
 

New Patient Questionnaire 

 
Name: ____________________________________  Age: _________   Today’s Date: _________________________ 
 
Name of the Doctor you are seeing today: _____________________________________________________________ 
 
Primary Care Doctor’s Name: _______________________________________________________________________ 
 Phone number or FAX: __________________________________________ 
 
The name of the doctor who referred you to us: ________________________________________________________ 
 Phone number or FAX: __________________________________________ 
 
Have you ever been seen at another pain clinic? If so,  

a. When? ___________________________________________________________ 
b. Where? ___________________________________________________________ 

 
Vital Signs:   

About how much do you weigh? ___________ pounds.      How tall are you? ___________  inches  
 
Blood pressure ____/_____   Pulse ______    Respirations ______    Temperature ________ 

 
Allergies to Medicines: 
____________________________
____________________________

____________________________
____________________________

____________________________
____________________________

 
Current Medications    
 Drug    Dose    Drug    Dose 
___________________

___________________

___________________

___________________

___________________

___________________

___________________

___________________

___________________

___________________

___________________

___________________

___________________

___________________

___________________

___________________ 

Are you on any BLOOD THINNERS?  If YES, please name: __________________________________________ 
 
History of Present Illness 
 
1. When did the pain first begin?  ______Year ______  Months _____  Weeks  ago. 
 
2. How did the pain come on at first?      Gradually?             Suddenly?             Explosively?  
    
3. Where on your body does the pain start?  _____________________________________________________________ 
 
4. Where does the pain seem to travel?  ________________________________________________________________ 
 
5. What caused the pain? ____________________________________________________________________________ 
 
6. Which words best describe your pain? (check all of the following that applies):  

 shooting  
 throbbing  
 dull  

 aching  
 sharp 
 electric shock 

 burning

 1



 
7. Which of the following best describes the quality of the pain? (check the one that applies) 

 severe  moderate  mild 
 
8. Which words best describe the timing of the pain? (circle all that applies): 

 constant 
 intermittent 

 mostly in the morning 
 mostly in the afternoon 

 mostly in the evening 
 very variable

 
9. As time goes on, is this pain getting:           

 worse? 
 better? 

 about the same? 

 
10. Which of the following symptoms is this pain associated with (check all that applies): 

 numbness  
 tingling  

 weakness  
 headache  

 nausea/vomiting  
 bowel/bladder dysfunction

11. Which of the following make the pain worse? (check all that applies):  
 coughing  
 sneezing 
 exercise  
 walking  
 sitting 
 standing 
 lying down  

 sexual activity  
 weather changes  
 bright lights 
 noise  
 cold  
 driving 
 menstrual cycle  

 touch  
 rolling in bed 
 moving from 

sitting to standing,  
 taking stairs  
 stress/fatigue 

12. Which factors seem to relieve the pain? (check all that applies):
 sitting 
 standing  
 lying down  
 alcoholic drinks 

 sexual activity 
 heat 
 massage  
 medicines 

 walking  
 ice 
 relaxation

 
13. Which of the following previous treatments have you tried? (check all that applies):   

 physical therapy  
 chiropractic care  
 acupuncture  
 biofeedback  
 psychologist  
 TENS unit  

 cold therapy  
 bedrest  
 surgery  
 traction  
 nerve blocks  
 trigger point injections  

 relaxation training 
 occupational therapy  
 cortisone injection 
 heat 
 epidural steroid injection

 
14. Have you ever had any previous Physical Therapy? If so, 
 When: _____________________________________________________________________________________ 
 
 Where: ____________________________________________________________________________________ 
 
15. Which of the following types of medications have you used to relieve your pain? (check all that pertains):  
 narcotics (like percocet, ultram, vicodin, codeine) 
 muscle relaxants (like valium, flexeril, baclofen) 
 anticonvulsants  (like neurontin,  tegretol) 

 tricyclic antidepressants (like elavil, imipramine) 
 NSAID (like motrin, celebrex, vioxx, naprosyn)

 
16. Have you had RECENT imaging studies such as MRI, CT or x-rays? I so,  
 When: ________________________________________________________________________ 
 
 Where: ________________________________________________________________________
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Location of your pain: 
Please use the figures below to shade in  the area where you have pain. If your pain moves around, put an “X” where it 
starts and draw an arrow to where it spreads. 

 
 
Past Medical History:  
17.  In your past, have you ever had any of the following health problems? (check all that apply or write in). 
 Cardiovascular: 

 None.  
 High blood pressure  
 Heart attack.   

 Congestive heart failure.  
 Angina (chest pain) 

Other _________________________________________________________________________ 
Endocrine:  

 None.  
 Thyroid disease.  

 Diabetes. 
 

Other _________________________________________________________________________ 
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Cancers:  
 None.  
 Breast.  

 Prostate.  
 Skin. 

Other _________________________________________________________________________ 
Hematological:  

 None. 
 Anemia.  

 Sickle cell

Other: ________________________________________________________________________ 
 Autoimmune:

 None.  
 Osteoarthritis. 
 Rheumatoid arthritis.  

 Lupus. 
 TMJ 
 Fibromyalgia  

Other _________________________________________________________________________ 
 Renal:    

 None.  
 Kidney stones. 

 Kidney infections  

Other _________________________________________________________________________ 
 Genitourinary:  

 None.  
 Prostate problems.  

 Urinary incontinence 
 Bladder infections

Other _________________________________________________________________________ 
Central nervous system: 

 None.  
 Headaches.  
 Migraines.  

 Stroke.  
 Nerve damage

Other ________________________________________________________________________.  
 Gastrointestinal: 

 None.  
 Peptic ulcer.  
 Irritable bowel syndrome.  

 Diverticulosis.  
 Reflux esophagitis 

Other _________________________________________________________________________ 
 Pulmonary: 

 None.  
 Asthma.  

 Chronic bronchitis.  
 Pneumonia. 

Other: ________________________________________________________________________ 
Infectious disease: 

 None. 
 Hepatitis.  

 Mononucleosis.  

Other _________________________________________________________________________ 
 Psychiatric:  

 None. 
 Depression.  
 Anxiety.  
 Panic attacks.  

 ECT treatments.  
 Alcoholism.  
 Drug addiction.  

Other _________________________________________________________________________ 
 
Past Surgical History:  
18. Have you had any surgeries in the past? Please list (even if they seem unrelated to your pain problem). 
 
____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________

____________________________



Family History:  
19. How is the general health of your family? Please write in any serious health problems or diseases. Also, please 
indicate if any of your family has ever had similar pain problems as you. 
 

Mother ________________________________ 
  

Father  _________________________________ 

 Brother_________________________________ 
  

Sister   _________________________________

Social History: Tell us a little about yourself. 
  

Marital status:   Married.    Divorced.    Widowed.    Single. 
 
How many children have you had?  ___________ children.  
 
Who do you live with at home? _________________________________________________________________ 
 
How far did you get in your education?  ___________________ level. 
 
Describe your occupation status:   

 Employed. What work do you do? __________________________________________________ 
 Retired. What occupation did you have? ______________________________________________   
 Unemployed. 
 Disabled             

 
Habits? Please check or write in all that applies: 
Tobacco 

 No tobacco  Quit smoking for ________years  ____ packs/day of smoking  
Alcohol 

 No alcohol.            Social consumption of alcohol         ____beverages/day containing alcohol 
Caffeine 

 No Caffeine.                       ____ beverages/day containing caffeine   
 
Review of Systems:  
20. Are you experiencing any of the following symptoms with regularity that is different than what you listed before? If 
so, please circle. 

General:  
 weight  
 appetite changes 
 fever/chills  
 disturbed sleeping 

habits 
 
Eye:  
 eye infections  
 blurred vision  
 double vision  
 blindness  

 
Psychiatric:  
 depression  
 mood swings 
 anxiety 

 

ENT:  
 hearing loss 
 dizziness 
 inflamed nose 
 hoarseness 
 sore throat 
 bloody nose 
 sinusitis 

 
Cardiac:  
 chest pains  
 heart murmur 
 skipped beats 

 
Endocrine:  
 hot or cold flashes  

 
 

Respiratory:  
 cough,  
 coughing up blood  
 wheezing,  
 shortness of breath 
 difficulty in 

breathing with exertion 
 
Gastrointestinal:  
 constipation  
 diarrhea  
 bloody stools  
 nausea /vomiting 

 
Hematological:  
 easy bruisability  
 difficulty in clotting 

the blood  

Neurologic:  
 headaches  
 dizziness  
 falling  
 seizures  
 numbness 
 tremor 

 
Skin: 
 lacerations 
 abrasions 
 pustules  
 nodules  
 tumors  
 breast changes 
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Oswestery Questionnaire 

Could you please complete this questionnaire. It is designed to give us information as to how your pain has affected your 
ability to manage in everyday life.  
 
