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Intake Questionnaire

15. How does your pain affect the following:

Sleep
Appetite

Concentration

Physical Activity.
Emotions

Family

Social Relationships

Sexual Activity

Work Activity

16. What do you think is causing your pain now?

17. Since your pain began, has it:
[ | Decreased
[ ]Increased
[ ] Remained the same

18. What is your goal in regards to your pain?

19. Have you been hospitalized for your pain?

[ ]Yes

Explain

|:|No

20. Have you had any of the following tests to
evaluate your pain?
[ ] X-ray
[ JMRI

[ ]CT Scan

[ JEMG

[ JMyelogram

21. What specific treatments/procedures have you
had for the treatment of your present pain?

Date
Procedure
Physician
How long did relief last?

Date
Procedure
Physician
How long did relief last?

Date
Procedure
Physician
How long did relief last?

22. Do you smoke?
What?
How much?

[ ] N/A

23. Alcohol consumption
[ ] None
[ ] Social Only
|:| 1-2 Drinks per Day
|:| 3 or more

24. Does your medication intake concern you?

|:| Yes |:| No

25. Do you have legal action pending related to you
pain?

Attorneys Name:
Phone number:

26. Please list the name and phone number of your
insurance adjuster:
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