PALM BEACH SPINE & PAIN INSTITUTE
MEDICAL STATUS UPDATE

&&PAIN ASSESSMENT FORM
Date:

Name: Age: Height: Weight:

Has your Insurance, Address, or Phone number changed? (Circle Yes or No)
If you answered yes, please provide new information here.

Have you been hospitalized or had a change in your health since your last visit? (Circle Yes or No)
If you answered yes, please explain.

List all of your current medications: (including over the counter medication, vitamins/herbs)

Please List ANY allergies:

Describe reason for visit today:

What makes the pain worse?

What makes the pain better?

What have you tried to relieve the pain?

Indicate on the picture below where you feel the
following sensations:
ANNache o000 numbness eoeoe pins & needles
xxx burning /// stabbing

e cetfecceds

Indicate the severity of your pain by marking an
“X’ on the appropriate number. How bad is the
pain right now?

0--1----2-----3--—--4---—--5--—-6-----7---—--8---—--9----10
no pain moderate severe

Signature:

Nurse:

Doctor:




