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Indicate areas where 
you are having pain 

using these symbols: 
XXX: Sharp 

+++: Achy/Dull 
===: Burning 

////: Numb/Tingling 
 

L R L R

 

 

Pa�ent Name:________________________________ DOB:___/___/______ Reason for Visit:________________________________ 

Referring Provider: _________________________ Primary Care Provider: ______________________ Today’s Date: ___/___/______ 

 

 

 
 

Please circle the medica�ons you have used or currently use from the following: 
Oxycodone Tapentadol/Nucynta Levorphanol Effexor Diclofenac 
Oxycon�n Buprenorphine/Butrans Cyclobenzaprine/Flexeril Amytriptyline Ibuprofen 
Percocet Suboxone Methocarbamol/Robaxin Cymbalta Naproxen 
Oxymorphone/Opana Methadone Carisoprodol/Soma Nortriptyline Tylenol 
Tramadol Exalgo/Dilaudid ER Baclofen Other: 
Morphine IR/ER Hydromorphone/Dilaudid Lyrica 
Hydrocodone/Norco Fentanyl Gabapen�n 
Drug Allergies: YES  or NO List:  
 

Other Allergies (Circle):   Latex     Contrast     Iodine    Lidocaine     Adhesives 

Please complete the following sec�ons by filling in the informa�on and circling relevant interven�ons: 
Have you had Imaging Studies performed of your painful area (facility and 
date):  

Therapy/Interven�ons? Where, dates, & Sessions? 
Physical Therapy __________________________ 

__________________________ 
Chiroprac�c Care __________________________ 

__________________________ 
Current Medica�ons you are taking:  Massage Therapy    

Acupuncture    
TENS unit    
Injec�ons    
Other:_________________ __________________________ 

Are you pregnant or is there a chance you may be pregnant?   YES  or  NO  or  NA 
 

 

Current and Past Medical History (Complete all that apply) 
Do you currently have pain?  YES  or  NO Pain Ra�ngs (scale 0=none, 10=worst/complete) 

When did your pain start? What caused your pain? Today’s Pain ra�ng? ___/10 
Approximate Date: Describe: Worst Pain this week? ___/10 

Percent Relief by Medica�on? ___/100% 
Average Pain this week? ___/10 
Pain interference with Enjoyment of life? ___/10 
Pain interference with General Ac�vity this week? ___/10 

Work-related Incident:   YES  or  NO PEG Score:          /30 

Describe your pain: Circle all that apply 
Where is your 

worst pain? 
What does your pain feel 

like?  
What makes it 

be�er?  
What makes it 

worse? 

Neck Radia�ng Throbbing Si�ng Si�ng 
Upper back Sharp Numb/�ngling Standing Standing 
Lower Back Stabbing Devasta�ng Lying Down Walking 
Hips Dull Pressure Rest Bending 
Knees Shoo�ng Pulsing Medica�on Twis�ng 
Joints Cramping Lightening Changing posi�on Lying Down 
Muscles Aching Crawling Ac�vity Coughing 

Other: 
_____________ 
_____________ 

Burning Other: 
_____________ 
_____________ 

Other: 
_____________ 
_____________ 
 

Other: 
_____________ 
_____________ 

TRI-CITIES ADDRESSES
3730 Plaza Way, Suite C6100
Kennewick, WA 99336
7401 W Hood Place, Suite 200
Kennewick, WA 99336 AL
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SPOKANE ADDRESS

NEW MEXICO ADDRESS

12709 E Mirabeau Pkway Bldg A Ste 200
Spokane Valley, WA 99216

3820 Commons Ave. NE
Albuquerque, NM 87109

AL
LE

RG
Y &

PA
IN 

MG
T



BR: ______/______ HR:_______ Resp:_______ O2:_______  Height: ________ Weight: ________                      Patient Intake Form New Patient Visit Edited 8.2018 KAT 
 

Please Indicate if you have any of the following symptoms today (Circle all that apply):  
CONSTITUTIONAL CARDIAC PSYCHIATRIC HEMATOLOGIC INTEGUMENT 

Fevers Chest Pain Depression Easy Bruising Rash 

Chills Palpitations Anxiety Excessive Bleeding Hives 

Night Sweats Fast Heart Rate Suicidal Thoughts Swollen Glands Swelling 
Slow Heart Rate Edema (swelling) Homicidal Thoughts Blood Thinners  ENDOCRINE 
Edema (swelling) Other Sleep Difficulty MUSCULOSKELETAL Hair Loss 

Weight gain/loss NEUROLOGICAL Restlessness Neck Pain Excessive Thirst 

EARS/NOSE/THROAT Numbness/tingling Crying Low Back Pain GASTROINTESTINAL 
Hearing Difficulty Seizures Agitation Muscle Pain Diarrhea 

Visual Changes Memory Issues Insomnia Muscle Weakness Constipation 

Swallowing Difficulty Weakness RESPIRATORY Morning Stiffness Nausea/Vomiting 

Dental Problems Incontinence Cough Joint Pain Abdominal Pain 

Hoarseness Loss of Balance Wheezing Joint Stiffness Jaundice 

Headache Loss of Coordination Shortness of Breath Walking Difficulty Reflux 
 

Please Indicate if you had the following past medical history or surgeries: (Circle all that apply) 
EARS/NOSE/THROAT NEUROLOGICAL PULMONARY MUSCULOSKELETAL RENAL 

Seasonal Allergies Multiple Sclerosis Asthma Osteoporosis Kidney Failure 
Sinus Infection Stroke COPD Fibromyalgia Kidney Stones 
Ear Infection Migraine Headache Sleep Apnea Chronic Fatigue Incontinence 
Dental Problems Tension Headache Bronchitis Osteoarthritis Urinary Tract Infection 

CARDIAC Seizures Pneumonia Rheum. Arthritis GASTROINTESTINAL 
Coronary Artery Disease Guillen-Barre Emphysema Lupus Cirrhosis 
High Blood Pressure Polio Fibrosis Raynaud's Disease GERD/Ulcers 
High Cholesterol MENTAL HEALTH HEMATOLOGICAL ENDOCRINE Crohn's Disease 
Heart Attack/MI Depression Bleeding Disorders Diabetes I Irritable Bowel  
Pacemaker Anxiety Anticoagulants Diabetes II Gallbladder Disease 
Bypass Surgery Bipolar Disorder Anemia Hypothyroidism Hepatitis A/B/C 

IMMUNOLOGIC Schizophrenia Leukemia Hyperthyroidism Pancreatitis 
Tuberculosis ADHD Clotting Disorders Adrenal Issues Other: 
HIV Suicidal Thrombocytopenia Menopause 
History of Cancer: 
_____________________ 
 
_____________________ 
 
_____________________ 

Surgical History to include back and spine related surgeries: 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
 

 

FAMILY MEDICAL HISTORY  
Hypertension Lupus Hay Fever Migraine Headaches Asthma 
High Cholesterol Depression Eczema Diabetes COPD 
Heart Attacks Anxiety Immunodeficiencies Fibromyalgia Bleeding Disorders 
Stroke Bipolar Disorder Frequent Infections Rheumatoid Arthritis Other: 
Cancer Food Allergies Hives/Swelling Medication Allergies 

PERSONAL SOCIAL HISTORY PERSONAL SOCIAL STATUS 
Alcohol Methamphetamine Married Children: ________ Disabled 
THC Ecstasy (MDMA) Domestic Partner Are you employed? Occupation: 

Crack/Cocaine PCP Divorced Yes   or    No 

Heroin Tobacco Widowed Retired 
 

 

Patient Signature: _______________________________________________  Date:______________________________ 
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