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  Phone: (954) 458-1199

Chief Complaint (Reason for your visit today)? ________________________________________________________________________ 

Does this pain radiate?   If so where? ___________________________________________________________________________________ 

Please list any additional areas of pain: _________________________________________________________________________________ 

Use this diagram to indicate the area of your pain.  Mark the location with an “X” 

Approximately, when did this pain begin?______________________________________________________________________________ 

What caused your current pain episode?  ______________________________________________________________________________ 

Patient Information

Pain History 

Onset of Symptoms 

Today’s date: ________________________________________ 

Your name: __________________________________________ Date of Birth: ______________________ Age: _____________ 

Referring Physician:  ________________________________ 

Primary Care Physician: _______________________________________ 

Address: __________________________________________________________  City: ___________________  State: _____ Zip: __________

Home Phone: _____________________ Cell Phone: ____________________  Email: ____________________________________________

Marital Status: _____________ Emergency Contact Name: _____________________ Phone Number: ______________________

Phone Number: _____________________________

Phone Number: _____________________________
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Describe the character of your pain (eg: dull, stabbing, throbbing, etc): 

________________________________________________________________________________________________________________________ 

What time of day is your pain at its worst? __________________________________________________ 

If pain “0” is no pain and “10” is the worst pain you can imagine, how would you rate your pain? 

Right Now_______________  The Best It Gets_______________          The Worst It Gets_______________ 

What other factors worsen or affect your pain? 

________________________________________________________________________________________________________ 

What other factors relieve your pain? 

_____________________________________________________________________________________________________________________________ 

Are there any associated symptoms? (eg: numbness/tingling/weakness/incontinence, etc) 

_____________________________________________________________________________________________________________________________  

Mark all of the following tests that you have had related to your current pain complaints: 

☐MRI of the:  ____________________________________________________    Date: _______________________ 

☐X-Ray of the: ___________________________________________________ Date: _______________________ 

☐CT Scan of the: _________________________________________________ Date: _______________________ 

☐EMG/NCV study of the: _______________________________________ Date: _______________________ 

☐Other Diagnostic Testing: _____________________________________ Date: _______________________ 

☐ I have not had ANY diagnostic tests for my current pain complaint

Spine Surgery              ☐  ☐       ☐ 

Physical Therapy             ☐  ☐       ☐ 

Chiropractic Care            ☐  ☐       ☐ 

Psychological Therapy            ☐  ☐       ☐ 

Brace Support             ☐  ☐       ☐ 

Acupuncture            ☐  ☐       ☐ 

Hot/Cold Packs             ☐  ☐       ☐ 

Massage Therapy            ☐  ☐       ☐ 

TENS Unit            ☐  ☐       ☐ 

Pain Description 

Diagnostic Tests and Imaging 

Please mark all of the following treatments you have had for pain relief: 

No Change Worsened Pain Helped Pain 
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☐ Epidural Steroid Injection – (circle all levels that apply) Cervical/Thoracic/Lumbar

☐ Joint Injection – Joint(s)  ___________________________________________________________________________________________ 

☐Medial Branch Blocks/Facet Injections - (circle levels) Cervical/Thoracic/Lumbar

☐ Nerve Blocks – Area/Nerve(s) - ______________________________________________________________________________________

☐ Radiofrequency Nerve Ablation – (circle levels) – Cervical/Thoracic/Lumbar

☐ Spinal Cord Stimulator – Trial Only/Permanent Implant __________________________________________________________

☐ Trigger Point Injections – Where? ___________________________________________________________________________________

☐ Vertebroplasty/Kyphoplasty – Level(s) _____________________________________________________________________________

☐ Other - __________________________________________________________________________________________________________________

Which of these procedures listed above have helped with your pain? _______________________________________________ 

______________________________________________________________________________________________________________________________ 

Please list the names of other Pain Physicians you have seen in the past? 

______________________________________________________________________________________________________________________ 

Mark the following physicians or specialists you have consulted for your current pain problem(s): 

☐ Acupuncturist ☐ Neurosurgeon ☐ Psychiatrist/Psychologist

☐ Chiropractor ☐ Orthopedic Surgeon ☐ Rheumatologist

☐ Internist ☐ Physical Therapist ☐ Neurologist

☐ Other ___________________________________________________________________________________________________________________

Interventional Pain Treatment History 
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Mark the following conditions/diseases that you have been treated for in the past:

Past Medical History 

Cancer/Oncology 
☐ Cancer – Type _____________________

☐ Cancer – Type______________________

☐ Cancer – Type______________________

Cardiovascular/Hematologic 
☐ Anemia

☐ Heart Attack

☐ Coronary Artery Disease

☐ High Blood Pressure

☐ Peripheral Vascular Disease

☐ Stoke/TIA

☐ Heart Valve Disorders

☐ Presence of stent/pacemaker/
defibrillator

Gastrointestinal 
☐ GERD (Acid Reflux)

