
 

 
PPTC 

Elliot S Krames MD Medical Director 

 

 

 

 

Dear Prospective Patient: 

 

I want to personally welcome you to Pacific Pain Treatment Center (PPTC).  Please let me give you some 

information about our institution so that you will know what to expect from us and what we may expect from you.  

PPTC is a pain-care institution that strongly believes in the interdisciplinary evaluation and treatment of patients in 

chronic pain. 

 

Because we believe in treating all aspects of our patient’s pain we rely on the expertise of differing health care 

givers to create a treatment plan for you that involves all of them.  Our goals for you, should you choose to continue 

your care at PPTC, will be to: 

 

 Reduce the intensity of pain 

 Improve your physical functioning 

 Improve your emotional functioning 

 Reduce utilization of scarce healthcare resources 

 

After PPTC has received the completed New Patient Packet and pertinent medical records, you will be contacted to 

schedule an appointment for evaluation.  Your first evaluation at PPTC will be conducted by one of our pain 

specialists.  After this evaluation you will be evaluated by our psychologic pain therapist for a psychosocial 

evaluation.  The purpose of this evaluation is to give us information on how you are coping with your pain and how 

your pain is affecting your daily life.  Please remember that until all of our evaluations are completed, we will not 

formulate a treatment plan for you nor will we be prescribing any medications for you.  Depending on your 

insurance and authorization for these evaluations, this process may take anywhere from one to six weeks.  Knowing 

that all of our referred patients are hurting, we will do our best to expedite the evaluation process for you. 

 

If you have any questions regarding your care, please do not hesitate to contact one of our staff.  We are looking 

forward to meeting you and providing you the best pain care that is available. 

 

Please visit our website at www.pacpain.com. 

 

Sincerely yours, 

 

 
 

Elliot S. Krames, MD 

Medical Director 
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NEW PATIENT APPOINTMENT CANCELLATION 

/ RESCHEDULE/ NO SHOW POLICY  
 

 

 

Dear Prospective New Patient: 

 

We very much look forward to your visit with our clinic for evaluation of your chronic pain.  We 

at Pacific Pain Treatment Center take great pride in the service we offer and in an effort to ensure 

that our providers have adequate time to do the most thorough evaluation possible, we schedule 

each New Patient Evaluation for 90 minutes.  This 90 minutes allows for ample time to 

interview you, review your history and do a thorough physical examination in order to maximize 

the effectiveness of our treatment planning. 

 

It is the policy of Pacific Pain Treatment Center that if a patient who is scheduled for a New 

Patient Evaluation needs to cancel or reschedule, that they do so with at least 24 hours notice to 

the clinic.  This means A FULL DAY IN ADVANCE!  Failure to do so will result in a 

cancellation fee of $100.  Whenever a patient cancels or reschedules with less than 24 hours 

notice, or is a “no show”, it is also our policy to contact your referring provider and inform them 

of the delay. 

 

Since we have limited availability to offer for New Patient Evaluation appointments, late 

cancellations, rescheduled appointments, or missed appointments decrease our ability to serve 

the many pain patients in need of expert care.  With at least 24 hours notice, we have the 

opportunity to offer the appointment sooner to another person who is waiting to be seen.   

 

If you have any questions regarding this policy, please contact our Billing Manager, Lee Ambeau 

at ext. 232, or myself as soon as possible. 

 

This letter serves to inform you in writing of our cancellation policy. 

 

 

Sincerely, 

 

 

Michael O. Esguerra 

Office Manager 
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Pacific Pain Treatment Center’s 

 Expectation of Care Document 
 

 

Welcome to Pacific Pain Treatment Center (PPTC).  PPTC is dedicated to 

interdisciplinary, ethical caring of the patient with chronic pain regardless of race, color, 

religion, gender, age, sexual orientation, or national origin.  Agreed upon expectations of 

patient and the clinic ensure that this clinic will meet the needs of all of our patients.  With 

this understanding, this clinic wants all of our patients to know and understand the 

following: 
 

 

1. After reading this Expectation of Care Document, you are required to sign it below, indicating 

that you will abide by its expectations. 

2. You will receive a packet of information regarding the policies and procedures followed by PPTC 

and a medical questionnaire prior to your first visit to PPTC.  You are required to fill out thi s 

questionnaire in its entirety and send the completed packet back to our office for review. 
3. PPTC must be in receipt of pertinent medical information from your referring physician as well 

as the completed New Patient Packet to adequately assess your pain problem.  Therefore, an 

appointment will not be made for you until we are in receipt of all required information. 

4. By policy of PPTC, if a patient who is scheduled for a New Patient Evaluation needs to cancel or 

reschedule, that they do so with at least 24 hours notice to the clinic.  This means A FULL DAY 

IN ADVANCE!  Failure to do so will result in a cancellation fee of $100.  This fee is the sole 

responsibility of the patient. 
5. If you have x-rays, Cat Scans, or MRIs that address your pain problem, please bring them with 

you to your first visit. 

6. No treatment, including prescription of pain medications, will be prescribed by PPTC to you on 

your first visit. 

