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                                          New Client
Comprehensive History
	A.
	General Information 

	Name:
	Today’s Date:

	Address:
	Sex:   FORMCHECKBOX 
  Male   FORMCHECKBOX 
 Female

	City, State, Zip:  

	Age:
	Date of Birth:
	Height:
	Weight:

	Telephone:
	(Home)
	(Work)
	(Cell)

	Referring Physician:
	Primary Care Physician:

	Address:
	Address:

	City, State, Zip
	City, State, Zip

	Phone Number:
	Phone Number:  

	Education:
	 FORMCHECKBOX 

	1-8 Grades
	 FORMCHECKBOX 

	Vocational Training

	
	 FORMCHECKBOX 

	High School Graduate
	 FORMCHECKBOX 

	College Graduate

	
	 FORMCHECKBOX 

	Advanced Degree
	What Degree:

	Marital Status:
	 FORMCHECKBOX 

	Single
	 FORMCHECKBOX 

	Married*    
	How Long:  
  Number of Children:  


	*If married - spouse’s occupation:  


	With whom are you currently living (please check all that apply)?

	
	 FORMCHECKBOX 

	Alone
	 FORMCHECKBOX 

	Parent
	 FORMCHECKBOX 

	Spouse
	 FORMCHECKBOX 

	Other(s)

	
	 FORMCHECKBOX 

	Children
	How many live with you?  

	Pets__________

	What language(s) do you usually speak?
	 FORMCHECKBOX 

	English
	 FORMCHECKBOX 

	Other

	What language(s) do you usually read?
	 FORMCHECKBOX 

	English
	 FORMCHECKBOX 

	Other 
	 FORMCHECKBOX 

	None

	How do you learn best?
	 FORMCHECKBOX 

	Reading
	 FORMCHECKBOX 

	Listening
	 FORMCHECKBOX 

	Demonstration

	
	 FORMCHECKBOX 

	Video
	 FORMCHECKBOX 

	Pictures
	 FORMCHECKBOX 

	Other

	Are there any special needs or cultural, religious, social or financial concerns that we should know about in order to better meet your needs?   FORMCHECKBOX 
  No     FORMCHECKBOX 
  Yes     If yes, explain:  









	B.
	Pain Information

	1.
Please mark the location(s) of the pain.  If you have more than one area, please number them 1-4 on the body 
diagram and complete the questions for each area you have pain.  If whole areas are painful you can shade them. 
AREA 1: Mark this area on the picture





















                         FRONT OF BODY

1.
Where is the pain?

2.
How long has this area been painful?  

3.
On a scale of 0-10 where:   0=No pain    10=Unbearable

    
Mark the range of pain you feel in this part of the body 



_____________________________________



0                             5


   10 

4.
Is there a time of day or night this area hurts the worse?

AREA 2: Mark this area on the picture

1.
Where is the pain?

2.
How long has this area been painful?  

3.
On a scale of 0-10 where:   0=No pain    10=Unbearable


Mark the range of pain you feel in this part of the body




_____________________________________



0                             5


   10 

4.
Is there a time of day or night this area hurts the worse?
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AREA 3: Mark this area on the picture










     










                          BACK OF BODY

1.
Where is the pain? 

2.
How long has this area been painful?  

3.
On a scale of 0-10 where:   0=No pain    10=Unbearable


Mark the range of pain you feel in this part of the body





_____________________________________



0                             5


   10 

4.
Is there a time of day or night this area hurts the worse?

AREA 4: Mark this area on the picture

1.
Where is the pain?

2.
How long has this area been painful?  

3.
On a scale of 0-10 where:   0=No pain    10=Unbearable


Mark the range of pain you feel in this part of the body





_____________________________________



0                             5


   10 

4.
Is there a time of day or night this area hurts the worse?


	2.
	How long can you do the following activities before pain increases?  
	Amount of time you can tolerate the activity
	Areas of the body the activity aggravates

	
	Sitting
	
	

	
	Lying
	
	

	
	Standing 
	
	

	
	Walking
	
	

	
	Exercising
	
	

	
	Bending
	
	

	
	Reaching
	
	

	
	Lifting/carrying: How much can you lift/carry?
	
	

	
	Transfers (from bed, chair, car etc)
	
	

	3.
	During the past month, how much did pain interfere with the following activities (check the box for each item that best describes your situation)?

	
	
	Not at all
	A little bit
	Moderately
	Quite a bit
	Extremely

	
	Grooming 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Sleeping 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Physical intimacy
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Shopping or running errands
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Going to work
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Performing household chores
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Participating in hobbies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Doing yard work or exercising
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Socializing with friends/family
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	4.
	Are there other factors that make the pain 


 FORMCHECKBOX 
  better? (please list)  



 FORMCHECKBOX 
  worse? (please list)  



	5.
	How often do you have pain?  (please check one)

 FORMCHECKBOX 
  Constantly (100% of the time)
  FORMCHECKBOX 
  Occasionally (less than 30% of the time)


 FORMCHECKBOX 
  Nearly constantly (60% to 95% of the time)   FORMCHECKBOX 
  Intermittently (30% to 60% of the time)                                                                                                                                                                                                                           

	6.
	Have any of your family members ever had a chronic pain problem?   FORMCHECKBOX 
  No   FORMCHECKBOX 
  Yes

If yes, who and what kind?



