ADEY

PAIN MANAGEMENT
4 E. Jimmie Leeds Rd., Suite #3, Galloway, NJ 08205 P: (732) 359-5444 / F: (732)276-9645

Initial Visit Location: [] Galloway Date:
Last Name: First Name:
D.O.B: Age: Height: Weight: OR. Handed [JL. Handed

Pain Background
Is this related to an open Workman’s Comp or Motor Vehicle Accident? [(JYes [1No

When did your pain begin? (What year?) Pain Location: (Low back?)

What treatments have you tried?

OAcupuncture [JPhysical Therapy [ TENS Unit [JEpidural Injection [JNarcotic Pain meds
OChiropractor [Surgery [JAquatherapy [INerve Block  [Trigger Point Injections

[OPain Management [INSAIDs [Muscle relaxers [JSpinal Cord Stim [JNeurontin/Lyrica
If other, Please List:

Have you had any imaging/radiology?

OX-ray OMRI [OCT Scan [OEMG Ifyes, where were they done?

Please check the ones that apply to your pain:

OSharp [OStabbing [OThrobbing [Aching [OBurning [OTingling [OShooting [Dull

Please rate your pain (please circle): 1-3 4—-6 7—-10

Mild Moderate Severe

What makes the pain better?
[JHeat [JResting [JExercise []Lying down [JPhysical Therapy [JExercise [JInjections
[(JIce [OMassage [JSitting [JTENS Unit [JSleeping [JPain Medications [Jmuscle relaxers

CONSAIDs [INeurontin/Lyrica List:

What makes the pain worse?
OWalking [Bending [JLifting [JStooping [JReaching [JLying down []Sitting
[OWeather [JStanding [JExercise [Twisting List:




ADEY

PAIN MANAGEMENT

4 E. Jimmie Leeds Rd., Suite #3, Galloway, NJ 08205 P: (732) 359-5444 / F: (732)276-9645

Medical History:

OEpilepsy/Seizure [Stroke [Brain tumor [JHeadaches [1Meniere’s Disease [Vertigo [(JMS [Glaucoma
[OCataracts [JHard of hearing [JHeart Attack [JHigh blood pressure [JHigh cholesterol [Diabetes are you on
insulin [Jyes [Jno [IBlood clots [1Bleeding disorders [1Pacemaker []Defibrillator [JCardiac stent [JMitral
Valve Prolapse [lrregular Heart Rhythm [JA-Fib CJCOPD/Emphysema [JAsthma [OBronchitis [JPulmonary
CJEmbolism [Sarcoidosis [JTuberculosis [JHeartburn [JStomach Ulcer [JGallbladder stones
ODiverticulitis/losis [JColitis [Irritable Bowel [JCrohn’s disease [JCeliac disease [JHepatitis [Liver
disease []Cirrhosis [JFatty Liver [JKidney disease [1Kidney stones or stents [JFibromyalgia [JEczema
[Psoriasis [JCellulitis [JRheumatoid Arthritis [JLyme disease [JHIV/AIDS [JLupus [JEpstein Barr
[OCancer

Others:

Family History:

Surgical History:

Social History:

Do you use tobacco products: [JYes [JNo Do you have trouble sleeping? [JYes [INo

If yes, how much:

Do you drink alcohol? [JYes [INo Do you suffer with anxiety? [JYes [JNo

Do you use recreational Drugs? [(JYes [JNo Do you suffer with depression? []Yes [JNo
Have you ever been treated for substance Abuse? []1Yes [1No

Are you pregnant or breast feeding? [1Yes [JNo

Allergies? Drug or Seasonal Allergies?

If yes, what are they?

Medication List:




ADEY

PAIN MANAGEMENT
4 E. Jimmie Leeds Rd., Suite #3, Galloway, NJ 08205 P: (732) 359-5444 / F: (732)276-9645

Pharmacy Information:

Name: Town/Address:

Phone Number:

Primary Care Physician/Referring Physician:

Primary Care Physician: Phone Number:
Address:
Referring Physician: Phone Number:
Address:

By signing below, I certify that this information is accurate and current.

Patient Signature: Date:

Parent or Guardians Signature: Date:

etk *Mark your pain locations.