7. PPTC is an interdisciplinary pain treatment center requiring evaluation by all members of the pain 

team including PPTC’s psychologists before treatment will begin. 

8. If your referring physician has told you that he or she will no longer prescribe medications to you 

and that it will be the responsibility of PPTC, please inform him or her that PPTC DOES NOT 

PRESCRIBE ANY MEDICATIONS UNITL YOUR EVALUATION, INCLUDING AN 

EVALUATION BY OUR PSYCHOLOGIST, IS COMPLETED. 

9. PPTC will obtain a “Patient Activity Report” from the Drug Enforcement Agency to verify any 

controlled substance medications that you are receiving from your current prescribing physicians. 

10. PPTC may request a urine sample from you at the time of your first visit or at random any visit 

thereafter. Urine drug testing is a tool used by PPTC to determine your compliance with 

medications being prescribed to you by your physicians and to confirm that you are not using any 

non-prescribed medications or illegal drugs. 

11. After initial evaluations by the appropriate members of our pain team at PPTC, you will be 

notified of our care and treatment plan for you. 

12. PPTC may, after this initial evaluation, decide that treatment at PPTC is not appropriate for you.  

In this eventuality, you will be referred back to your referring physician. 

13. Once your treatment plan has been determined and agreed upon by you and the treatment team, 

you will be expected to follow it, in its entirety.  You have the right to refuse treatment at any 

time.  If you refuse treatment, this may result in your being referred back to your referring 

physician for your pain care. 
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14. PPTC believes that chronic pain is never an emergency!  Therefore, the clinic will not approve of 

your visiting emergency rooms for treatment of your chronic pain at any time;  you are 

encouraged to do so in the case of a new emergent pain, side effects of prescribed pain 

medications or treatment, or medical emergency. 

15. Patients complaining of a new pain, side effects of their medications or treatment, or true medical 

emergency are encouraged to call the physician on call, however, telephone calls for routine 

chronic pain complaints that you are being treated for during evenings, nights, weekends, and 

holidays will not be tolerated. 

16. All medical issues regarding your chronic pain must be discussed in person with a physician of 

PPTC, not by phone, and not by email. 

17. You will be given a narcotic contract to sign before any and all analgesic medications are 

prescribed.  This contract outlines the responsibilities of the clinic to you and your responsibilities 

to the clinic regarding the prescription of pain medications. 

18. All patients receiving medications prescribed by PPTC must take their medications as prescribed. 

19. You must agree to receive your pain medications from one pharmacy reported by you to the 

clinic.  PPTC must be notified in advance of any planned change in your pharmacy. 

20. You must agree not to accept pain medications from any physician not associated with PPTC 

unless prescribed by that physician during a hospital stay or for outpatient or inpatient surgery. 

21. You are to be responsible for your medications.  No excuse for lost medication, stolen 

medication, dropped medication, etc. will be accepted by the pain team.  This means that no 

refills will be made before the allotted time of the prescription. 

22. No refills of medications will be made after office hours, during weekends, or during holiday 

periods.  You must be responsible for your own medications and make an appointment for a refill 

of your pain medication before that medication runs out. 

23. Telephone refills are discouraged.  The clinic will make every effort to ensure that you will not 

run out of medications.  If you know that you are going to run out of your medications, you are 

responsible for requesting a refill at your clinic appointments. 

24. The physicians at PPTC prescribe narcotic or opioid medications in a responsible manner.  We 

are concerned about prescribing these medications to persons who, unbeknownst to us, are getting 

narcotic medications or other medications with addictive potential from other physicians, or “off 

the street.”  Therefore, all patients on narcotic or opioid medications prescribed by PPTC agree to 

unscheduled drug testing if the physicians of PPTC deem it necessary. 

25. If you are on chronic narcotic medications, you must understand that PPTC will allow you to go 

through narcotic withdrawal from your medication should we feel that you are managing these 

medications irresponsibly. 

26. I understand that the use of marijuana prescribed or otherwise, is against the policy of PPTC.  If I 

am currently using marijuana, I agree to discontinue.  If I test positive for the use of marijuana in 

my urine tox screen, I understand that it is grounds for my discharge from treatment at PPTC. 

27. Because of the increasing demands on PPTC for pain management, you must understand that the 

attending physician might not be present during your visit to the clinic.  You might be seen by 

one of the clinic’s pain specialists.  Attending physicians, however, make the final decisions 

regarding your care plan or changes to your care plan. 

28. Failure, to abide by any and all of the above stated expectations will be taken by the clinic to 

mean that you either no longer want to be treated by the clinic or that you will not abide by the 

rules of the clinic.  In either case, failure to abide might be cause for referral back to your 

referring physician for pain care. 

 

I HAVE READ THE ABOVE DOCUMENT, MY QUESTIONS HAVE BEEN ASKED AND 

ANSWERED, AND I AGREE TO ABIDE BY THE ABOVE EXPECTATIONS OF CARE AT PPTC. 

