Current Date

Date of Birth

Fecha The Pain Management Center
PAIN QUESTIONNAIRE
CUESTIONARIO DE DOLOR
Name
(Nombre)

Referring MD

(Fecha de nacimiento)

(Doctor que lo referio)
Family MD

(Doctor familiar)
Other MD

(Otro doctor)

1. Reason you are here today

La razon por la cual esta aqui hoy

2. When did your pain begin? Mo

Day Yr

¢,Cuando empezé su dolor? Mes

3. How did your pain begin?

Dia Ao

¢,Como empezo6 su dolor?

4. Where is your pain located?

¢,Done esta su dolor?

5. Please shade in the areas you are having pain:

Favor de sombrar donde tiene el dolor:

Right
dere(]:%a

Left
izquierda

6. Using a scale from 1to 10 (1 is mild and 10 is severe), rate your pain:
Usando una escala del 1 al 10 (1 es suave y 10 es severo) que clasifica su dolor:

At its worst
Lo peor

What is an acceptable level for you?

At its best Today
Lo mejor Hoy

¢ Que nivel es aceptable para usted?



7. Circle the items that best describe your pain:
Circule lo que major describe su dolor:

OAching/Dbolor ODull/mellado OSharp/Afilado OStabbing/Pufialada
[OIBiting/Penetrante OElectric Shock/Electrico  1Shooting/Dolor Punzante OTender/Tierdo
OOBurning/Ardiente OHot/caliente OSore/Dolorido OThrobbing/Punzadas
[ICold/Fri6 OMiserable/Miserable OSpasms/Espasmos OTight/Ajustado
OCramping/calambres  CINumb/Entumecido OSqueezing/Apretado OTingling/Picazén

OOUnbearablée/insorportable

8. How often does your pain occur? (check all that apply) (marque todo que le appliqué)
¢, Cada cuando tiene el dolor?

Constantly Comes during the day Starts in the morning
Constantemente Durante el dia Empieza por la manana
Intermittently occurs during the day Comes at the end of the day
Intermitente durante el dia El dolor viene al fin del dia

9. When is your pain the worst?

¢,Cuano tiene el peor dolor?

10. Circle the items that increase your pain:
Curcule lo que aumenta su dolor:

OArching Back/Arquearse OLying/Acostarse OStepping Up/Subir
[OBending/inclinar OPhysical Therapy/Terapia Fisica OStress/stress

OCold/Frig OReaching/Alcanzar OTENS/Estimulacion electrica
[OCoughing/Toser OSex/sexo OTwisting/Torcer
ODriving/Manejar OsSitting/sentarse Owalking/caminar
OGetting Up/Levantarse OSneezing/Estomudar OWeather/El tiempo
[OHeat/calor OStanding/Estar parado

OLifting/cargar OOStepping Down/Bajar

11. Circle the items that decrease your pain:
Circule lo que disminuya su dolor:

OCold/Fris OMassage/Masaje ORelaxation/Relajcion OTENS/Estimulacion electrica
OHeat/calor OMedicine/Medicina OSitting/sentarse OTraction/Traccion

[OHot Tub/Bafiera Caliente ~ [IPhysical Therapy/Terapia Fisica ~ [Standing/Estar parado =~ [Walking/Caminar
OLying/Acostarse OPressure/presion OSwimming/Nadar

12. Does your pain interrupt your sleep?

¢ El dolor interrumpe su suefio?

How often?

¢, Que tan frecuente?

13. How do you spend most of your day?

¢, Como se la pasa la mayoria del dia?

14. Circle any of the following that you have tried to relieve your pain.
Circule lo que ha tratado para disminuyar su dolor.

COAcupuncture/Acupuntura OCounseling/Consejero OPhysical Therapy/Terapia Fisica
[OBed Rest/Resto de cuma OHypnosis/Hipnosis OTENS/Estimulacion electrica
[OBiofeedback/ Biorretroalimentacion [OMassage/Masaje OTraction/Traccién

[OChiropractor/chiropracto OOther/otro



15. Have you ever had any blocks or cortisone injections done for your pain?

¢ Ha tiendo usted algun bloque de nervio 6 inyeccion de cortisone para el dolor?

If yes, when? By whom?

Y si, ¢.cuando? ¢Por quien?

Did they help? If yes, for how long?

¢ Lé ayudo? Y si, ¢por cuanto tiempo?

16. Are you employed now?

¢ Tiene trabajo en este momento?

Are currently working? If so, how many hours? On leave?

¢ Esta trabajando? Y si, ¢ cuantas horas? ¢ Permiso de ausencia del trabajo?

Where are you employed?
¢,Donde esta trabajando?

17. What type of activities are required for your job? (i.e. lifting, bending, sitting, pushing, etc.)
¢, Que tipo de actividades require su trabajo? (por ejemplo: alzar, levantar, inclinar, asentar, empuijar)

18. Do you exercise on regular basis?

¢Hace ejercicio regularmente?

If you do, what types of exercise do you do?

Y si, ¢que tipo de ejercicio hace?

19. List any medications you have tried and their effect on pain:

Liste todos los medicamentos que a tomado y el afecto que le hizo a su dolor:
Medication Dosage Effect on Pain
Medicamento Dosis Efecto al dolor

20. Have you had any of the following tests done?
¢ Ha tenido alguno de estos examenes?

Date Where
Fecha Donde
X-rays/Radiografia
MRI/IRM
EMG/Electromiograma

Myelogram/mielograma

CT Scan/CAT Escan

Bone Scan/Escan Oseo

Other/otro

21. What is your current marital status?
¢, Que es su estado matrimonial?
Do you have children?
¢ Tiene hijos?

Ages
¢,De que edades?
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