	7.
	How often during the day do you lie down because of pain?

 FORMCHECKBOX 
  Never

 FORMCHECKBOX 
  Seldom
 FORMCHECKBOX 
  Sometimes
 FORMCHECKBOX 
  Often
 FORMCHECKBOX 
  Constantly


	C.
	Health and Treatment History


	1.
	Please check all of the treatments you have tried for pain, and complete the appropriate columns at the right.

	
	Treatment
	Provider
	When
	Helpful or Not

	
	
	
	
	No
	Yes

	
	 FORMCHECKBOX 
  Surgery (please list in surgical section, page 6)
	
	
	
	

	
	 FORMCHECKBOX 
  Acupuncture
	
	
	
	

	
	 FORMCHECKBOX 
  Biofeedback
	
	
	
	

	
	 FORMCHECKBOX 
  Chiropractic
	
	
	
	

	
	 FORMCHECKBOX 
  Exercise
	
	
	
	

	
	 FORMCHECKBOX 
  Heat treatment
	
	
	
	

	
	 FORMCHECKBOX 
  Herbal or homeopathic
	
	
	
	

	
	 FORMCHECKBOX 
  Hypnosis
	
	
	
	

	
	 FORMCHECKBOX 
  Magnets
	
	
	
	

	
	 FORMCHECKBOX 
  Massage
	
	
	
	

	
	 FORMCHECKBOX 
  Meditation
	
	
	
	

	
	 FORMCHECKBOX 
 Nerve block or injections
	
	
	
	

	
	 FORMCHECKBOX 
 Occupational Therapy
	
	
	
	

	
	 FORMCHECKBOX 
  Pain Management Program
	
	
	
	

	
	 FORMCHECKBOX 
 Pain medication pump
	
	
	
	

	
	 FORMCHECKBOX 
 Physical Therapy
	
	
	
	

	
	 FORMCHECKBOX 
  Prayer/Spiritual Ttechniques
	
	
	
	

	
	 FORMCHECKBOX 
  Psychotherapy/Counseling
	
	
	
	

	
	 FORMCHECKBOX 
  Relaxation Techniques
	
	
	
	

	
	 FORMCHECKBOX 
  Spinal chord stimulator
	
	
	
	

	
	 FORMCHECKBOX 

TENS (electrical stimulator)
	
	
	
	

	
	 FORMCHECKBOX 
  Traction
	
	
	
	

	
	 FORMCHECKBOX 
  Other
	
	
	
	

	2.
	Have you ever experienced abuse?   FORMCHECKBOX 
  No   FORMCHECKBOX 
 Yes

	3.
	Have you ever had a mental health evaluation or treatment for any problem?  

 FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes

	4.
	Have you ever been in treatment for misuse of alcohol, drugs or prescribed medications:  

 FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes


	5.
	Are you or others concerned about your current alcohol, drugs or medication use?

 FORMCHECKBOX 
  No       FORMCHECKBOX 
 Yes

	6.
	Has pain ever been so bad that you have considered or attempted to end your life?  

 FORMCHECKBOX 
  No      FORMCHECKBOX 
 Yes  

	7.
	In the past year, has your weight (check one).   FORMCHECKBOX 
  Remained the same?  

 FORMCHECKBOX 
  Increased?  By how many pounds? 
  FORMCHECKBOX 
  Decreased?  By how many pounds? 
     

	8.
	Do you drink caffeinated beverages?   FORMCHECKBOX 
  No     FORMCHECKBOX 
  Yes  Daily amount  


	9.
	Do you use nicotine products?  
 FORMCHECKBOX 
  No     FORMCHECKBOX 
  Yes  

If yes, what type and how much 



	10.
	Do you drink alcoholic beverages?   FORMCHECKBOX 
  No     FORMCHECKBOX 
  Yes 
If Yes, what type and how much?  
  How often?  



