
        

 
Pain Consultants of Atlanta 

New Patient Intake Questionnaire 
 

NAME:_______________________________________________________    DATE:____/____/____   BIRTHDATE:____/____/____ 
 
 REFERRED BY:__________________________________________________     AGE:_____________ 
  
 REASON FOR VISIT:  __________________________________________________________________________________________ 
 
 LOCATION OF PAIN:   �  BACK  �  HIP � BUTTOCK �  LEG �  FOOT � RIGHT �  LEFT 
 
     �  NECK  �  SHOULDER  � ARM �  HAND � RIGHT �  LEFT 
  
     � OTHER (DESCRIBE) ___________________________________________________________ 
 

Do you have numbness?  �  No  � Yes – Where? __________________________________ 
Do you have weakness?  �  No  � Yes – Where? __________________________________ 
How long ago did your pain start?            ______________________________________ 
Did you have a specific injury that caused your pain?  �  No  � Yes – Date _____/_____/_______ 
 Type of injury?     �  Fall �  Lifting � Motor vehicle accident Other __________________ 
 Are you receiving compensation related to the injury? �  No  � Yes 
 Do you have litigation pending regarding the injury? �  No  � Yes 
How did your pain begin?      � Gradually � Suddenly 
Is your pain constant?       �  No  � Yes 
Has your pain changed?   � getting gradually worse    � getting rapidly worse     � getting better      � unchanged 
Have you ever had similar pain before this episode?   �  No  � Yes 
Which words describe the character of your pain? 

� sharp  � dull  � aching � burning � throbbing  
  � cramping � shooting � stabbing � pounding � tingling 
What time of day is your pain worse? � morning  � afternoon  � evening  � night � night and interferes with sleep 
What makes the pain worse? 

�  lying �  sitting �  standing �  walking �  lifting �  other ________________ 
What makes the pain better? 

�  lying �  sitting �  standing �  walking �  lifting 
  �  ice  �  heat  �  massage �  other ____________________________ 
Do you have problems with being unable to control your bowels or bladder?  �  No  � Yes 
Have you ever had back or neck surgery?  �  No � Yes (please describe type of surgery and when on next page) 

 

 

         HAVE YOU TRIED ANY OF THE  
         FOLLOWING FOR YOUR PAIN?                                                HOW MUCH PAIN RELIEF? 

TREATMENT YES NO GOOD MODERATE MINIMAL TRANSIENT POOR 
NSAIDs (Motrin, Aleve, etc)        
Anti-depressants        
Oral Steroids        
Home Exercise        
Physical Therapy        
Electrical Stimulation        
Massage Therapy        
Trigger Point Injections        
Epidural Steroids        
Other:        



  
   
NAME:________________________________________________________           BIRTHDATE:_____/_____/________  

 
CHECK IF YOU HAD ANY OF THESE MEDICAL PROBLEMS IN THE PAST: 

MAJOR ILLNESSES YES NO MAJOR ILLNESSES YES NO 
AIDS / HIV   Heart Trouble   
Anemia    Hepatitis / Jaundice   
Anxiety   High Blood Pressure   
Arthritis / Joint pain   High Cholesterol   
Asthma    Kidney Disease   
Blood transfusions   Pneumonia     
Bowel Trouble    Reflux / GERD   
Cancer   Stroke   
Chronic Lung Disease    Tuberculosis - TB   
Depression   Thyroid Disease   
Diabetes   Ulcers   
Heart Murmur   OTHER:   

PLEASE LIST ANY PAST INJURIES OR ILLNESSES: 
TYPE DATE TYPE DATE 
    
    
    

PLEASE LIST ANY OPERATIONS OR HOSPITALIZATIONS YOU HAVE  HAD: 
SURGERY / REASON DATE SURGERY / REASON DATE 
    
    
    
    

   
CIRCLE AND CHECK IF YOUR BLOOD RELATIVES HAVE HAD: 

MAJOR ILLNESSES YES NO WHAT BLOOD RELATIVE? 
AIDS/HIV      
Anemia       
Arthritis / Joint pain      
Asthma      
Bowel Trouble / Ulcers      
Breast Cancer      
Cancer      
Chronic Lung Disease      
Depression / Anxiety / Mood Disorders      
Diabetes      
Glaucoma      
Heart Trouble / Murmur      
Hepatitis / Jaundice      
High Blood Pressure      
High Cholesterol      
Kidney Infections / Stones      
Parkinson’s Disease      
Stroke      
Thyroid Disease      
Tuberculosis - TB      
OTHER:      

   



 
 
NAME: ________________________________________________________           BIRTHDATE: _____/_____/_______  
 

PLEASE LIST MEDICATIONS THAT YOU ARE CURRENTLY TAKING: 
DRUG NAME DOSAGE PHYSICIAN DRUG NAME DOSAGE PHYSICIAN 
      
      
      
      
      
      
      
      

 
ALLERGIES TO MEDICATIONS OR SUBSTANCES (LATEX, X-RA Y DYE, ETC.) 

