
Follow-up Visit   Physician (Check One):       Letchuman        Majors         Nelson         Mosura 
   

               Date: _________                         Arrival Time: _________ 
 

Name ______________________________________________________________________ DOB ___________________ 
 
Primary Insurance ___________________________________ Secondary ______________________________________ 
 
Work Comp  Yes    No  If Yes: Plan Name and date of injury______________________________________________ 
 
Your Current Address ________________________________________________________________________________ 
 
Home Phone ________________________________________ Cell Phone _____________________________________ 
 
Email ______________________________________________________________________________________________ 
 
Current Work Status (if applicable):   Full-time   Part-time   Restricted duty     Retired     Disabled    Never worked 
 
Marital Status   Married         Divorced         Widowed         Single 
 
Smoke      Yes        No    Alcohol      Yes        No 
 
Since your last visit have you developed any new Medical Problems or have you seen any other physicians? 
 

___________________________________________________________________________________________________________________________ 
 
Have you received any new medications from any other doctors?  If so, then list below.  Also list if you have received 
any pain medication from any other provider other than Pain Care Consultants 
 
Medication Name   Dose  How you are taking it  Side effects  Prescribing Physician 
_______________ _______ ___________________  ___________  _____________________ 
_______________ _______ ___________________  ___________  _____________________ 
_______________ _______ ___________________  ___________  _____________________ 
_______________ _______ ___________________  ___________  _____________________ 
_______________ _______ ___________________  ___________  _____________________ 
 
Drug Allergies: ______________________________________________________________________________________ 
 
Are you having any new side effects or problems with the pain medications you are prescribed in this clinic? 
 

 
Since your last visit is your pain:   Better           Worse           Unchanged 
 
Describe your pain:  Dull     Achy     Sharp     Stabbing     Burning     Throbbing     Tingling     Other_____________ 
 
What makes your pain worse:     Walking       Sitting       Standing      Other ____________________________________ 
 
What makes your pain better:   Sitting     Moving around      Medications     Ice     Heat     Other_________________ 
 
In the last 4 weeks have you had (Check all that applies):  

 Episodes of Sadness / Crying  

 Nausea / Vomiting   Stomach Pain  Bloody-Stools    Constipation  

 Chest Pain / Bloody-cough / Wheezing   Pain or blood when urinating 

 Excessive sleepiness during the day    Disturbed sleep at bedtime    

Did you have a pain procedure since your last office visit? 
 

 If so, How much pain relief did you have initially (% improvement)__________________________ 
  

 How much pain relief do you still have (% improvement) _________________________________ 
 

 Any complications from the procedure? ______________________________________________ 
 
Have you been to Physical Therapy since your last visit?  Is it helping your pain? Please describe. 
 

___________________________________________________________________________________________________ 
 
 



 
Mark the parts of your body where you have pain: 
          
 
     
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Rate Your Pain while on your current treatment (0 = None, 10= Worst pain imaginable) 
  
Pain Today:    0 1  2  3  4  5  6  7 8  9  10 
Least pain since last visit: 0 1 2 3 4 5 6 7 8 9 10 
Worst pain since last visit: 0 1 2 3 4 5 6 7 8 9 10 
Average pain since last visit: 0 1 2 3 4 5 6 7 8 9 10 
 

 
In the last 24 hours, how much pain relief have your current treatments provided? (0-100%) _____________ 
 

 
In the last 24 hours, circle the number which describes how pain has interfered with your: 
 
  A: General Activity  0 1 2 3 4 5 6 7 8 9 10 
  B: Mood   0 1 2 3 4 5 6 7 8 9 10 
  C: Walking Ability  0 1 2 3 4 5 6 7 8 9 10 
  D: Normal Work  0 1 2 3 4 5 6 7 8 9 10 
  E: Relationships with people 0 1 2 3 4 5 6 7 8 9 10 
  F: Sleep   0 1 2 3 4 5 6 7 8 9 10 
  G: Enjoyment of life  0 1 2 3 4 5 6 7 8 9 10 
 
   Does not interfere       Completely interferes 
 
Pharmacy ______________________________________ Address____________________________________________  
 

Phone _________________________________________ 
 
 
Patients receiving pain medications need to read and sign below.   
 