 

Signature:____________________________             Date:___________________ 
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PACIFIC PAIN T REATMENT CENTE R  
2000 VAN NESS AVENUE, SUITE 402 

San Francisco, CA 94109 
PHONE:  415-567-1219  FAX:  415-567-2534 

 
THE PACIFIC PAIN TREATMENT CENTER (PPTC) IS LOCATED ON THE FOURTH FLOOR OF THE 

MEDICAL ARTS BUILDING , A SEVEN-STORY HIGHRISE WITH ENTRANCES ON BOTH VAN NESS AND 

JACKSON . TAKE THE ELEVATOR UP TO THE FOURTH FLOOR AND TURN RIGHT TO FI ND THE ENTRACE 

TO PPTC, WHICH IS ADJACENT TO  THE ELEVATORS, SUITE 402. 
 
FROM THE EAST BAY OR PENINSULA :  Follow the signs for the Golden Gate Bridge/ HWY 101 
and exit on 9th St./Ci vic Center.  Follow the signs for 9th St. The freeway offramp will deposit 
you onto Harrison St.  9th St. is the next right. Make the right turn on 9 th St (following the flow of 
traffic). When on 9 th St., stay on the right side. You will cross Market and veer to the (gradual) 
right onto Larkin St.  DO NOT turn sharp right onto Market St.  Continue on Larkin until you 
reach Jackson St.  Turn left on Jackson, go past Lombardi Sports and enter the parking garage 
on the right, before reaching Van Ness. Alternately, take a loop around the block, turning right 
on Van Ness and right again on Pacific, right onto Polk (see map below), to search for street 
parking. Also, if you plan on shopping at Lombardi Sports during your visit, you may park in 
the Lombardi garage for free.  If you are coming from the Penninsula, the above directions are 
from HWY 101. 
 
FROM M ARIN :  Cross the Golden Gate Bridge, follow the sings for HWY 101, Lombard St.  From 
Lombard St., turn right on Polk and right on Jackson. Go past Lombardi Spor ts and enter the 
parking garage on the right before reaching Van Ness. Alternately, take a loop around the 
block, turning right on Van Ness and right again on Pacific, to search for street parking. Also, if 
you plan on shopping at Lombardi Sports during yo ur visit, you may park in the Lombardi 
garage for free. 
 
Is someone driving you?   If you are coming by cab or if someone is driving you, enter the lobby 
from either Van Ness or Jackson St., and take the elevator to the fourth floor.  PPTC is located to 
the right of the elevators in suite 402. 
 
Need a wheelchair?   Have the lobby agent call us to request a wheelchair. 
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PACIFIC PAIN TREATMENT CENTER  

Dr. Elliot S. Krames – Medical Director 

2000 Van Ness Avenue, Suite 402 

San Francisco, CA 94109 

Ph  (415) 567-1219    Fax  (415) 567-2534 
 

PATIENT REGISTRATION FORM  
 

PATIENT  ________________________________ Date of Birth _____________ 

Address______________________________________ SS# _________________ 

 

 

 

 

 

PCP: ___________________________   Referring MD:  ___________________ 

Address: ________________________    Address: ________________________ 

________________________________    ________________________________ 

Phone/Fax:______________________     Phone/Fax:_______________________ 

INSURANCE INFORMATION : 

Primary _____________________________ Med. Group ______________ 

 Insurance ID __________________________ Group __________________ 

 Name of Insured Self   /    Spouse    /     Other _______________________  

 Secondary ___________________________ Med. Group ______________ 

 Insurance ID __________________________ Group __________________ 

 Name of Insured         Self    /    Spouse    /    Other ____________________ 

WORKER’S COMPENSATION (if applicable)  

Insurance:_____________________________ Claim #:________________________________ 

Adjustor:_____________________________ Phone/Fax:_______________________________ 

Employer:______________________________ Date of Injury:__________________________ 

Applicant Attorney:_____________________ Phone/Fax:_______________________________ 

I vouch that the above information is true and correct.  I understand that if my medical care is not fully covered by worker’s 

compensation or my private insurance, I am fully responsible for the portion of my bill that is not payable by prior contract with my 

insurance company including MEDICARE.  If PPTC does not have a contract with my insurance company, it is further my 

understanding that I am fully responsible for 100% of the charges and bill to my medical care at PPTC.  I hereby authorize Pacific Pain 

Treatment Center to release all information necessary to secure the payment of benefits. 

 

Signature ____________________________________ Date ________________ 

Rev. 1/5/12

Home Phone:__________________________ 

Cell Phone:____________________________ 

Other Phone:__________________________ 

Fax:__________________________________ 

Email: _______________________________ 

EMERGENCY CONTACT: 
 

Name:_____________________________ 

Relationship:_______________________ 

Phone #:___________________________ 



 

 

PACIFIC PAIN TREATMENT CENTER  

PATI ENT CONSENT FORM 
 

 

The Heath Insurance Portability and Accountability Act of 1996 (HIPAA ) established a 

“Privacy” to help insure that personal health care information is protected for privacy.  The 

Privacy Rule was also created in order to provide a standard for certain healthcare providers to 

obtain their patients’ consent for uses and disclosures of health information about the patient to 

carry out treatment, payment, or healthcare operations. 