Please answer every section. Mark one box only in each section that most closely describes you today. 
 
Section 1: Pain intensity 
0. I have no pain at the moment. 
1. The pain is very mild at the moment 
2. The pain is moderate at the moment 
3. The pain is fairly severe at the moment 
4. The pain is severe at the moment 
5. The pain is the worst imaginable at the moment 
 
Section 2: Personal care (washing, dressing etc.) 
0. I can look after myself normally without causing extra 
pain 
1. I can look after myself normally but it is very painful 
2. It is painful to look after myself and I am slow and 
careful 
3. I need some help but manage most of my personal care 
4. I need help everyday in most aspects of my personal care 
5. I do not get dressed, wash with difficulty and stay in bed 
 
Section 3: Lifting 
0. I can lift heavy weights without extra pain 
1. I can lift heavy weights but it gives extra pain 
2. Pain prevents me from lifting heavy weights off the floor 
but I can manage if they are conveniently positioned; for 
instance, on a table 
3. Pain prevents me from lifting heavy objects but I can 
manage light to medium weights if they are conveniently 
positioned; for instance, on a table 
4. I can only lift light weights 
5. I cannot lift or carry anything at all 
 
Section 4: Walking  
0. Pain does not prevent me walking any distance 
1. Pain prevents me walking more than 1 mile 
2. Pain prevents me walking more than a quarter mile 
3. Pain prevents me walking more than 100 yards 
4. I can only walk using a stick or crutches 
5. I am in bed most of the time and have to crawl to the 
toilet 
 
Section 5: Sitting 
0. I can sit in any chair as long as I like 
1. I can sit in my favorite chair as long as I like 
2. Pain prevents me from sitting more than 1 hour 
3. Pain prevents me from sitting more than a half of an hour 
4. Pain prevents me from sitting more than 10minutes 
5. Pain prevents me from sitting at all 
 

Section 6: Standing 
0. I can stand as long as I want without extra pain 
1. I can stand as long as I want but it gives me extra pain  
2. Pain prevents me from standing more than 1 hour 
3. Pain prevents me from standing more than a half of an 
hour 
4. Pain prevents me from standing more than 10minutes 
5. Pain prevents me from standing at all 
 
Section 7: Sleeping 
0. My sleep is never disturbed by pain 
1. My sleep is occasionally disturbed by pain 
2. Because of pain, I have less than 6 hours of sleep 
3. Because of pain, I have less than 4 hours of sleep 
4. Because of pain, I have less than 2 hours of sleep 
5. Pain prevents me from sleeping at all 
 
Section 8: Sex life 
0. My sex life is normal and causes me no extra pain 
1. My sex life is normal but causes some extra pain 
2. My sex life is nearly normal but is very painful 
3. My sex life is severely restricted by pain 
4. My sex life is nearly absent because of pain 
5. Pain prevents any sex life at all 
 
Section 9: Social life 
0. My social life is normal and causes me no extra pain 
1. My social life is normal but increases the degree of 
pain 
2. Pain has no significant effect on my social life apart 
from limiting my more energetic interests., e.g. sports 
etc 
3. Pain has restricted my social life and I do not go out 
as often 
4. Pain has restricted social life to my house 
5. I have no social life because of pain 
 
Section 10: Traveling 
0. I can travel anywhere without pain 
1. I can travel anywhere but it gives extra pain 
2. Pain is bad but I manage journeys over 2 hours. 
3. Pain restricts me to journeys of less than 1 hour 
4. Pain restricts me to short necessary journeys less than 
30 minutes 
5. Pain prevents me from traveling except to receive 
treatment 

Oswestrey Score: __________________
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