	11.
	What else in your life, besides pain, is causing you stress?  






	12.
	Aside from the pain problem, how is your general health (please check one)?

 FORMCHECKBOX 
  Excellent
   FORMCHECKBOX 
  Minor health problems only     FORMCHECKBOX 
  Major health problems 

	13.
	Please list allergies:  


























	14.
	Have you had any of the following health problems (please check all that apply)?

	
	 FORMCHECKBOX 
  High blood pressure
	 FORMCHECKBOX 
  Diabetes

	
	 FORMCHECKBOX 
  Angina or chest pain
	 FORMCHECKBOX 
  Thyroid problem

	
	 FORMCHECKBOX 
  Heart problems
	 FORMCHECKBOX 
  Kidney problem

	
	 FORMCHECKBOX 
  HIV
	 FORMCHECKBOX 
  TIA or stroke

	
	 FORMCHECKBOX 
  Liver disease
	 FORMCHECKBOX 
  Chronic cough

	
	 FORMCHECKBOX 
  Anemia/other blood problems
	 FORMCHECKBOX 
  Bleeding problem

	
	 FORMCHECKBOX 
  Seizure or epilepsy
	 FORMCHECKBOX 
  Arthritis 

	
	 FORMCHECKBOX 
  Cancer
	 FORMCHECKBOX 
 Lung problem/TB/Asthma

	
	 FORMCHECKBOX 
  Stomach/Bowel problem
	 FORMCHECKBOX 
  Skin problems/Open wounds

	
	 FORMCHECKBOX 
  Frequent headaches
	 FORMCHECKBOX 
  Joint replacement, type 


	
	 FORMCHECKBOX 
  Sleep apnea
	 FORMCHECKBOX 
  Transplant, type 


	
	 FORMCHECKBOX 
  Recent change in mobility or ability to care for yourself
	 FORMCHECKBOX 
   Pacemaker

	
	Disabilities or 

Impairments:
	 FORMCHECKBOX 
  None
 FORMCHECKBOX 
  Vision
 FORMCHECKBOX 
  Hearing     
 FORMCHECKBOX 
  Bowel/Bladder    

 FORMCHECKBOX 
  Other 









	
	Assistive 

Devices:
	 FORMCHECKBOX 
  None   
 FORMCHECKBOX 
 Glasses/Contacts     
   FORMCHECKBOX 
  Hearing aid(s)    

 FORMCHECKBOX 
  Cane
 FORMCHECKBOX 
  Crutches    FORMCHECKBOX 
  Walker       FORMCHECKBOX 
  Wheelchair      FORMCHECKBOX 
  Brace  

	
	Mobility

Status:
	 FORMCHECKBOX 
  Independent     
 FORMCHECKBOX 

Unable to walk

 FORMCHECKBOX 
  Difficulty with balance     FORMCHECKBOX 
  Fall within last 3 months     
 FORMCHECKBOX 
  Fear of falling

	
	Surgeries/Hospitalizations:

	
	Date
	Procedure/Reason for Hospitalization
	Physician

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	15.
	Do you believe that physicians/therapists can control your pain problem(s)?   FORMCHECKBOX 
  No       FORMCHECKBOX 
  Yes  

If yes, explain:  

























 

	16.
	Does pain prevent you from getting a good night’s sleep?  If so, explain:  



















	17.
	What are you expecting from treatment at the Martin Center for Chronic Pain Management?  Is there any additional information you think we should have?  























	18.
	Are there any circumstances or planned events (such as medical procedures, vacations, court appearances, social obligations, etc.) that might prevent you from beginning or completing a comprehensive pain program?   FORMCHECKBOX 
 No
 FORMCHECKBOX 
  Yes  

If yes, please explain:  





























	D.
	Vocational Information 

	1.
	Current employment status (please check all that apply):   FORMCHECKBOX 
  Full-Time   FORMCHECKBOX 
  Part-Time    

	
	 FORMCHECKBOX 
 Unemployed   FORMCHECKBOX 
  Unemployed because of pain   FORMCHECKBOX 
  Homemaker   FORMCHECKBOX 
  Retired     FORMCHECKBOX 
  Student

	2
	Current occupation or last job:

	3.
	When was your last day of work?  Month  


Year  



	E.
	Compensation and Legal Information

	1.
	Are you receiving compensation or disability payments now?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 

Yes
If yes, are payments adequate?

	2.
	Do you have an application for compensation or disability pending?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 

Yes

	3.
	Is the pain the result of an accident?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 

Yes
If yes, where did it occur?  Circle one:  Home     Work     Vacation     Car      Other

	4.
	Are you currently involved in a lawsuit because of this pain?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 

Yes


	5.
	Are you considering a lawsuit related to this pain?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 

Yes

	6.
	Have you brought suit in the past related to pain or injury?
 FORMCHECKBOX 
 No
 FORMCHECKBOX 

Yes
If yes, what was the outcome?  






	F.
	Current Medications

	Current medications including over-the-counter, herbals, and nutritional supplements
	Dose
	How 

often
	Reason for taking
	Date

Started
	Prescribed

 by

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Please use the next page for additional medications.

	Current Medications (continued)
	
	
	
	
	

	Current medications including over-the-counter, herbals, and nutritional supplements
	Dose
	How often
	Reason for taking
	Date started
	Prescribed by

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Thank you for taking your time and effort to complete this questionnaire.  All information provided is important and will allow us to individualize our assessment process.
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