Garden State Pain Management, PA
Todd S. Koppel, MD
NEW PATIENT QUESTIONNAIRE

Today’s Date


_______________
Patient’s Full Name            ____________________________________________

Date of Birth                      _____/_____/_________
Social Security Number
____________________

Address


____________________________________________





____________________________________________





____________________________________________

Home Telephone

____________________

Mobile Telephone               ____________________  Business Telephone   _______________
E-Mail address                    ____________________________________________
Date of Accident                          _____________________
Please Circle one:    Driver              Passenger             Pedestrian

Primary Insurance Carrier
_____________________     I.D. or Claim #:   ______________






         Policy #:  ______________

Secondary Insurance Carrier
_____________________     I.D./Claim/Policy #:  ____________
Referring Physician’s Name / Phone #: ____________________________________________
Attorney Name / Phone #:   _____________________________________________________
Patient Consent for Use and Disclosure of Protected Health Information("PHI")

I, the undersigned patient, give my consent to the provider, its anesthesia group, and their agents to: (i) use or disclose my protected health information ("PHI") to carry out treatment, payment, or health care operations; (ii) release my entire medical record to any other provider or its employees upon a representation that the provider will use the information for treatment or payment; (iii) disclose billing information to any person that calls the provider with billing questions after the provider inquires as to the identity of the calling person and the calling person provides my correct social security number or health plan number; (iv) call and leave a voice mail message at my home or other number I provide them regarding medical appointments, billing or payment issues, or other information related to treatment, payment, or health: care operations; (v) discuss my PHI with: (a) any person that accompanies me to a visit or procedure or is present with me when the provider is present, and (b) any person that identifies him or herself as active in my mental, physical, emotional, or spiritual care, including, but not limited to family, close personal friends, clergy, and patient advocates.

Assignment of Benefits: I hereby authorize any insurance benefits be paid directly to the physician and I understand I am responsible for non-covered services. I also authorize the physician to release

any information required in the processing of the claim.  I also assign my rights to bring any claims, for lack of payment, to the aforementioned medical provider(s).


Signature:  X__________________________       Date:  _____________
GENERAL MEDICAL HISTORY
Date of Birth______________
Age______ Current Height____________ Weight ________ 
Marital Status: S  M  D  W    Male / Female / Right-handed / Left-handed       
(Please Circle Where It Applies) 

Do You Have Any Medical Or Psychiatric Problems That Are Currently Treated By A Doctor?

(Please Circle Any That Apply)

HYPERTENSION    DIABETES
HEART DISEASE
LUNG DISEASE   ASTHMA

____________________________________________________________________________

____________________________________________________________________________
____________________________________________________________________________

____________________________________________________________________________

What (If Any) Medications Do You Take? (Other Than For Pain)

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________
Do You Have Any Allergies To Medications?

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________
____________________________________________________________________________

____________________________________________________________________________

Have You Ever Had Surgery?  If So, When? (Please list procedures and dates)

____________________________________________________________________________

____________________________________________________________________________
____________________________________________________________________________

____________________________________________________________________________

REVIEW OF SYSTEMS:
CONSTITUTIONAL:

FEVER
 YES
 NO

WEIGHT LOSS
 YES
 NO

OTHER: _________________________

EYES:
VISION PROBLEMS
 YES
 NO

OTHER: _________________________

ENT/MOUTH:
HEARING PROBLEMS
 YES
 NO

OTHER: _________________________

CARDIOVASCULAR:
CHEST PAIN
 YES
 NO

OTHER: _________________________

RESPIRATORY:

SHORT OF BREATH
 YES
 NO

OTHER: _________________________

GASTROINTESTINAL:
HEARTBURN:
 YES
 NO

OTHER: _________________________

GENITOURINARY:
URINATION PROBLEM
 YES
 NO

OTHER: _________________________

MUSCULOSKELETAL:
MUSCLE CRAMPS
 YES
 NO

OTHER: _________________________

INTEGUMENTARY (SKIN):

RASH
 YES
 NO

OTHER: _________________________


NEUROLOGICAL:

DIZZINESS
 YES
 NO

HEADACHES
 YES
 NO

OTHER: _________________________

PSYCHIATRIC:
DEPRESSION
 YES
 NO

OTHER: _________________________

ENDOCRINE:
HOT FLASHES etc.
 YES
 NO

OTHER: _________________________

HEMATOLOGY/LYMPHATIC:
BRUISE EASILY
 YES
 NO

OTHER: _________________________

ALLERGIC/IMMUNOLOGIC:
ALLERGIES
 YES
 NO

OTHER: _________________________

WEAKNESS OR NUMBNESS 

ARMS and/or LEGS
 YES
 NO
SOCIAL HISTORY:

SMOKING
 YES
 NO How Much ____________

DRINKING
 YES
 NO


How Much ____________

FAMILY HISTORY:
HEART DISEASE
 YES
 NO

CANCER
 YES
 NO

DIABETES
 YES
 NO

PAIN HISTORY
What Is The Location Of Your Pain?

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

How Long Has The Pain Been Present In This [These] Area[s]?

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Were You Wearing A Seat-Belt? _______ 
Were You Taken To A Hospital? ______ If Yes, What Hospital?_________________________ 

Do You Have Any Facial Complaints (headaches, ringing in ears, jaw pain, etc.)?

____________________________________________________________________________

____________________________________________________________________________

Did An Accident Or Other Event Precipitate Your Pain? If Yes, Please Describe.

____________________________________________________________________________

____________________________________________________________________________

Have You Ever Had A Previous Motor Vehicle Accident?  What Were Your Previous Symptoms? 
You MUST tell us about ANY and ALL Previous Accidents ____________________________________________________________________________

____________________________________________________________________________

Were You Injured On The Job?
 YES
 NO

Are You Currently Involved In Litigation?
 YES
 NO    
Are You Currently Working?
 YES
 NO   Occupation:_________________

If No, When Did You Stop? ____________ Why? ___________________________
How Would You Describe Your Pain Symptoms? (Please Circle All That Apply?)

Burning

Sharp

Shooting
Dull

Aching
Throbbing

Pins & Needles
Numbness
Cutting
Cramps
Gripping
Electric

Other________________________________________________________________________

____________________________________________________________________________

When Is The Pain Worst? (Please Circle All That Apply)

Morning
Afternoon
Evening
Night

Changing Positions

Please Circle The Activities That Your Pain Interferes With

Appetite
Sleep

Social Activities
Sex
Working At Job/Home

If Pain Limits Your Activities, Please Answer The Following Questions


I Can’t Tolerate Walking More Than __________ Blocks


I Can’t Tolerate Sitting More Than __________ Minutes


I Can’t Tolerate Standing More Than __________ Minutes
I Can’t Tolerate Lying Down More Than __________ Minutes

How Frequently Do You Have Your Pain? (Please Circle One)


Constantly

(About 80 – 100% Of The Time)


Often


(About 50 – 80% Of The Time)


Intermittently

(About 25 – 50% Of The Time)

On The Line Below, The Far Left Represents No Pain And The Far Right Represents The Worst Pain You Have Ever Had.  Please Mark with an X How Much Pain You Are Having Right Now; With An L When It Is At Its Least; And With A R When It Is At Its Worst.

________________________________________________________



0
1
2
3
4
5
6
7
8
9
10


    <NO PAIN








WORST PAIN>
What Makes Your Pain Worse?
_______________________________________________

What Makes Your Pain Better?
_______________________________________________

What Medicines Do You Take Now For Pain?

____________________________________________________________________________

____________________________________________________________________________
What Medicines Have You Tried For Pain?

____________________________________________________________________________
____________________________________________________________________________
Please Circle Any Treatments You Have Had For Your Pain








Dates

Was The Treatment Helpful?

Surgery





__________
___________________________

Nerve Blocks / Epidural Injections
                      __________ ___________________________

Electrical Stimulation



__________
___________________________

Physical Therapy




__________
___________________________

Psychotherapy




__________
___________________________

Biofeedback/Hypnosis



__________
___________________________

Chiropractic Manipulation



__________
___________________________

Acupuncture





__________
___________________________

Other






__________
___________________________

Please Circle The Tests You Have Undergone

X-ray

CT Scan

MRI Scan

Bone Scan

EMG

Others (Please List)
____________________________________________________________

On The Drawings Below, Please Shade In The Areas In Which You Are Having Pain.  Indicate the Worst Area With An X.

[image: image1.jpg]



Signature X____________________________
Date ______________________                                                                                                                                                                                                                                                       1.18.10
�








