                            Chicago Pain Clinics L.L.C
        Pain Questionnaire form

Mohammad Hosseinian  M.D
American Pain Board certified
American anesthesia Board certified
Please fully complete this form and return to the office.
Name:                                                         DOB:                             SSN:                                 Home Phone #

Home address:

Health Insurance:  Primary Insurance                                           Policy#     
                              Secondary Insurance

Who helps care for you?  
Name:                                                           Phone#

Address:

Please provide name of person and phone number, in case of emergency to be contacted?

Name:                                                                           phone#
Address:

Who is your primary care doctor or family doctor?

Name:

Phone #                                  Fax #

Office address:

Which Physician refers you to us? 

Name:

Phone # 





Fax #

Office address: 

Please put mark on any area of body you have pain: 

[image: image1.png]



	#
	Pain Questions
	yes
	No
	Explain if your answer is yes
	Don’t write here

	1
	Are you currently involving in litigations?



	
	
	
	

	2
	Are there any locations on your body where you have the most pain?


	
	
	
	

	3
	Does your pain travel anywhere?


	
	
	
	

	4
	How long have you had this pain?  

	
	
	
	

	5
	Was there an event that caused this pain, such as a car accident, or injury at work?
	
	
	
	

	6
	Can you describe the nature of your pain?  

For example: burning, aching, sharp, stabbing, throbbing, or shooting…….
	
	
	
	

	7
	Can you describe the frequency of your pain? For example: constant or intermittent
	
	
	
	

	8
	Is there a time of the day that your pain is better or worse?

	
	
	
	

	9
	On a scale of 0 to 10 (0 being no pain and 10 being the worst pain you can imagine):


	
	
	Usual pain score:

Highest pain score:

Lowest pain score:
	

	10
	Are there things make your pain worst? 


	
	
	
	

	11
	Are there things make your pain better?  


	
	
	
	

	12
	Does this pain cause you problems with your sleep?
	
	
	
	

	13
	Do you have problems going to sleep, waking up early, or waking up in the middle of your sleep?
	
	
	
	

	14
	Do you use any medication for pain control?


	
	
	List of pain medication:

-

-

-

	

	15
	Do pain medications help to control your pain?


	
	
	
	

	16
	Do you have any side effect from pain medication? 


	
	
	
	

	17
	Do you have used any of these therapies?   Please report the result.

Surgery/Nerve/Blocks/TENS/Biofeedback/Acupuncture/Manipulation/Traction/Massage/therapy/Psychotherapy/psychiatric care/Hypnosis/Ultrasound/Exercise.
Other therapies:


	
	
	
	


	ROS
	
	yes
	No
	
	

	1
	Do you have Weight loss or weight gain?
	
	
	
	

	H
	Did you have history of:

-Chest Pain at rest or with exertion?

-Heart failure/congestive failure?/

-heart attack?

-murmur/rheumatic/ valve  disorder? 

-High blood pressure?
	
	
	
	

	L
	Do you have history of:

- Asthma/ wheezing?

-Emphysema/ chronic bronchitis?

-Recent cold/ flu/ pneumonia?

-Shortness of breath at rest or on exertion
	
	
	
	

	GI
	Do you have history of:

-Hiatal Hernia? /-Reflux? /Heartburn?

-Ulcers/ gastritis? /Vomiting blood?

-Blood in stool? /-Change in bowel habits?

-Constipation? Loss of control of bowels?

-Liver problems/ hepatitis?
	
	
	
	

	GU
	Do you have history of:

-Kidney problems?

-Frequent urinary tract infections?

-Blood in urine?

-Loss of control of bladder?

-Male: Erectile dysfunction?

-Female: abnormal bleeding?

-Female: Could you be pregnant?

- Are you Pregnant?
	
	
	
	

	End
	Do you have history of:

-Diabetes?/Thyroid problems? Any other hormonal problem?
	
	
	
	

	Neu
	Do you have history of:

-Seizure/epilepsy/convulsions?

-Stroke/brief weakness/paralysis?

-Multiple sclerosis/Parkinson?

-Head Injury?

-Visual or hearing problem?
	
	
	
	

	B
	Do you have history of:

-Anemia?/Bleeding problems/slow to stop bleeding?

-Leukemia/ sickle cell anemia?
	
	
	
	

	
	Do you have history of:

-Cancer?

-Radiation or chemotherapy? 

-Lumps or bumps on neck, under arm, in

  groin, in breast est.?
	
	
	
	

	
	Do you have history of:

-Arthritis?

-Shrinkage or loss of muscle size or strength?
	
	
	
	

	P
	Do you have history of:

-Depression?/Anxiety?

-Thoughts of suicide or homicide?
	
	
	
	

	
	Do you have any other medical condition or diseases not listed above?
	
	
	
	


	
	Questions
	yes
	No
	Explain if your answer is yes
	

	S1
	Do you Smoke?
	
	
	   …pack per day for … years
	

	2
	Do you Drink Alcohol? 

-what kind? / How much? / How often?
	
	
	
	

	3
	Do you use any street drug?  
	
	
	
	

	4
	Are you currently working?  

What is your profession?
	
	
	
	

	5
	Are you on disability?
	
	
	
	

	6
	Are you living with somebody?  
	
	
	
	

	7
	-Do you have other family members in Chicago?  

-Are they involved in your care?  Who helps care for you?  
	
	
	
	

	FH
	Do you have any diseases run in your family?

-Mother?/Father?/ blood Relatives?
	
	
	
	

	SH1
	Did you have any past surgeries?

Please List surgery that you had.
	
	
	
	

	2
	Did you have any problems with anesthesia?
	
	
	
	

	M
	Do you use any medication for general health?
	
	
	List of general health medication:

-                                -

-                                -                             
	

	A
	Are you allergic to any medications? or food?
	
	
	
	


I,  …………………………….……………….. filled this questioner form truthfully and at the best of my knowledge.  I agree to proceed  pain consult with Chicago pain clinics L.L.C.  I agree to have and keep continue my appointment with my primary physician and/or referral physician for general health problem.

Patient’s Name:………………………..
Signature:…………………………..

Date: ………………………………….  
                                                                 Office use only

	


