
 
 
    

 

 

 

Which doctor are you here to see?           [  ] Dr. Allen W. Burton [  ] Dr. Phillip C. Phan 

FOLLOW UP                                                                                           Date of visit:  
 

Name: _________________________________________________________ Date of birth:___________________ 

 

Pain/Chief Complaint: ____________________________________________________________________________  

 

How long have you had this pain? ___________________________________________________________________ 

 

Has the pain changed in intensity and/or character since your last visit?      YES or NO   If YES, describe: ___________ 
_______________________________________________________________________________________________ 
Where is it located: (shade diagram, mark worst spot with an X)                                      

  
 

CURRENT MEDICATIONS: 

Medications Dose Frequency 

1.   

2.   

3.   

   

   

   

   

   

4.   

5.   

   

   

   

ALLERGY: ________________  Reaction: _______________ 
                    Sexual Dysfunction:   YES   or    NO 

                     
                    Bowel Patterns  Usual Frequency: _____________________ 

Last BM: _______________     Bowel Regimen:  YES   NO 

PAIN SCALE 
Over the last week, rate: 
      None                          Worst 
Worst Pain:  0  1  2  3  4  5  6  7  8  9  10 
Least Pain: 0  1  2  3  4  5  6  7  8  9  10 
Usually:  0  1  2  3  4  5  6  7  8  9  10 
Right Now: 0  1  2  3  4  5  6  7  8  9  10 
Acceptable Level: 0  1  2  3  4  5  6  7  8  9  10 

 

Office use only:  
Vital signs  

Height: _______     
Pulse: _______        
SpO2: _______  
BP:_________  
Wt:_________ 
 

 

Did you recently have a procedure/ injection?  No  Yes 
     If yes, what type? ________________________________ 
 
Did it help? Yes  No   
     Please explain:  __________________________________ 
 
__________________________________________________  
 
 

 

Check- In Time:_____________ 

 

Appt Time: ________________ 

Patient’s Signature/ Person completing form: ___________________________________  Date: __________________ 

 

If someone other than patient, please print name: ________________________________   Revised 8.2011 

Are you getting relief from your current medications? 
 If no, please explain: __________________________ 

___________________________________________ 
___________________________________________ 

 
Is there anything else we can help you with today?  
__________________________________________________
__________________________________________________
__________________________________________________
_ 
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Name: ___________________________________________ Date: _______________  

 

The following are some questions given to all patients at Houston Pain Associates who are on or being considered 

for opioids for their pain. Please answer each question as honestly as possible. This information is for our records 

and will remain confidential. Your answers alone will not determine your treatment. Thank you.  

 

 

Please answer the questions below using the following scale:  

 

 Never Seldom Sometimes Often Very 

Often 

How often do you have mood swings? 

 

0 1 2 3 4 

How often do you smoke a cigarette within an hour after you 

wake up? 

 

0 1 2 3 4 

How often have you taken medication other than the way that it 

was prescribed? 

 

0 1 2 3 4 

How often have you used illegal drugs (for example, marijuana, 

cocaine, etc.) in the past five years? 

 

0 1 2 3 4 

How often, in your lifetime, have you had legal problems or been 

arrested? 

 

0 1 2 3 4 

 

 

 

Total: __________ 

 

 Please include any additional information you wish about the above answers.  

___________________________________________________________________________________________ 

 

___________________________________________________________________________________________ 

 

___________________________________________________________________________________________ 

 


