yes O  No   easy bleeding  O  Yes O  No 
       swollen lymph nodes O  Yes O  No 
Respiratory      anemia   O  Yes O  No  
cough   O  Yes O  No  
wheezing  O  Yes O  No   Allergy/ Immune system 
shortness of breath O  Yes O  No   AIDS   O  Yes O  No 
       allergies   O  Yes O  No 
Gastroenterology     frequent infections O  Yes O  No 
heartburn  O  Yes O  No   steroid use  O  Yes O  No 
peptic ulcers  O  Yes O  No   hives   O  Yes O  No 
nausea   O  Yes O  No  
vomiting  O  Yes O  No   Psychology 
diarrhea   O  Yes O  No   anxiety   O  Yes O  No 
constipation  O  Yes O  No   depression  O  Yes O  No 
laxative use  O  Yes O  No   mood swings  O  Yes O  No 
jaundice   O  Yes O  No   nightmares  O  Yes O  No 
loss of bowel control O  Yes O  No  
 
Urology       Male reproductive 
frequent urination  O  Yes O  No   difficulty with erection O  Yes O  No 
urinary tract infection O  Yes O  No  
painful urination  O  Yes O  No   Female reproductive 
urinary retention  O  Yes O  No   pregnant   O  Yes O  No 
urinary dribbling  O  Yes O  No  
loss of urinary control O  Yes O  No        
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Where is your pain located? 
O  neck    O  shoulder O  upper arm O  forearm O  finger O  low back 
O  headaches O  thigh O  shin  O  toes  O  ankle O  groin 
O  chest O  entire arm O  axilla O  elbow O  hand O  abdomen 
O  ribs  O  buttock O  calf  O  foot  O  heel  O  knee 
O  mid-back O  facial 
         
How long have you had your pain?  
O  0-6 months O  6-12 months  O  1-5 years O  5-10 years O  longer than 10 years  
 
In the last 2-3 weeks when does your pain occur?  
O  intermittent (on/off) O  less than 8 hrs/day O  8-16 hrs/day O  constant 
  
On a scale of 0 to 10, with 10 being the worst pain, mark where the severity of your pain is.  
O  0 O  1 O  2 O  3 O  4 O  5 O  6 O  7 O  8 O  9 O  10  
 
Associated numbness O  Yes O  No  
Associated Tingling  O  Yes O  No  
 
What was the setting when the problem first occurred?  
O  alcohol consumption    O  animal bite or sting   O  infectious disease 
O  birth-related conditions    O  emotional stress   O  home 
O  school or campus     O  school-related travel  O  toxic substance exposure 
O  prolonged keyboard activity  O  repetitive grasping   O  repetitive lifting 
O  running/jogging   O  sports (without obvious trauma) O  squatting 
O  standing    O  straining    O  throwing 
O  walking    O  twisting    O  weight training 
O  underwater diving   O  stroke (CVA)   O  surgery 
O  reaching    O  workplace    O  medication 
O  bending over   O  driving    O  coughing 
O  dancing    O  having sex    O  head movement 
O  lying down    O  none identified   O  sitting 
O  sneezing         
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Please describe your pain (quality): O  aching O  boring or drilling O  cold     O  crushing 
O  gnawing O  hot  O  nagging O  penetrating O  pins and needles O  pressure  
O  raw  O  shock-like O  shooting O  sore  O  stinging  O  throbbing  
O  tightness O  burning O  stabbing O  mild O  heaviness  O  dull  
O  moderate O  sharp O  cramping O  severe O  other   
O  quality cannot be determined 
  
Please indicate those activities that INCREASE your pain: (check all that apply)  
O  work O  walking O  bending O  lying flat O  standing O  sitting O  stress 
O  alcohol consumption O  foods or beverages  O  locale (i.e. home/work/etc.)  
O  lying on affected side O  medications  O  menstrual cycle   
O  physical activities  O  recreational drug use O  sleep-related factors  
O  toxic substance exposure O  travel   O  underwater diving  
O  weight gain   O  other  
 
Please indicate those activities that DECREASE your pain: (check all that apply)  
O  walking O  standing O  rest  O  applying heat O  applying cold O  injections  
O  sitting down O  physical therapy O  relaxation exercises O  lying flat O  bending 
O  medications O  emergency room treatment O  elevating the affected area  
O  position change O  non weight bearing O  supporting the extremity O  avoiding stress  
O  massage O  moving the area continuously O  sleeping O  nothing O  other 
  
