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ONLY answer this box if you are receiving a PROCEDURE TODAY. (If) female, Chance you’re pregnant? □ No  □ Yes   

Please write the last time you ate (include am/pm)? ________AM/PM Blood Thinner in the last 7 days? □ No □ Yes  

Have you had any new x-rays, CT or MRI’s?  □ no  □ yes – where done? ______________________________________________________________ 
Any changes in?  □ Stress  □ Family situation   □ Sleep pattern   □ Activity   □ Weight  □ Other:__________________ 
Please describe any changes? _________________________________________________________________________________________________ 
Any changes in medications or are you taking any new antibiotics, blood thinners, vitamins/herbal supplements? □ yes   □ no  
Please explain any changes in meds?___________________________________________________________________________________________ 

Allergies:_________________________________________________________________________________________________________  

RECENT INTERVENTIONS/FUNCTIONAL STATUS 

 (SEE BACK OF PAGE FOR NEW JPI PAIN SCALE  & SEVERITY SCALE FOR REFERENCE) 

Patient Name:_____________________________________  ID#______________________DOB_________________ 

Patient Signature________________________________________________________ Date_____________________ 

© Javery Pain Institute 2016. All Rights Reserved/ Follow up patient form V8_9.17.18 

What other things have you done to reduce your pain/increase your activities?  
□ massage □ avoided activity □ heat □ ice □ walked □ used □  meds □ sat more  
□ rested more often □ Other________________________________________________ 

Any increased numbness or tingling? □ no    □ yes 

Any increased muscle weakness? □ no    □ yes 

New loss of bowel or bladder function? □ no   □ yes 

Any new/additional symptoms? □ no   □ yes 

Recent unexplained weight loss? □ no   □ yes  Recent fever or chills? □ no   □ yes 

If YES to any of the four last questions, please explain: 

If you are treated for more than one area,  please document 

separately 

Pain Area 1 
(Example: low back pain) 

Pain Area 2 
(Example: neck pain) 

What pain complaint (s) do we see you for?     

What is your pain TODAY on a scale of 1 out of 10? /10 /10 

What was your WORST pain since your last procedure? /10 /10 

What was your LEAST pain since your last procedure? /10 /10 

Today I would describe my pain as: □ sharp   □  stabbing  □ dull   □ throbbing   
□ aching    □ burning  

□ sharp   □ stabbing □ dull   □ throbbing    
□ aching □ burning  

Have you had a recent procedure for this?   □ yes    □ no □ yes    □ no 

Have you had meaningful improvements from your pain 
due to treatment here (includes procedure, meds, etc.)?  

□ yes    □ no  □ yes    □ no  

What is your current severity of pain (see back of page for 
severity scale reference)?   

□Mild  □Moderate  □Moderately Severe  
□Severe 

□Mild  □Moderate  □Moderately Severe  
□Severe 

Have you received meaningful improvements with your  
activities?   

□ yes   □ no □ yes   □ no 

What is your current severity of difficulty with activities of  
daily living?   

□other___________ □ Mild    □ Moderate   
□ Moderately severe   

□other___________ □ Mild    □ Moderate   
□ Moderately severe   

What activities do you still have difficulty with?    
 

Mark all of today’s pain on the diagram below 

□ sitting  □ standing   □ walking   □ lifting  
□ bending   □ twisting   □ self-care    

□ sleeping   □ job activities   
□ school activities   □ exercise  

□ recreational activities   □ none  

□ sitting  □ standing   □ walking  □ lifting  
□ bending   □ twisting   □ self-care    

□ sleeping   □ job activities   
□ school activities   □ exercise  

□ recreational activities   □ none  




