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UT Health Austin  

Comprehensive Pain Management 

New Patient Questionnaire  

Thank you for scheduling a visit with the Comprehensive Pain Management Care Team. The responses you provide 

to these questions will become part of your clinic medical record and will be reviewed by your care team in advance 

of your appointment. Providing this information before your visit will allow your care team to prepare for your visit 

and spend more time discussing pain treatment options and plans with you.  

HISTORY OF PRESENT ILLNESS 
A. TELL US ABOUT YOUR PAIN PROBLEM

What is your one most important pain problem? ___________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Where is the location of pain? Select the option that best applies. 

❐ Head pain ❐ Neck pain  ❐ Shoulder pain  ❐ Arm pain ❐ Elbow pain ❐ Wrist pain  ❐ Hand pain  ❐ Chest pain

❐ Abdominal pain ❐ Pelvic pain ❐ Upper back pain ❐ Mid back pain ❐ Lower back pain ❐ Leg pain  ❐ Hip pain

❐ Knee pain ❐ Ankle pain ❐ Foot pain ❐ Pain all over  ❐ Other; please specify?___________________________

Date your pain began? ____________________________Was the onset of your pain? ❐ Sudden ❐ Gradual 

Can you tell what first caused your pain? ❐ No ❐ Yes; please explain: 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

Please describe your pain problem in your own words (what you feel, where, and when): 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

B. DESCRIBE IN MORE DETAIL YOUR PAIN FOR US

Please rate the overall amount of pain you are experiencing today by circling a number between 0 and 10, with 0

being no pain and 10 being the worst pain imaginable.

0  1  2  3  4  5  6  7  8  9 10 

Please rate the worst that your pain has recently been (on a bad day). 

0  1  2  3  4  5  6  7  8 9 10 

Please rate the least pain you recently experienced (on a good day). 

0  1  2  3  4  5  6  7  8 9 10 
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Check all of the boxes below that describe your pain. Select all that apply. 

❐ Constant ❐ Intermittent ❐ Deep ❐ Dull ❐ Sharp ❐ Pulsing ❐ Stiffness ❐ Aching ❐ Shooting ❐ Tender

❐ Pressure ❐ Cramping ❐ Burning ❐ Throbbing ❐ Stabbing ❐ Pressing ❐ Pulling ❐ Like a tight band

❐ Tingling ❐ Numbness ❐ Electric shock

Mark the areas on your body where you feel your pain using the symbols from the list below. 

Please include all of the affected areas of your body. 

Numbness = = =  Pins & Needles oooo   Burning or Aching xxxx Stabbing //// 

     FRONT          BACK 

     Right      Left        Left        Right 

DESCRIBE YOUR PAIN SYMPTOMS  
Which of the following activities make your pain better (decreases your pain) or worse (increases your pain)? 

Better (decreases pain) Worse (increases pain) 
Getting out of bed     ❐ ❐ 

Standing up     ❐ ❐ 

Continuous standing       ❐ ❐ 

Sitting      ❐ ❐ 

Lying on your back / side     ❐ ❐ 

Going down stairs     ❐ ❐ 

Bending backward     ❐ ❐ 

Leaning forward     ❐ ❐ 

Coughing / sneezing      ❐ ❐ 

Lifting      ❐ ❐ 

Twisting ❐ ❐ 
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Better (decreases pain) Worse (increases pain) 

Straining     ❐ ❐ 

Reaching over      ❐ ❐ 

Looking up or sideways     ❐ ❐ 

Washing / combing hair     ❐ ❐ 

Long car rides      ❐ ❐ 

Reading     ❐ ❐ 

Computer work     ❐ ❐ 

Exercising     ❐ ❐ 

Walking     ❐ ❐ 

Running     ❐ ❐ 

What other activities affect your pain? ____________________________________________________

____________________________________________________________________________________ 

____________________________________________________________________________________ 

What one activity most aggravates your pain? _____________________________________________ 

What one activity most relieves your pain? ________________________________________________ 

Do you experience any of the following symptoms? Select all that apply. 