 

As our patient, we want you to know that we respect the privacy of your personal medical 

records and will do all we can to secure and protect your privacy.  When it is appropriate or 

necessary, we provide the minimum necessary information only to those we feel are in legitimate 

need of your healthcare information regarding treatment, payment, or healthcare operations, in 

order to provide healthcare that is in your best interest. 

 

We fully support your access to personal medical records.  We may have treatment 

relationships with other entities that are direct and/or indirect part of your treatment (such as 

hospitals, referring doctors, etc.), and may have to disclose personal health information for 

purposes of treatment, payment or healthcare operations.  These entities are most often not 

required to obtain patient consent. 

 

You may refuse to consent to the use or disclosure of your personal health information, but 

this must be done in writing.  Under this law, we have the right to refuse to treat you should you 

choose to refuse to disclose your Protected Health Information.  If you choose to give consent in 

this document, at some future time you may request to refuse all or part of your Protected Health 

Information from being used.  You may not revoke actions that have already been taken which 

relied on this or previously signed agreement. 

 

If you have any questions or objections to this form, please ask to speak with our HIPAA 

Compliance Officer or their assistant.  You have the right to review our Privacy Notice to 

request restrictions and revoke consent in writing.  We urge you to become familiar with our 

Notice of Privacy Policy available in our clinic. 

 

 

_________________________________________              _____________________ 

Print Name       Date 

 

 

_________________________________________ 

Signature 
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PACIFIC PAIN TREATMENT CENTER  

ADMINISTRATIVE CHARGES  
 

 

As you may already know, practicing medicine in the Bay Area has become increasingly 

expensive.  In order to defray some of the costs that are not covered by our patients’ insurance 

plans, we charge for some administrative services that we provide to our patients. 

 

Out of courtesy to you, we want to inform you of these charges in advance: 

 

1. By policy of PPTC, if a patient who is scheduled for a New Patient Evaluation needs to 

cancel or reschedule, that they do so with at least 24 hours notice to the clinic.  This 

means A FULL DAY IN ADVANCE!  Failure to do so will result in a cancellation fee 

of $100.  This fee is the sole responsibility of the patient. 
2. If you do not show up for a follow-up appointment or you cancel with less than 24 hours 

notice,  a $25.00 service charge will apply. 

3. Medical Records are copied by an outside agency that will bill you per page.  Generally, 

if a patient requests their own records, a charge of 50 cents per page up to 100 pages is 

charged, then 25 cents per page after 100.  If you request your records to be copied and 

sent somewhere other than to your home address, a change in rate may apply. 

4. Finally, to fill out forms, such as insurance and/ or disability claims, or to write a letter on 

your behalf, we charge $50.00. 

 

 

We hope that this information will clarify any future charges and we thank you for understanding 

the economic reality of medicine in San Francisco. 

 

 

________________________________  __________________ 

Print Name      Date 

 

 

________________________________ 

Signature 
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PACIFIC PAIN TREATMENT CENTE R  

MEDICAL RECORDS RELEASE AUTHORIZATION  

 
To: _________________________  Date of request: ________________ 

      _________________________ 

      _________________________ 

 (Facility of record origin) 
 
Re: _________________________    Sex:   M  / F   Patient D.O.B.: ___________ 
 Patient Name 
 
PURPOSE OF REQUEST: To evaluate and treat the above named patient for chronic pain. 

 
DESCRIPTION OF REQUESTED RECORDS (all of the follo wing records from the last 12 
months unless otherwise stated ): 
 
V All records pertaining to the patient’s pain problem 

 
V Any recent MRI or other diagnostic image reports. 

 
V Recent History & Physical reports, discharge summaries, or other reports pertaining 

to the patient’s pain condition 
 
V Pain evaluations 

 
Other:  __________________________________________________________ 
 
× 0ÁÔÉÅÎÔȭÓ ÈÁÖÅ ÔÈÅ ÒÉÇÈÔ ÔÏ ÒÅÖÏËÅ ÒÅÌÅÁÓÅ ÏÆ ÐÒÏÔÅÃÔÅÄ ÈÅÁÌÔÈ ÉÎÆÏÒÍÁÔÉÏÎ ÁÔ ÁÎÙ 

time for any reason per HIPAA 1996.  This request expires 6 months from the 
ÄÁÔÅ ÏÆ ÔÈÅ ÐÁÔÉÅÎÔȭÓ ÓÉÇÎÁÔÕÒÅ ÕÎÌÅÓÓ ÏÔÈÅÒ×ÉÓÅ ÎÏÔÅÄȢ 

 
RECORDS MUST BE RECEIVED ON OR BEFORE ________________ 
(if a patientôs records are not received in a timely manner, this may delay or make necessary re-

scheduling of appointments) 

 
I, the above named patient, hereby authorize you, the above named / addressed physician, 

hospital, or medical facility, to release my medical records or the information listed, for use 

by the staff or doctors of the Pacific Pain Treatment Centers.  Please send or fax records 

to: 

Pacific Pain Treatment Center 
2000 Van Ness Avenue, Suite 402 

San Francisco, CA 94109 
Phone: 415-567-1219 
Fax:     415-567-2534 

 
Name (please print) __________________________  Date of Authorization: ________ 
 
Signature of Patient: _________________________ 



 
 
 

PACIFIC PAIN TREATMENT CENTER QUESTIONNAIRE  
 

PLEASE BRING THE COMPLETED FORM WTH YOU TO YOUR FIRST APPOINTMENT! 
 

 
SECTION #1: IDENTIFICATION  
 

 

TODAYôS DATE      

 

NAME        

 

AGE        

 

GENDER:  MALE  FEMALE   

 

RACE:  WHITE   BLACK  ASIAN  LATINO   OTHER   

 

REFERRING DOCTOR          

 

PRIMARY CARE DOCTOR        

 

YOUR PAIN COMPLAINTS LISTED FROM #1 COMPLAINT TO LAST:  

 

1.             

 

2.             

 

3.             

 

 

SECTION #2:  YOUR # ONE PAIN COMPLAINT 
 

PLEASE DRAW IN YOUR NUMBER 1 PAIN PROBLEM in the picture below: 

 

 

                                       Front               Back                                   

 

 

  
 

 
Rev. 1/5/12 

 

RIGHT

 

RIGHT 



2 

 
DESCRIBE YOUR PAIN:  check all that apply 

 

ἦ constant   ἦ intermittent   ἦ dull   ἦ sharp   ἦ sometimes more; sometimes less    

 

ἦ knife like   ἦ aching   ἦ throbbing   ἦ numbing   ἦ  buzzing   ἦ tingling   ἦ electrical like   

 

ἦ shooting   ἦ lightning like   ἦ jolting   ἦ burning   ἦ ants crawling under the skin    

 

ἦ hammering  ἦ  any other:           

 
PAIN INTERFERES WITH THE FOLLOWING ACTIVITIES:  (please circle all that apply) 

 

Walking any amount     walking greater than 1 block     sitting    prolonged  sitting     standing  

  

prolonged standing        working         bending        extending your back        working with your hands 

 

lifting  less than 5 lbs.  lifting more than 5 lbs.   eating          talking           sexual activity     

 

driving         activities of daily living    other:____________________________________________ 

 

 

CIRCLE ALL OF TH E FOLLOWING ACTIVITIES THAT MAKE YOUR PAIN WORSE:  

 

Prolonged sitting    prolonged standing     driving in a car    bending forward      bending  backwards     

 

Walking    climbing stairs     crawling    kneeling    lifting more than 2 lbs      lifting more than 5 lbs       

 

lifting more than 10 lbs   raising arms above your head     brushing your teeth      extending your neck         

 

flexing your neck    turning your head to right     turning your head left    combing your hair      chewing          

 

talking for a long time      eating      sexual activities      urinating     bowel  movements      bright light        

 

loud noises       all activities       others:          

 

LIST ALL OF THE ACTIVITIES THAT MAKE YOUR PAIN BETTER:  

 

               

 

               

 

PUTTING A NUMBER TO THE AMOUNT OF PAIN YOU HAVE :  Give us a number from one to 10 where 0 is 

NO pain and 10 is a pain that you would experience if you fell into a vat of boiling hot oil. 

 

PAIN YOU HAVE RIGHT NOW:        

 

YOUR ABSOLUTE WORST PAIN:      

 

YOUR ABSOLUTE BEST PAIN LEVEL:    

 

HOW MANY HOURS IN A 24 HOUR DAY DO YOU HAVE THIS PAIN?      

 

DATE OF ONSET:      
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ASSOCIATED SYMPTOMS:           

 

             

 

             

 

HISTORY OF PAIN PROBLEM IN YOUR OWN WORDS:  List how you developed pain problem, treatments 

for the problem, complications from the problem, any surgeries that you had for the problem, etc. 

 

             

 

             

 

             

 

             

 

             

 

             

 

             

 

             

 

             

 

 

WHAT P AIN MEDICINES DO YOU TAKE NOW:  LIST ALL  

 

NARCOTICS:                 

 

ANTIDEPRESSANTS:         ______________________________________ 

 

OTHERS:               

 

 

MEDICATIONS TRIED IN THE PAST  prescribed for your pain problem:  Circle all that apply 

 

OPIOIDS (NARCOTICS ):     Morphine ER       Kadian       MSContin       Avinza       Embedda      

 

Buprinex    Buprinorphine    Dilaudid   hydromorphone    Exalgo     Fentanyl Patches       fentanyl  

 

 Opana      Opana ER     Vicodin     Hydrocodone/APAP       Lortab      Norco     Levorphenol       

 

Methadone    Methadose      Oxycodone      Oxycodone/APAP    Percocet     Tylox     Percodan       

 

Ultram      Nucynta      Ryzolt 
 

 

NEUROPATHIC PAIN MEDICATIONS USED AND TRIED :      Gabapentin      Neurontin       

 

