Walton Pain Center
1355 Independence Drive
Augusta, GA 30901
(706) 724-1821

Full Name: DOB: Age:

Date:

Referring Physician: Specialty:

Primary Care Physician information:

Name Address

Chief Complaint: What is your most bothersome pain problem?

Phone Number

History of Present Illness: How long have you had this problem?

Precipitating event: [ Iwork injury [lauto accident [ lunknown [ lother

Is your pain: [Idull [lachy [Iconstant [Isharp [Ishooting [lother

Do you experience: [Jburning [Icramping [Itingling [Jnumbness [Jother

Pain increased on: [Isitting [Istanding [Iwalking [Ilying down [lother

Pain decreased on: [Isitting [Istanding [Jwalking [Ilying down [Jother

How long can you:  sit [Ino limit stand [Ino limit walk [Ino limit
Does your pain radiate to: ~ leg/foot [Iright [lleft arm/hand [right [left
Previous treatment: Please list all treatments even if they did not help
Medication:
Physical therapy: Dates/Type
Injections: Dates/Type
Surgery: Dates/Surgeon
Other:
Please use the diagram below to indicate the area of the most significant pain.
Use XXX for the location, ::: for areas of numbness and /or tingling.
Use — to show if the pain travels from one area to another.
Right Left Left Right
Right Left

Mark Current/Best/Worst levels of pain
0 =No Pain 10 = Unbearable Pain

|
0 5 10

Initial Evaluation Questionnaire
591/03-07/100HW

Page 1 of 2



Walton Pain Center
1355 Independence Drive
Augusta, GA 30901
(706) 724-1821

Past Medical/Surgical History: if YES please explain on the spaces provided

Past Current Past Current

headaches o O GERD/ulcers o O
stroke O O kidney disease O O
thyroid disease o o hepatitis o o
cancer o O fracture o O
lung disease/asthma 0O O joint replacement o o
blood clots o O arthritis o O
high blood pressure 0O [ neurological disorders [0 [
depression O O pinched nerve O O
heart disease o O seizures o O
diabetes O O psychiatric treatments [0 [
gastrointestinal disease 1 [ HIV/AIDS o O
Other (please explain)

Surgeries (please include dates)

Family History: (please list all known medical conditions present/past in parents, siblings, grandparents)

Social History:

Marital Status:  [Isingle [Imarried [Jseparated [Idivorced [Jwidowed [Jother

Occupation: Ufull-time [Ipart-time [Jretired [Idisabled [Inot working
Education: highest grade completed Hobbies:

Smoking: [yes [Ino if yes: how many packs per day? how long?

Alcohol: [yes [Ino if yes: how many drinks per day? how long? [Isocially/occasionally

Street Drugs (illegal or abused prescription): [lyes [Ino if yes, explain
Have you ever had an alcohol or drug abuse problem in the past? [lyes [Ino if yes, explain

Radiological Tests: Please include all tests applicable to current pain problem performed in the last 5 years
[l X-Ray
'] CT scan

1 MRI

'] Myleogram
Tl Other

Treatment Goals: [ Be more active and functional ] Improve relations with family
1 Return to work 1 Other

I certify that I have truthfully answered all questions to the best of my ability, without knowingly
withholding any information concerning problems either past or present.

Patient signature Date
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