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Gulf Coast Pain Specialists PLLC 

PLEASE ANSWER THE FOLLOWING QUESTIONS TO PROVIDE US WITH YOUR HISTORY 

Today’s Date______________________  

Name____________________________ DOB__________ Age______    Sex M____   F____ 

Are you referred from another physician? Yes____  No____ Doctor’s Name____________________ 

Is your condition the result of an accident? Yes____  No____ 

If Yes, When________________________   Where________________________    How______________ 

How long ago did your symptoms begin?____________________________________________________ 

Are they getting better, worse, or staying the same?__________________________________________ 

Your CHIEF complaint (or write it in): 

  Neck Pain Yes____    No____ 

  Arm Pain  Yes____    No____ If Yes,  Right____   Left____    Both____ 

  Low Back Pain  Yes____    No____ 

  Leg Pain  Yes____    No____           If Yes,  Right____   Left____    Both____ 

 

My pain is:   I also have   YES NO 

Constant____     Numbness       _____    _____  

Dull________     Tingling            _____    _____ 

Achy_______     Weakness       _____    _____ 

Sharp______ 

Stabbing____    

 

What makes your pain BETTER?_________________________________ 

What makes your pain WORSE?_________________________________ 

 

On a good day, my pain score is: _______ out of 10 (with 10 being worst pain imaginable) 

On a bad day, my pain score is: _______ out of 10 (with 10 being worst pain imaginable) 

 

Have you had any recent change in Bowel or Bladder function (incontinence)? YES____  NO____ 

If Yes, Describe__________________________________________________________________ 
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Have you had any of the following treatments for your condition:    

  YES   NO  Did it help? 

 Medication         _____    _____  _______________________________________ 

 Physical Therapy        _____    _____  _______________________________________ 

 Chiropractor        _____    _____  _______________________________________ 

 Epidural Injections       _____    _____  _______________________________________ 

 Facet Injections       _____    _____  _______________________________________ 

 

Have you had previous Spine Surgery? Yes____   No____ 

If yes, when__________________________ Where________________________________________ 

What was the surgery (laminectomy, decompression, fusion, discectomy)?________________________ 

 

Are you Depressed?   Yes____  No____ 

If yes, are you being seen by a psychologist/psychiatrist or on any medication for depression? 

Explain_______________________________________________________________________________ 

 

Do you have any history of substance abuse (including prescription drugs, alcohol, illegal drugs)? 

Explain_______________________________________________________________________________ 

 

What is your functional level? 

How many flights of stairs can you go up before significant pain? ________________________________ 

How many blocks can you walk before significant pain? ________________________________________ 

How long can you stand before significant pain?______________________________________________ 

Do you have trouble sleeping because of pain?_______________________________________________ 

 

 

 

 

 



 NEW PATIENT HISTORY 

 

Gulf Coast Pain Specialists PLLC 

REVIEW OF CURRENT SYMPTOMS 

Please review the following and check any that currently apply.  

General Health:     Endocrine: 
____ Night sweats    ____ Excessive appetite 
____ Fever/Chills     ____ Excessive sweating 
____ Fatigue     ____ Excessive thirst 

____ Excessive urination 
    

Eyes:      Hematological:  
____ Blurry vision    ____ Easy Bruising/Bleeding 
 
Ears/Nose/Mouth/Throat:   Allergic: 
____ Ringing in ears    ____ Latex Allergy 
____ Sore Throat 
  
Cardiovascular:      Musculoskeletal:  
____ Chest Pain     ____ Painful or Swollen Joints 
____ Swelling     ____ Muscle twitching 
____ Recent fractures 
 
Respiratory:      Psychiatric:  
____ Cough     ____ Depression 
____ Shortness of Breath/Dyspnea  ____ Thoughts Hurting Self 

____ Thoughts of Hurting Others 
 
GI: 
____ Abdominal Pain 
____ Nausea 
____ Constipation 
____ Diarrhea 
 
Genitourinary: 
____ Losing control of urine 
____ Difficulty controlling bladder 
____ Bowel incontinence 
 
Skin:  
____ Rashes 
 
Neurologic:  
____ Headache 
____ Numbness/Tingling 
____ Numbness in Groin Area/Saddle Anesthesia 
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PAST MEDICAL HISTORY: Do you suffer from any of the following? 
 
    YES NO      YES NO 
Chronic Headaches  ___ ___ Urine/Stool Leakage (incontinence) ___ ___ 
High Blood Pressure  ___ ___ Seizures    ___ ___ 
Heart Rhythm Disorders  ___ ___ Strokes     ___ ___ 
Heart Attacks   ___ ___ Muscular Dystrophy   ___ ___ 
Other Heart Disease  ___ ___ Recent Infections   ___ ___ 
Diabetes   ___ ___ Reactions to Anesthesia   ___ ___ 
Thyroid Problems  ___ ___ Sickle Cell Anemia   ___ ___ 
Asthma    ___ ___ Hemophilia/Easy Bleeding  ___ ___ 
Emphysema/COPD  ___ ___ Recent Weight Loss   ___ ___ 
Other Lung Disease  ___ ___ Depression    ___ ___ 
Heartburn or Ulcers  ___ ___ Suicidal Thoughts   ___ ___ 
Hepatitis   ___ ___ Cancer     ___ ___ 
Pancreatitis   ___ ___       Type:______________________________________ 
Kidney Stones   ___ ___ OTHER________________________________________ 

 
PAST SURGICAL HISTORY 

Spine (Neck or Back)  ___ ___ Tubal Ligation    ___ ___ 
Tonsillectomy   ___ ___ Bladder/Kidney    ___ ___ 
Appendectomy   ___ ___ Bowel/Colon/Ulcer   ___ ___ 
Gallbladder   ___ ___ Shoulder/Knee/Hip/Joint  ___ ___ 
Lung    ___ ___ Spine/Back/Neck   ___ ___ 
Heart    ___ ___ OTHER________________________________________ 
Hysterectomy   ___ ___ _____________________________________________ 

 
FAMILY HISTORY: Do your parents, brothers, sisters, etc…suffer from any of the following? 

Heart Diease   ___ ___ Migraines    ___ ___ 
Hemophilia/Bleeding Disorder ___ ___ Anesthetic Reactions   ___ ___ 
Sickle Cell Anemia  ___ ___ Muscular Disorders   ___ ___ 
Cancer    ___ ___ OTHER________________________________________ 

 
SOCIAL HISTORY: Do you, or have you ever used the following? 

Smoking Tobacco  ___ ___ Cocaine     ___ ___ 
Alcohol    ___ ___ Other Street Drugs______________________________ 
Marijuana   ___ ___ OTHER________________________________________ 
Work: ___Employed ___Unemployed     ___Retired     ___Homemaker    ___Disabled 
Marital Status: ___Married    ___Separated    ___Divorced   ___Single   ___Widowed 
Lawsuits Pending: ___Yes    ___No    ___Settled 
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