❐ Numbness ❐ Tingling ❐ Weakness ❐ Clumsiness ❐ Falls ❐ Walking problems ❐ Balance problems ❐ Spasms

❐ Limited motion  ❐ Bowel problems  ❐ Bladder or urinary problems ❐ Sweating changes

❐ Temperature changes ❐ Skin color changes ❐ Hair/nail growth changes

Where and when do you experience these symptoms? 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

C. TELL US ABOUT YOUR EVERYDAY FUNCTION

For how long (list in minutes or in hours) can you continuously:

Sit before you need to stand____________ Stand before you need to sit ___________

Walk without stopping ___________

If your pain was adequately controlled, what one activity would you like to do?  

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

What other parts of your life can you not normally do because of your present pain?  

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 
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Do you often: Yes No Yes No 

Sleep soundly     ❐   ❐  Wake up feeling well rested  ❐ ❐ 

Have trouble falling asleep   ❐    ❐  Feel tired much of the time ❐ ❐ 

Wake up in the middle of the night ❐    ❐ Take naps during the day ❐     ❐ 

Take sleeping medications  ❐    ❐ Snore when you are asleep ❐ ❐ 

How many hours do you sleep on average per night? __________________________________ 

How would you describe your recent emotional health? Select all that apply.  

❐ Happy/cheerful ❐ Optimistic ❐ Anxious ❐ Worried ❐ Angry ❐ Depressed ❐ Suicidal ❐ Compulsive

❐ Uninterested ❐ Hopeless ❐ Frustrated ❐ Panicked ❐ Other; please specify?__________________________

D. TELL US ABOUT YOUR PREVIOUS PAIN EVALUATION AND TREATMENT

What tests have already been done to evaluate your current pain problems? Select all that apply.

Test       Dates and Where (What clinic or hospital)?

❐ Plain x-rays _______________________________________________________________________

❐ CT scan (CAT scan) ________________________________________________________________

❐ MRI scan _________________________________________________________________________

❐ EMG or Nerve conduction study ______________________________________________________

❐ Bone scan _________________________________________________________________________

❐ Other ____________________________________________________________________________

Please list all of the other pain physicians and pain clinics that have treated you for your pain in the past 5 years. 

Physician Name: _________________________________________________ 

Clinic Name: ____________________________________________________ 

Physician Name: _________________________________________________ 

Clinic Name: ____________________________________________________ 

Physician Name: _________________________________________________ 

Clinic Name: ____________________________________________________ 

Physician Name: _________________________________________________ 

Clinic Name: ____________________________________________________ 

Please check those medications already been used in an attempt to help with your chronic pain condition: 

Which ones?   Helpful     No Help 

Anti-Inflammatories _________________________________     ❐  ❐  

_________________________________________________  

Muscle relaxants __________________________________     ❐ ❐  

_________________________________________________ 

Narcotic pain medications ___________________________     ❐  ❐  

_________________________________________________ 

Other medications __________________________________     ❐  ❐  

_________________________________________________ 
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Check all of the treatments below that you have already received for your pain. Then next to each of those previous 

pain treatments, write Yes if it helped your pain, No if it made you worse, or 0 if it made no difference: 

❐ Physical therapy _______ ❐ Heat __________ ❐ Ice __________

❐ Ultrasound ___________ ❐ Traction _______ ❐ Braces, splints ________

❐ Stretching exercises _______ ❐ Treadmill _______ ❐ Back school __________

❐ Work hardening _______ ❐ Pool therapy ______ ❐ Chiropractic _________

❐ TENS unit ________ ❐ Acupuncture _______ ❐ Massage therapy______

❐ Trigger point injections___ __ ❐ SI joint injection _____ ❐ Spinal cord stimulator_______

❐ Nerve blocks __________ ❐ Facet joint block _____ ❐ Peripheral nerve stimulator _____

