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v What best describes the purpose of your visit (all that apply)

| had surgery and am here for follow-up

I had imaging done (MRI, CT, etc) and am here to review the results

Follow up for an existing problem. | have NOT had surgery or further imaging since my last visit

New problem (different than what | have previously been seen for)

In your own words, since your last visit,
describe how your condition has changed or
whether you have any new symptoms

v’ Made my pain:
v'Treatment history since last visit | No | Yes | Details (If Yes)

Better | No Change | Worse

Medicine (ie Motrin, Aleve, Vicodin, Medication:
Percocet)

How many:
Epidurals or Nerve Root injections
Date of last injection:

Physical Therapy How long:

Describe the quality and severity of your pain (circle) (0) Not at all, (1) Mild, (2) Moderate, (3) Severe

Throbbing 01 2 3 Gnawing 01 2 3 Splitting 0 1 2 3
Shooting 01 2 3 Hot-Burning 01 2 3 Tiring/Exhausting 0 1 2 3
Stabbing 01 2 3 Aching 01 2 3 Sickening 0 1 2 3
Sharp 0 1 2 3 Heavy 01 2 3 Fearful 0 1 2 3
Cramping 0 1 2 3 Tender 01 2 3 Punishing-Cruel 0 1 2 3
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Circle your level of

pain from 0 to 10 &Less Pain Worse Pain >

Circle the word(s) you would use to describe the pattern of your pain

Continuous Rhythmic Brief
Steady Periodic Momentary
Constant Intermittent Transient
Using the symbols, RIGHT LEFT LEFT RIGHT

mark the location and
type of pain on the
diagrams

If you have pain into the
lower leg, feet, or hands,
make sure you note it
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