






NEW PATIENT 

EVALUATION FORM 

GENERAL INFORMATION 

VANCEDPAIN 
u 

Date form completed: I I I 

Patient Name: Date of birth: 

I I I I I I I I I I I I I I I I I I I I I I I I I I_/_/_ I 
Height: .___ ____.I ft. .__I __ I in. Weight: ... I ____ ..... Age: I.___ __ _. ______ �

Referred By: Family Physician: ._I _______________,

Date onset of pain: I I Cause of pain: I.__ _______________,
Was this injury: □ At Work □ Auto Accident □ Other □ After Surgery
Onset of pain: □ Sudden □ Gradual

On a scale of 1-10 your pain is at its worst: D Pain at its best: D Pain right at this moment: D 

0 = no hurt 1-2 hurts a little bit 3-4 hurts a little more

LOCATION OF YOUR PAIN 

On the picture, color in all your areas of pain. 

Front Back 

J L, 

5-6 hurts even more 7-8 hurts a whole lot 9-10 hurts the worst

Associated with (check all that apply): 
□ Numbness/Tingling
□ Night Pain
□ Weakness
□ Loss of Control of Bowel
□ Loss of Control of Bladder
□ Fever/Chills
□ Sexual Dysfunction
□ Unexplained Weight Loss

How many pounds: ... I __ ____.   



Patient Name: Date of birth: 

I I I I I I I I I I I I I I I I I I I I I I I I I IL.=;..=1 =.:1.=..J

COMPLETE THIS BOX ONLY IF YOU WERE INVOLVED IN AN AUTO ACCIDENT 

Were you wearing a seat belt? □ Yes □ No
Were you the passenger? □ Yes □ No
Were you the driver? □ Yes □ No
Did you lose consciousness? □ Yes □ No If yes, for how long? 
Briefly describe the accident: 

How much damage was done to your vehicle? .... I$ __ ___,-------------------------
How long after the incident did the pain occur? 

---=====::------------------' 
When did you first seek medical attention? I

L=
=�'
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=::..;' ===-.J

Did you experience pain in the same location previous to this accident? □ Yes □ No If yes, explain: 

COMPLETE THIS BOX ONLY IF YOU WERE INVOLVED IN A WORK INJURY 

Describe injury: 

How long after the incident did the pain occur? 
----=====:::------------------' 

When did you first seek medical attention? 1.:I ==-'
-=
='

-=
==.J

Have you had the pain in the same location prior to your work injury? □ Yes □ No If yes, explain: 

Is your current injury through your current employer? □ Yes □ No 
If it is not through your current employer, please list the name of the employer that it is through, along with a phone number. 

Employer name: 
..._____________________ ___. 

Phone: ... I _________ _

SYMPTOMS The questions below refer only to the area of pain that you are coming to our clinic for at this time. 
My pain is: □ Mild □ Mild-Moderate □ Moderate □ Moderate-Severe □ Severe
Check the boxes that best describe what your pain feels like. 

□ Throbbing □ Shooting □ Stabbing
□ Numb □ Tender
□ Heaviness □ Diffuse
What makes your pain worse? 

□ Pressure
□ Dull

□ Burning □ Sharp □ Tingling
□ Deep □ Aching □ Cramping
□ Gnawing □ Localized □ Superficial

□ Bending □ Coughing □ Daily Activities □ Driving □ Everything □ First Steps
□ Going Downstairs □ Going Upstairs □ Kneeling □ Lifting □ Lying Down □ Neck Movement
□ Nothing □ Reaching □ Sitting □ Sneezing □ Squatting □ Standing
□ Stretching □ Twisting □ Weather Changes □ Walking □ Work Activities--------------------------------------------.....

□ Other, Explain
The pain is: □ At Rest □ Continuous □ In the Night 

□ Spontaneous
Does your pain make you: (check all that apply) 

□ Depressed □ Angry □ Frustrated
□ Helpless/Hopeless

□ In the Morning □ Intermittent □ On Activity

Does your pain interfere with any of the following 

□ Sleep □ Daily Activities □ Work





Patient Name: ________________________________ Date of Birth: _____________











Chart:__________



Patient Name: _____________________________ Date of Birth: ______________



Generalized Anxiety Disorder Screener (GAD-7)
Over the last 2 weeks, how often have you been 
bothered by the following problems?

Not at all Several 
Days

More than 
half the 

days

Nearly 
every day

1. Feeling nervous, anxious or on edge 0 1 2 3

2. Not being able to stop or control worrying 0 1 2 3

3. Worrying too much about different things 0 1 2 3

4. Trouble relaxing 0 1 2 3

5. Being so restless that it is hard to sit still 0 1 2 3

6. Becoming easily annoyed or irritated 0 1 2 3

7. Feeling afraid as if something awful might
happen

0 1 2 3

Add 
columns

Total 
Score

8. If you checked off any problems, how
difficult have these problems made it for you
to do your work, take care of things at
home, or get along with other people?

Not 
difficult at 

all

Somewhat 
difficult

Very 
difficult

Extremely 
difficult

When did the symptoms begin? 

Advanced Pain of Tulsa

Chart:



Opioid Safety Survey 

Because there is addiction risk with opioid medicines, we must first understand your history before we 

set a treatment plan for you. 

Please circle "Ye-:,n or "No" in the chart below as the case applies to you today or in the pa5t. Then give 

this-sheet to your doctor or nurse. 

Patient Name: .. -----------------------

Mark each box that applies Female Male 

Do YOU have a hi.story of substance abuse of any of the following? 

Alcohol YES/ NO YES/ NO 

Illegal drugs YES/ NO YES/ NO 

Prescription drugs YES/ NO YES/ NO 

Do you have a FAMILY history of substance abuse of any of the following? 

Alcohol YES/ NO YES/ NO 

Illegal drugs YES/ NO YES/ NO 

Prescription drugs YES/ NO YES/ NO 

Are you between 16-45 years old? YES/ NO YES/ NO 

Were you sexuall'y abused as a child? YES/ NO YES/ NO 

Have you had one of the following mental health conditions? 

ADD, OCD, bipolar, schizophrenia YES/ NO YES/ NO 

Depression YES/ NO YES/ NO 

















Patient Name:___________________________ Date of Birth:______________
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