Associated signs/symptoms: O  bleeding O  bone misalignment O  cramping O  dizziness  
O  drainage O  drop objects O  fatigue O  fever O  joint problems  
O  language difficulty    O  mental status change O  muscle tightness O  muscle weakness  
O  nausea O  numbness O  pain  O  paralysis O  poor sleep O  swelling O  none 
  
Does your pain affect: O  your quality of life  O  sleep  
 
How many ER visits have you had in the last 3 months for pain?  
O  1 O  2 O  3 O  4 O  5 O  more than five O  none  
 
Do you take any of the following anticoagulants? (check all that apply)  
O  coumadin O  heparin O  plavix O  fragmin O  lovenox O  enoxaparin O  normiflo 
O  ardeparin O  orgaran O  danaparoid  
 
Imaging studies in the last 5 years: O  CT scan O  EMG (electromyogram) O  IVP  
O  MRI scan O  Myelogram O  X-rays O  Other tests O  None  
 
Have you tried any of these therapies: O  acupressure  O  acupuncture  
O  biofeedback O  chiropractors O  elevation O  exercise O  heat  O  ice  
O  intradiscal therapy O  massage O  nerve stimulation O  occupational therapy O  relaxation 
O  surgery O  none  
 
Have you tried any of these pain clinic treatments: O  injection therapy O  medications 
O  physical therapy O  other pain centers O  psychotherapy O  relaxation O  surgery  
O  none  
 
Have you tried the following NSAIDS to help relieve your pain: O  iburprofen O  aleve  
O  advil O  naproxen O  celebrex O  toradol O  indocin  
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Are you on Workers Comp? O  Yes O  No  
 
Mark the appropriate information related to Worker's Compensation:  
O  Work related travel O  trauma and/or injury O  unable to work at all since the injury 
O  able to work with restrictions since the injury  O  temporary limitations after the injury 
O  no restrictions now  O  no work restriction since the injury 
  
Litigation Pending: O  Yes O  No  
 
If you are involved in any lawsuits, who is the lawsuit against? (Check all that apply)  
O  Worker's Compensation O  Auto Accident O  Disability Claim O  Other  
 
Have you been to any of the following types of doctors?  
O  Back Surgeon O  Neurologist  O  Rheumatologist O  Other pain doctor  
 
Past Medical History 
HTN   O  Yes O  No    Cancer or Tumor  O  Yes O  No 
Diabetes  O  Yes O  No    Anemia/Blood disorder O  Yes O  No 
Arthritis  O  Yes O  No    Neurological disorders O  Yes O  No 
Asthma  O  Yes O  No    Bladder/Kidney disease O  Yes O  No 
Heart disease  O  Yes O  No    Liver/gallbladder problems O  Yes O  No 
Lung disease  O  Yes O  No    Rheumatic fever  O  Yes O  No  
Stroke   O  Yes O  No    Thyroid/endocrine problem O  Yes O  No  
Pancreatitis  O  Yes O  No    Tension headache  O  Yes O  No  
Bleeding disorder O  Yes O  No    Peptic ulcer disease  O  Yes O  No  
Colitis   O  Yes O  No    Autoimmune disorder  O  Yes O  No  
Anxiety disorder O  Yes O  No    Migraine headache  O  Yes O  No 
Seizures  O  Yes O  No  
  
Family History 
Is your father still alive? O  Yes O  No  
Is your mother still alive? O  Yes O  No  
Do you have children or other dependents at home?   O  Yes O  No  
 
Social History 
What is your marital status? O  Married O  Single O  Divorced O  Widowed  
Are you currently employed? O  Yes O  No  
Are you on disability?  O  Yes O  No  
What type of disability do you have?  
O  Short term  O  Long term  O  Social Security  O  Other 
  
Do you use alcohol to control your pain? O  Yes O  No  
 
Mark if you use any of the following drugs recreationally:  
O  Amphetamines O  Barbituates  O  Cocaine O  Codeine O  Diazepam O  Heroin 
O  Hydrocodone O  Marijuana  O  Oxycodone O  Soma  
 
Dependency or addiction to drugs now or in the past? (Check all that apply)  
O  Amphetamines O  Barbituates  O  Cocaine O  Codeine O  Diazepam O  Heroin  
O  Hydrocodone O  Marijuana  O  Morphine O  Oxycodone O  Soma  
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