In order to help ensure a safe treatment plan for my pain, I have previously signed a detailed treatment agreement pertaining 
to pain medications and agree to terms in that agreement.  I agree to take my pain medication exactly as directed and 
specified on my prescription. I agree to receive pain medication only from Pain Care Consultants unless I notify them first of 
the need for a pain medication from another provider.  I agree to keep my pain medication in a safe, secure location 
protected from theft or inadvertent destruction.  I agree to take only medication prescribed to me.  I agree never to share or 
sell my medication to another person. I agree to fully abstain from the use of any illegal substances. I agree to notify Pain 
Care Consultants and seek additional treatment if I ever feel I am becoming addicted to my medication.  I understand these 
guidelines are for my safety and well-being.   
 

 
Patient Signature: _________________________________________________ 

 


	Letchuman: Off
	Majors: Off
	Nelson: Off
	Mosura: Off
	undefined: 
	undefined_2: 
	Date: 
	Arrival Time: 
	Primary Insurance: 
	DOB: 
	Yes: Off
	No If Yes Plan Name and date of injury: Off
	Secondary: 
	undefined_3: 
	Your Current Address: 
	Cell Phone: 
	Home Phone: 
	Fulltime: Off
	Parttime: Off
	Restricted duty: Off
	Retired: Off
	Disabled: Off
	Never worked: Off
	Married: Off
	Divorced: Off
	Widowed: Off
	Single: Off
	Since your last visit have you developed any new Medical Problems or have you seen any other physicians: 
	Medication Name 1: 
	Medication Name 2: 
	Medication Name 3: 
	Medication Name 4: 
	Medication Name 5: 
	Dose 1: 
	Dose 2: 
	Dose 3: 
	Dose 4: 
	Dose 5: 
	How you are taking it 1: 
	How you are taking it 2: 
	How you are taking it 3: 
	How you are taking it 4: 
	How you are taking it 5: 
	Side effects 1: 
	Side effects 2: 
	Side effects 3: 
	Side effects 4: 
	Side effects 5: 
	Prescribing Physician 1: 
	Prescribing Physician 2: 
	Prescribing Physician 3: 
	Prescribing Physician 4: 
	Prescribing Physician 5: 
	Drug Allergies: 
	Are you having any new side effects or problems with the pain medications you are prescribed in this clinic: 
	Better: Off
	Worse: Off
	Unchanged: Off
	Dull: Off
	Achy: Off
	Sharp: Off
	Stabbing: Off
	Burning: Off
	Throbbing: Off
	Tingling: Off
	Other: Off
	undefined_4: 
	Walking: Off
	Sitting: Off
	Standing: Off
	Other_2: Off
	undefined_5: 
	Sitting_2: Off
	Moving around: Off
	Medications: Off
	Ice: Off
	Heat: Off
	Other_3: Off
	undefined_6: 
	Episodes of Sadness  Crying: Off
	Nausea  Vomiting: Off
	Chest Pain  Bloodycough  Wheezing: Off
	Excessive sleepiness during the day: Off
	BloodyStools: Off
	Pain or blood when urinating: Off
	Disturbed sleep at bedtime: Off
	Stomach Pain: Off
	Constipation: Off
	undefined_7: 
	If so How much pain relief did you have initially  improvement: 
	How much pain relief do you still have  improvement: 
	Have you been to Physical Therapy since your last visit  Is it helping your pain Please describe: 
	In the last 24 hours how much pain relief have your current treatments provided 0100: 
	Pharmacy: 
	Address: 
	Phone: 
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Print: 
	Save As: 