DRUG OR SUBSTANCE DATE REACTION 
   
   
   
   
   

 
 

SOCIAL HISTORY 
Marital Status: 
��  Common Law Marriage    �  Divorced      �  Married       �  Separated       �  Single      �  Widowed 
Do you Exercise:�� �
��  None         �  Less than 1 to 3 times per  week     �  4 or more times per week          
Occupation 
                   ____________________________________________________________ 
 
Smoking   �  Yes �  No 
  Packs per day:  ________   Number of Years:   ______ 
Alcohol   �  Yes �  No 
  Drinks per day:  ________   Drink per week: ________ 
Drug User  �  Yes �  No 
  Kind:       Frequency: 
History of abuse �  Yes �  No 
�� �  Physical �  Emotional �  Sexual   
List all “Natural” or Herbal remedies, over 
the counter drugs, vitamins or minerals 
you are taking. 
 
 
 

List: 

 
 
 



 
 
NAME:_______________________________________________________                      BIRTH DATE: ____/____/_____  
 
 

REVIEW OF SYSTEMS: 
PLEASE CHECK (X) IF ANY OF THE FOLLOWING APPLIES TO YOU NOW. 

CONSTITUTIONAL  NOTES SKIN   
Weight Loss �   Rashes �   
Weight Gain �   Itching �   
Fever �   NEUROLOGICAL   
EYES     Muscular Weakness �   
Yellow color �   Numbness or Tingling �   
HENT   Difficulty Concentrating �   
Headaches �   Memory Difficulties �   
Dizziness �   Seizures �   
Thyroid Problem �   Loss of Balance �   
Neck Pain �   MUSCULOSKELETAL   
CARDIOVASCULAR   Joint Pain or Swelling �   
Chest Pain �   Muscle Cramps �   
Irregular Heart Beats �   Back Pain �   
Rapid Heart Rate �   Limited joint motion �   
Fainting �   PSYCHIATRIC   
Swelling of legs �   Anxiety �   
Leg pain with walking �   Depression  �   
RESPIRATORY   Confusion �   
Wheezing �   Suicidal Thoughts �   
Cough  �   Excessive Anger �   
Shortness of breath �   Homicidal thoughts �   
GASTROINTESTINAL   Difficulty Sleeping �   
Nausea �   Physical Abuse �   
Vomiting �   Sexual Abuse �   
Constipation �      
Abdominal Pain �   HEMATOLOGIC    
Bloody / Black Stool �   Bruises, frequent or easily �   
Jaundice �   Cuts do not stop bleeding �   
   OTHER    
GENITOURNARY   1. �   
Urgency of urination �   2. �   
Frequency of urination �   3. �   
Inability to urinate �   4. �   
Leakage of urine �   5. �   
Impotence �   6. �   
Possible Pregnancy �   7. �   
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Please read and initial in its entirety. 

 Please Initial 
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Patient Financial Policy 
Pain Consultants of Atlanta is dedicated to providing the best possible care for you. Please understand that 
payment for services is considered part of your treatment. We ask that you read, agree to and sign this policy 
prior to any treatment. 
 
Co-pays and Balances  
The patient is expected to present a valid insurance card at each visit. All co-payments and patient balances are due at 
the time of service unless arrangements have been made in advance. We accept cash, check and credit card. A $10.00 
service charge is added to accounts when the co-pay is not paid at time of service. 
 
Participating Insurance Plans  
Your insurance policy is a contract between you and your insurance company. As a service to you, we will file your 
insurance claims. If your insurance company does not pay the practice within a reasonable period, we will look to you for 
payment. If we later receive a check from your insurer, we will refund any overpayment to you. We will bill your insurance 
company for all services provided by PCA. You are responsible for any balance due. Not all insurance plans cover all 
services. In the event your insurance plan determines a service to be “not covered,” you will be responsible for the 
complete charge. Payment is due upon receipt of a statement from our office.  
 
Insurance Changes  
If you fail to notify us of an insurance change, you are fully responsible for any amount not paid by your insurance. 
 
Referrals  
If your insurance has a designated primary care physician (PCP), you are required to have prior authorization from your 
PCP prior to your office visit in order to receive maximum benefits. If an authorization/referral is not provided at the time of 
service, you will be asked to either reschedule your appointment or pay for the visit at the time of service. 
 
Self-pay Accounts  
Payment is required at the time of service for all services. Self-pay accounts are: 
�� Patients without insurance information on file. 
�� Patients without an insurance card at the time of service. 
�� Patients who are covered by an insurance plan that the practice does not participate in 
 
Non-participating Insurance Plans  
The financial obligations of patients who are insured by carriers that the practice does not participate with are considered 
a self-pay account. If you are insured by a plan that we do not have a prior arrangement with, as a courtesy we will 
prepare a claim for you on an unassigned basis. This means the insurer will send the payment directly to you. Therefore, 
our charges for your care are due at the time of service. *For surgical procedures, please ask to speak to a billing 
representative prior to the procedure. 
 
No-Fault  
Office visits for patients with No-Fault insurance are paid at time of service. Patients submit their receipt to their NF carrier 
for reimbursement.  
 
I have read and understand the practice’s financial  policy and I agree to be bound by its terms. 
 
Signature of patient (or responsible party, if mino r) _________________________________ 
 
Date:  ____________________________________ 
 
Patient Name:  ______________________________________________________________ 

Rev. 2007 
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