Topomax      Keppra      Lamictal      Cymbalta     Lyrica      Pregabalin    Tegratol      Depakote       

 

Elavil      Amytriptalline      Nortriptaline      Fiorecet      Lidoderm patches 
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ASPIRIN LIKE DRUGS THAT YOU USED IN PAST  (non-steroidal anti-inflammatory medications) 

 

Aspirin              Advil              Motrin                Aleve             Mobic           Naprosyn            Naproxyn Sodium       

 

 

OTHER MODALITIES TRIED FOR YOUR PAIN  

 

PHYSICAL THERAPY:   Yes  ἦ       No  ἦ 

 

FUNCTIONAL RESTORATION PROGRAM:  Yes ἦ     No  ἦ If yes, where?      

 

INJECTIONS:   Yes ἦ    No ἦ  If yes, explain:          

 

             

 

 

POOL THERAPY:  Yes ἦ     No  ἦ 

 

 

ACUPUNCTURE/ACCUPRESSURE:  Yes ἦ      No  ἦ 

 
 

WHAT SURGERIES or PROCEDURES AND WHAT DATES DID YOU HAVE FOR THIS PAIN 

COMPLAINT  

 

             

                Surgery                         date 

 

 

             

                Surgery                         date 

 

 

             

                Surgery                        date 

 

 

             

                Surgery                      date 

 

 

             

                Surgery                      date 
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* IF YOU DO NOT HAVE MORE THAN ONE PAIN  COMPLAINT, 

PLEASE GO DIRECTLY TO SECTION #4 

 
SECTION 3:  #2 PAIN COMPLAINT  
 

 
PLEASE DRAW IN YOUR NUMBER 2 PAIN PROBLEM in the picture below: 

 

 

                                       Front              Back                                   

 

 

  

 

 
DESCRIBE YOUR PAIN:  check all that apply 

 

ἦ constant   ἦ intermittent   ἦ dull   ἦ sharp   ἦ sometimes more; sometimes less    

 

ἦ knife like   ἦ aching   ἦ throbbing   ἦ numbing   ἦ  buzzing   ἦ tingling   ἦ electrical like   

 

ἦ shooting   ἦ lightning like   ἦ jolting   ἦ burning   ἦ ants crawling under the skin    

 

ἦ hammering  ἦ  any other:           

 
 

PAIN INTERFERES WITH THE FOLLOWING ACTIVITIES : (please circle all that apply) 

 

walking any amount     walking greater than 1 block     sitting    prolonged  sitting     standing  

  

prolonged standing        working         bending        extending your back        working with your hands 

 

lifting  less than 5 lbs.  lifting more than 5 lbs.   eating          talking           sexual activity     

 

driving         activities of daily living    other:____________________________________________ 
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CIRCLE ALL OF THE FOLLOWING ACTIVITIES THAT MAKE YOUR PAIN WORSE:  

 

Prolonged sitting    prolonged standing     driving in a car    bending forward      bending  backwards     

 

Walking    climbing stairs     crawling    kneeling    lifting more than 2 lbs      lifting more than 5 lbs       

 

lifting more than 10 lbs   raising arms above your head     brushing your teeth      extending your neck         

 

flexing your neck    turning your head to right     turning your head left    combing your hair      chewing          

 

talking for a long time      eating      sexual activities      urinating     bowel  movements      bright light        

 

loud noises       all activities       others:          

 

 

LIST ALL OF THE ACTIVITIES THAT MAKE YOUR PAIN BETTER:  

 

               

 

               

 

PUTTING A NUMBER TO THE AMOUNT OF PAIN YOU HAVE :  Give us a number from one to 10 where 0 

is NO pain and 10 is a pain that you would experience if you fell into a vat of boiling hot oil. 

 

PAIN YOU HAVE RIGHT NOW:        

 

YOUR ABSOLUTE WORST PAIN      

 

YOUR ABSOLUTE BEST PAIN LEVEL    

 

HOW MANY HOURS IN A 24 HOUR DAY DO YOU HAVE THIS PAIN?      

 

DATE OF ONSET:      

 

ASSOCIATED SYMPTOMS:           
 

            . 
 

HISTORY OF PAIN PROBLEM IN YOUR OWN WORDS :  List how you developed pain problem, treatments 

for the problem, complications from the problem, any surgeries that you had for the problem, etc. 
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WHAT PAIN MEDICINES DO YOU TAKE N OW:  LIST ALL  
 

NARCOTICS:                 

 

ANTIDEPRESSANTS:             

 

OTHERS:               

 

                                        

 

 

MEDICATIONS TRIED IN THE PAST   prescribed for your pain problem:  Circle all that apply 

 

 

OPIOIDS (NARCOTICS ):  Morphine ER   Kadian    MSContin    Avinza    Embedda      

 

Buprinex    Buprinorphine   Dilaudid    hydromorphone      Exalgo      Fentanyl Patches        

 

Opana      Opana ER     Vicodin     Hydrocodone/APAP       Lortab      Norco     Levorphenol       

 