❐ Epidural block _____ ❐ RFA ______ ❐ Implanted pump ____

❐ Other treatments____________________________________________________________________

____________________________________________________________________________________

Please list your previous pain-related surgeries:  

Surgery:___________________________________________________________________ 

Date of Surgery:_____________________________________________________________ 

Reason for Surgery (symptoms):________________________________________________ 

Surgeon and Hospital:________________________________________________________ 

Did your symptoms improve after the surgery? ❐ Yes ❐ No; If no, did they get worse? ❐ Yes ❐ No 

Surgery:___________________________________________________________________ 

Date of Surgery:_____________________________________________________________ 

Reason for Surgery (symptoms):________________________________________________ 

Surgeon and Hospital:________________________________________________________ 

Did your symptoms improve after the surgery? ❐ Yes ❐ No; If no, did they get worse? ❐ Yes ❐ No 

Surgery:___________________________________________________________________ 

Date of Surgery:_____________________________________________________________ 

Reason for Surgery (symptoms):________________________________________________ 

Surgeon and Hospital:________________________________________________________ 

Did your symptoms improve after the surgery? ❐ Yes ❐ No; If no, did they get worse? ❐ Yes ❐ No 

Are you under a doctor’s care for any other medical condition? ❐ No ❐ Yes; which other medical condition(s): 

__________________________________________________________________________________________ 

Are you pregnant? ❐ Yes ❐ No ❐ Not Possible 

Date of last menstrual period? _______________ 

MEDICATIONS & ALLERGIES 
TELL US ABOUT YOUR MEDICATIONS AND ALLERGIES  
Please list all the medications you are currently taking, with their doses and how often you take them per day. Please 

include “over the counter” drugs, birth control pills, vitamins and supplements/herbals, including any medications 

that you use only “as needed” rather than daily.  

Name of Drug Dose How Often 
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Name of Drug Dose How Often 

Please list any medications you cannot take because of allergies or other problems (side effects). Please tell us what 

reaction you had to each drug.  

Name of Drug Reaction or Side Effects 

REVIEW OF SYSTEMS
Have you experienced any of these current or recent problems? Please select all that apply. 

GENERAL    LUNG    MUSCULOSKELETAL 

□ Unexplained weight loss  □ Shortness of breath □ Joint pain

□ Appetite change □ Wheezing □ Joint swelling

□ Fevers or chills □ Chronic cough □ Neck pain

□ Night sweats □ Productive cough □ Back pain

□ Marked fatigue □ Bloody cough □ Bone pain

□ Difficulty sleeping □ Muscle aches

EAR, NOSE, THROAT DIGESTIVE GENITOURINARY 

□ Difficulty swallowing □ Abdominal pain □ Burning on urination

□ Hoarseness □ Nausea or vomiting □ Difficulty starting urination

□ Loss of hearing □ Heartburn or acid stomach  □ Reduced urinary stream

□ Ear pain □ Pain with swallowing □ Urinate at night more than once

□ Tooth pain □ Frequent diarrhea □ Uncontrolled urination

□ Nose bleeds □ Frequent constipation □ Blood in urine

□ Bleeding gums □ Loss of bowel control □ Pelvic pain

□ Blood in stool

EYES SKIN PSYCHIATRIC 

□ Change in vision □ Frequent rashes □ Depression

□ Double vision □ Frequent itchiness □ Anxiety

□ Blind spots □ Easy bruising □ Panic

□ Flashes of light □ Lump □ Paranoia

□ Floaters □ Ulceration □ Obsessive / compulsive behavior

CARDIOVASCULAR NEUROLOGICAL 

□ Heart or chest pain □ Seizures

□ Abnormal heart beat □ Blackouts or fainting spells

□ Trouble lying flat at night □ Tremor

□ Trouble breathing at night □ Memory problems or loss

□ Swollen ankles □ Headaches
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