☐ Gastrointestinal Bleeding

☐ Stomach Ulcers

☐ IBS/Crohns Disease

Urological 
☐ Chronic Kidney Disease

☐ Kidney Stones

☐ Urinary Incontinence

☐ Dialysis

Neurological 
☐Multiple Sclerosis

☐ Peripheral Neuropathy

☐ Seizures

☐ Balance Disorder

☐ Head Injury

☐ Headaches

☐ Migraines

ENT 
☐ Glaucoma

☐ Vertigo

☐ Hearing Problems

☐ Nosebleeds

Respiratory 
☐ Asthma

☐ Bronchitis/Pneumonia

☐ Emphysema/COPD

Musculoskeletal/Rheumatologic 
☐ Bursitis

☐ Carpal Tunnel Syndrome

☐ Fibromyalgia

☐ Osteoarthritis

☐ Osteoporosis

☐ Rheumatoid Arthritis

☐ Chronic Joint Pains

Psychological 
☐ Depression

☐ Anxiety

☐ Schizophrenia

☐ Bipolar Disorder

☐ ADD/ADHD

☐ PTSD

Endocrinology 
☐ Diabetes – Type__________________

☐ Hyperthyroidism

☐ Hypothyroidism

Other Diagnosed Conditions 
☐ ______________________________________

☐ ______________________________________

☐ ______________________________________

☐ ______________________________________
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Please list any surgical procedures you have had done in the past including date: 

1) ______________________________________________________________________      Date? ___________________

2) ______________________________________________________________________      Date? ___________________

3) ______________________________________________________________________      Date? ___________________

4) _____________________________________________________________________     Date? ___________________ 

5) _____________________________________________________________________     Date? ___________________ 

☐ I have NEVER had any surgical procedures performed.

Mark all appropriate diagnoses as they pertain to your parents and siblings: 

☐Arthritis ☐Cancer ☐Diabetes

☐Headaches/Migraines ☐High Blood Pressure ☐Kidney Problems

☐Liver Problems ☐Osteoporosis ☐Rheumatoid arthritis

☐Seizures ☐ Stroke

☐Other Medical Problems: ______________________________________________________________________________________________

☐ I have no significant family medical history

Occupation: ________________________________         When was the last time you worked? _______________________________  

☐ Temporary Disability ☐ Permanent Disability ☐ Retired ☐ Unemployed

Are you currently under worker’s compensation?    ☐ No ☐ Yes

Is there an ongoing lawsuit related to your visit today? ☐ No ☐ Yes

Alcohol Use: 

☐ Social Use    ☐ Daily use of alcohol     ☐Never     ☐ History of alcoholism     ☐ Current alcoholism

Tobacco Use: 

☐ Current user ☐ Former user ☐ Never used

☐ Packs per day? ________ ☐ How many years? ________ ☐ Quit Date: ________

Illegal Drug Use: 

☐ Denies any illegal drug use     ☐ Currently uses illegal drugs    ☐ Formerly used illegal drugs (not currently

Have you ever abused narcotic or prescription medications? ☐ Yes ☐ No

Past Surgical History 

Family History 

Social History 
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Are you currently taking any blood thinners or anti-coagulants?    ☐ YES  ☐ No 

If YES, which ones? ☐ Aspirin   ☐ Plavix      ☐ Coumadin        ☐ Lovenox        ☐ Other __________________ 

Please list all medications you are currently taking including vitamins.  Attach additional sheet if 

required: 

Medication Name            Dose        Frequency 

1) _______________________________________________  __________________     _______________________ 

2) _______________________________________________  __________________     _______________________ 

3) _______________________________________________  __________________     _______________________ 

4) _______________________________________________  __________________     _______________________ 

5) _______________________________________________  __________________     _______________________ 

6) _______________________________________________  __________________     _______________________ 

7) _______________________________________________  __________________     _______________________ 

8) _______________________________________________  __________________     _______________________ 

9) _______________________________________________  __________________     _______________________ 

10) _____________________________________________  __________________     _______________________ 

Please list all past pain medications that you have been on at any point for your current pain 

complaints? 