Methadone    Methadose    Oxycodone      Oxycodone/APAP      Percocet     Tylox      Percodan       

 

Ultram      Nucynta      Ryzolt 

 
 

NEUROPATHIC PAIN MEDICATIONS USED AND TRIED :      Gabapentin      Neurontin      Topomax       

 

Keppra      Lamictal      Cymbalta     Lyrica      Pregabalin    Tegratol      Depakote      Elavil         

 

Amytriptalline      Nortriptaline      Fiorecet      Lidoderm patches 

 

 

ASPIRIN LIKE DRUGS THAT YOU USED IN PAST  (non-steroidal anti-inflammatory medications) 

 

Aspirin      Advil      Motrin    Aleve     Mobic      Naprosyn      Naproxyn Sodium       

 

 
 

OTHER MODALITIES TRIED FOR THIS SECOND PAIN PROBLEM  
 

PHYSICAL THERAPY:   Yes   ἦ No  ἦ 

 

FUNCTIONAL RESTORATION PROGRAM:  Yes   ἦ No  ἦ If yes, where?       

 

INJECTIONS:   Yes   ἦ No  ἦ If yes, explain:          

 

             

 

             

 

POOL THERAPY:  Yes   ἦ No  ἦ 

 

ACUPUNCTURE/ACCUPRESSURE:  Yes   ἦ No  ἦ 

 
 

 

 

 

 

 

 
Rev. 1/5/12 



8 
 

WHAT SURGERIES AND WHAT DATES DID YOU HAVE FOR THIS PAIN COMPLAINT  

 

           

                Surgery                       date 

 

           

                Surgery                           date 

 

           

                Surgery                          date 

 
 

 

 

 

SECTION #4: PAST MEDICAL HISTORY 
 

 

I.  PRESENT ILLNESSES 

 

LIST ALL OF YOUR ILLNESSES AND THE MEDICATIONS THAT YOU TAKE FOR THE ILLNESS:  

 

                

         Illness       medications 

 

                

         Illness       medications 

 

                

         Illness       medications 

 

                

         Illness       medications 
 

 

 

ARE YOU UNDER THE CARE OF PSYCHIATRIST OR PSYCHOLOGIST?  

 

Yes       No       If yes, who?       

 

For what psychiatric diagnosis ?           

 

 
 

II. LIST ALL OF THE SURGERIES THAT YOU HAVE HAD IN YOUR LIFE.  
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III.  LIST ALL MEDICATIONS THAT YOU ARE ALLERGIC TO:  

 

 

MEDICAL ALLERGIES     REACTIONS 

 

                  

 

                  

 

                  

 

IV.  LIST ALL MEDICATIONS THAT YOU ARE PRESENTLY TAKING.  INCLUDE VITAMINS 

AND SUPPLEMENTS: 

 

                 

 

                 

 

                 

 

                 

 

 

V. HAVE YOU EVER HAD OR DO YOU HAVE PROBLEMS WITH?  Please check all that apply:  

 

        EXPLAIN past/now? 

Unintentional Weight Loss?    Yes  ἦ  no  ἦ          

Unexplained Fevers?     Yes  ἦ  no  ἦ          

History of Cancer:  yes  ἦ  no  ἦ          

Chronic Headache  yes  ἦ  no  ἦ          

Endocrine Disorder: 

 Diabetes?  Yes  ἦ    no  ἦ          

 Thyroid?  Yes  ἦ    no  ἦ          

 Adrenal gland prob? Yes  ἦ    no  ἦ          

 

Eyes: 

 Corrective lenses? Yes  ἦ    no  ἦ          

 Retina?   Yes  ἦ    no  ἦ          

 Glaucoma?  Yes  ἦ    no  ἦ          

 Other eye probs.  Yes  ἦ    no  ἦ          
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Ears/Nose/Throat: 

 Hearing loss?  yes  ἦ    no  ἦ          

 Vertigo?   yes  ἦ    no  ἦ          

 Other ear probs  yes  ἦ    no  ἦ          

 Nose probs?  yes  ἦ    no  ἦ          

 Throat probs  yes  ἦ    no  ἦ          

 

Heart:  

High Blood Pressure:    yes  ἦ    no  ἦ           

Heart rhythm problem yes  ἦ    no  ἦ          

Heart attack?  yes  ἦ    no  ἦ          

Angina?   yes  ἦ    no  ἦ          

Congestive Heart Fail? yes  ἦ    no  ἦ          

 

Lungs: 

 Chronic cough?  yes  ἦ    no  ἦ          

Shortness of breath? yes  ἦ    no  ἦ          

 Asthma?   yes  ἦ    no  ἦ          

 Lung surgery  yes  ἦ    no  ἦ          

 

Neurologic problems:      

Siezures or fits:        yes  ἦ    no  ἦ         

Blackout or fainting spells:   yes ἦ    no  ἦ         

Chronic dizziness:       yes  ἦ    no  ἦ         

Chronic muscle weakness:   yes  ἦ    no  ἦ         

Inability to swallow:       yes  ἦ    no  ἦ         

Skin problems?        yes  ἦ    no  ἦ         

Psychiatric problems: 