Medication Name            Dose        Frequency 

1) _______________________________________________  ___________________     _______________________ 

2) _______________________________________________  ___________________     _______________________ 

3) _______________________________________________  ___________________     _______________________ 

4) _______________________________________________  ___________________     _______________________ 

5) _______________________________________________  ___________________     _______________________ 

Current Medications 
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Do you have any drug/medication allergies?   ☐ Yes ☐ No

If so, please list all medications you are allergic to 

     Medication Name          Allergic Reaction 

1) ____________________________________________________ ________________________________________________ 

2) ____________________________________________________ ________________________________________________ 

3) ____________________________________________________ ________________________________________________ 

4) ____________________________________________________ ________________________________________________ 

5) ____________________________________________________ ________________________________________________ 

Topical Allergies:  ☐ Latex ☐ Iodine ☐ Tape ☐ IV Contrast

Mark the following symptoms that you currently suffer from:  

Constitutional: ☐Chills☐Fever ☐Weight Loss ☐Decline in Health ☐Weakness ☐ Fatigue ☐Weight Gain

Eyes: ☐Blurriness ☐Double vision ☐Visual disturbance ☐Pain

Ears/Nose/Throat/Neck: ☐Hearing problems ☐Ear pain ☐Sinus problems ☐Sore throat

☐Nosebleeds

Respiratory: ☐Shortness of breath ☐Cough ☐Sputum production ☐Wheezing 

Cardiovascular: ☐Chest pain ☐Palpitations ☐Swelling in feet ☐Shortness of breath during sleep 

☐Bleeding disorder ☐Blood clots ☐Fainting

Gastrointestinal: ☐Nausea ☐Vomiting ☐Diarrhea ☐Constipation ☐Heartburn ☐Abdominal pain 

Genitourinary/Nephrology: ☐Painful urination ☐Blood in urine ☐Change in urine stream  

☐Unusual discharge ☐Flank pain ☐Urinary incontinence

Musculoskeletal: ☐Back pain ☐Neck pain ☐Joint pain ☐Muscle pain ☐Muscle cramp 

☐Muscle spasm ☐Gait disturbances ☐Joint stiffness ☐Joint swelling ☐Trauma

Integumentary: ☐Rash ☐Itching ☐Lesions ☐Bruising 

Neurological: ☐Abnormal balance ☐Confusion ☐Numbness ☐Tingling ☐Dizziness ☐Headaches 

☐Loss of coordination ☐Memory loss ☐Seizures ☐Tinnitus  ☐Tremors  ☐Vertigo

Psychiatric: ☐Feeling anxious ☐Depressed mood ☐Suicidal thoughts ☐Hallucinations 

☐Stress problems ☐Suicidal planning ☐Thoughts of harming others

Allergies 

Review of Sysptoms 

Head:  



HIPAA Compliance Patient Consent Form 
Our Notice of Privacy Practices provides information about how we may use or disclose 

protected health information. The notice contains a patient's rights section describing your rights under 
the law. You have the right to restrict how your 

Protected health information is used and disclosed for treatment, payment or healthcare 
operations. We are not required to agree with this restriction, but if we do, we shall honor this 
agreement. By signing this form, you consent to our use and disclosure of your protected healthcare 
information and potentially anonymous usage in a publication. You have the right to revoke this consent 
in writing, signed by you. However, such a revocation will not be retroactive.  

By signing this form, I understand that: 

• Protected health information may be disclosed or used for treatment, payment, or healthcare
operations.

• The practice reserves the right to change the privacy policy as allowed by law.
• The practice has the right to restrict the use of the information but the practice does not have to

agree to those restrictions.
• The patient has the right to revoke this consent in writing at any time and all full disclosures will

then cease.
• The practice may condition receipt of treatment upon execution of this consent.

 No 

 No 

   No   

May we phone, email, or send a text to you to confirm appointments?                                 Yes  

May we leave a message on your answering machine at home or on your cell phone?       Yes  

May we discuss your medical condition with any member of your family?                             

Yes If YES, please name the members allowed:_____________________ 

Patient Name: ___________________________   DOB: _____________ 

Signature: __________________________     Date: _____________ 



Medical Records Release Form 
Authorization for Disclosure of Protected Health 

Information 

I authorize the disclosure of my protected health information (PHI) as described herein. I 
understand that this authorization is voluntary and made to confirm my direction. I understand 
that if the person(s) or organization(s) that I authorize to receive my protected health information 
are not subject to federal and state health information privacy laws, subsequent disclosure by 
such person(s) or organization(s) may be protected by those laws. 

I authorize Pain Relief Solutions, also doing business as Advanced Relief Institute to 
request my medical records from your facility. 

I understand that I may revoke this authorization in writing at any time, except to the 
extent that the person(s) or organization(s) named above have taken action in reliance on this 
authorization. This authorization will be in effect until a written revocation is received. 

I have had the opportunity to read and consider the contents of this authorization. I 
confirm that the contents are consistent with my direction. 

Patient Name: ________________________ DOB: _______________ 

Patient Phone Number: _________________ 

Patient Signature: ______________________ Date: _______________ 

Phone: (954) 459-1199
FLL Fax: (877) 245-1839

Aventura Fax: (877) 348-0325
Boca Fax: (877) 859-4440
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