Depression?  yes  ἦ    no  ἦ          

Anxiety?  yes  ἦ    no  ἦ          

Bipolar?   yes  ἦ    no  ἦ          

Attempted suicide ? yes  ἦ    no  ἦ          

Shizophrenia?  yes  ἦ    no  ἦ          
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GI problems:       

GERD?         yes  ἦ    no  ἦ         

Chronic abdominal pain?       yes  ἦ    no  ἦ         

Chronic constipation?      yes  ἦ    no  ἦ         

Chronic diarrhea?       yes  ἦ    no  ἦ          

Blood or mucous in stools?   yes  ἦ    no  ἦ         

Other?       yes  ἦ    no  ἦ         

Urinary problems:       

Urinary frequency?    yes  ἦ    no  ἦ          

Urinary hesitancy?   yes  ἦ    no  ἦ          

Urinary dribbling? yes  ἦ    no  ἦ          

Burning on urination?    yes  ἦ    no  ἦ          

Chronic urinary infection? yes  ἦ    no  ἦ          

 

Sexual dysfunction:     yes  ἦ    no  ἦ          

Female problems:  yes  ἦ    no  ἦ          

Muscle disorders:     yes  ἦ    no  ἦ          

Autoimmue Disorders:  yes  ἦ    no  ἦ          

Blood Disorders:  yes  ἦ    no  ἦ          

 

VI.  PSYCHOSOCIAL HISTORY:  circle all that apply  
 

married        single        lives alone       lives with significant other         have children       have no children      

 

high school education       college education        graduate education      professional education       

 

working        not working        looking for a job        disabled        retired 

 

Born where?                

 

Presently living where?           

 

Normal childhood yes  ἦ       no  ἦ            Happy childhood ἦ         Unhappy childhood ἦ   

 

Past Occupation             

 

Present Occupation             

 

Spouseôs Occupation                
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VII.  FAMILY HISTORY:   
 

Mother  alive:  yes ἦ    no ἦ  If mother deceased, at what age    ?   

Cause of death?             

 

If alive, what health problems?            

 

Father alive:  yes ἦ    no ἦ  If father deceased, at what age    ?   

Cause of death?             

 

If alive, what health problems?            

 
 

Brothers: 
 

#1:  alive?  yes  ἦ  Age?       no ἦ  If brother #1 is deceased, at what age?        

Cause of death?             

 

If alive, what health problems?            

 

#2:  alive?  yes  ἦ  Age?       no ἦ  If brother #2 is deceased, at what age?        

Cause of death?             

 

If alive, what health problems?            

 

#3:  alive?  yes  ἦ  Age?       no ἦ  If brother #3 is deceased, at what age?      

Cause of death?             

 

If alive, what health problems?            

 

Sisters: 
 

#1:  alive?  yes  ἦ  Age?       no ἦ      If sister  #1 is deceased, at what age?          

Cause of death?             

 

If alive, what health problems?            

 

#2:  alive?  yes  ἦ  Age?       no ἦ       If sister #2 is deceased, at what age?          

Cause of death?             

 

If alive, what health problems?            

#3:  alive?  yes  ἦ  Age?       no ἦ      If sister #3 is deceased, at what age?          

Cause of death?             

 

If alive, what health problems?            

 

Rev. 1/5/12 



13 

 

Children? 
 

#1: sex?       what health problems?         

           

 

#2: sex?        what health problems?         

           

 

#3: sex?       what health problems?         

           

 

#4: sex?       what health problems?         

           

 

 

VIII.  LIST OF HEALTH RISK FACTORS:  check all that apply  

 

Presently addicted to drugs ?     Yes  ἦ      No  ἦ       

history of drug addiction     Yes  ἦ      No  ἦ       

diabetes mellitus?      Yes  ἦ      No  ἦ        

taking insulin?    Yes  ἦ      No  ἦ       

abnormal heart condition?    Yes  ἦ      No  ἦ       

High blood pressure ?     Yes  ἦ      No  ἦ       

taking blood thinners?      Yes  ἦ      No  ἦ       

taking aspirin or NSAIDS?     Yes  ἦ      No  ἦ       

poor diet?      Yes  ἦ      No  ἦ       

present alcoholism?    Yes  ἦ      No  ἦ       

History of alcoholism?       Yes  ἦ      No  ἦ       

psychiatric problems?   Yes  ἦ      No  ἦ       

smoking presently?   Yes  ἦ      No  ἦ           

history of smoking ?       Yes  ἦ      No  ἦ       

breathing problems?   Yes  ἦ      No  ἦ       

seizure disorder?         Yes  ἦ      No  ἦ       

epilepsy?        Yes  ἦ      No  ἦ       

problems with anesthesia?   Yes  ἦ      No  ἦ       
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IX.  WHAT ARE YOUR EXPECTATIONS OF CARE ?  Please state in your own words, why 

you have come to Pacific Pain Treatment Center and what you expect here from the clinic 

and our pain specialists. 
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