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2480 Liberty Street NE, Suite 180, Salem, OR 97301 

Phone: (503) 371-1010 Fax: (503) 371-0805 
 
 

 

   Patient Demographics   
 

Name: ........................................................................................................................................................................................ 

Address: ..................................................................................................................................................................................... 

Home Phone: .................................................................................Cell Phone: ......................................................................... 

SSN#: ............................................................................................. DOB (mm/dd/yyyy): ….............../.................../................... 

Primary Care Physician: ............................................................................................................................................................. 
 

   Emergency Contact   
 

Name: ........................................................................................................................................................................................ 

Relationship: ................................................................................. Phone: ................................................................................ 

Grant permission to access medical information Yes No 
 

   Race and Ethnicity Survey   

Please place a check indicating one choice under race and one choice under ethnicity. You are under no obligation to 

answer any of the questions below. 

Race 

American Indian or Alaska Native Asian 

Black or African American Native Hawaiian or Pacific Islander 

White Decline 

Unknown Other........................................................................... 

Ethnicity 

Hispanic or Latino Ethnicity Non Hispanic or Latino Ethnicity 

Decline Unknown 

Language 

English Spanish 

Russian Other........................................................................... 

Indian (includes Hindi & Tamil) 
 

   Advance Directive   
 

Advance Directive Do Not Resuscitate Order (DNR) 

None on file 

 
   Grant Permission to leave message   

Leave message on home phone Leave message on cell phone*  

            Voice                      Text         Voice                     Text 

Email message to my email address: .............................................................................................................................. 

 

* Charges may be added by your carrier per your plan policy. 



Name: ...................................................................................................................... DOB: ................./................../.................. 
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Ibuprofen Tylenol Nortriptyline 
 

Amitriptyline 
 

Gabapentin 
 

Lyrica 
 

Flexeril 

Robaxin Zanaflex Skelaxin Hydrocodone Oxycodone Oxycontin Morphine 

MS Contin Methadone Dilaudid Suboxone Nucynta Fentanyl Opana 

 

 

The pain is located mainly at the: (check one) 

Neck Mid Back Low Back Shoulder Hip Knee Other............................................................ 
 

The pain feels like: (check all that apply) 

Sharp/stabbing Dull/achy Like muscle spasms Burning Like numbness/tingling           Other 
 

Does the pain radiate or travel? (check one) Yes No (if yes, where?)...................................................... 
 

Do you have areas of numbness?: (check one) Yes No (if yes, where?)...................................................... 
 

Do you have areas of weakness: (check one) Yes No (if yes, where?)...................................................... 
 

The pain started: (check one) 

Less than 6 months ago More than 6 months ago More than 1 year ago More than 5 years ago 

More than 10 years ago 

Is this pain related to a motor vehicle accident? (check one)         Yes            No      DOI: ……………………………………………….. 

Is this pain related to a work injury? (check one)                   Yes            No     DOI: ………………………………………………… 

Is this pain related to a surgery? (check one)                    Yes            No     NOTE: ……………………………………………… 

The pain increases with: (check all that apply) 

Sitting Walking Standing Bending forward          Bending backward          Looking up         Looking down 
 

The pain decreases with: (check all that apply) Rest  Medication Exercise/physical therapy  Procedures 

Medications: (check one) Do help relieve my pain Do not help relieve my pain Cause side effects 

Medications tried: (Check all that apply) 

 
 
 
 
 

Other: ......................................................................................................................................................................................... 
 

Are you currently taking an anticoagulant? (check one) Yes No 
 

Indicates options therapies tried: (Check all that apply)
 

         None        Physical Therapy        Massage 
 

       Acupuncture 

                                 Chiropractic treatments           TENS unit          Pain psychology/therapy 

Procedures previously tried related to your current or past pain:  (Check all that apply)  

None Epidural steroid injection Facet joint injection Radiofrequency ablation 

Trigger point injections Joint injection Spinal Cord Stimulator  Botox injection 

 

 
Office Use Only: 

 

Heart Rate:.................Blood Pressure: ............/............Temp: ................F. Pulse.............. Ox. ...............% Resp:................. 



Name: ...................................................................................................................... DOB: ................./................../.................. 
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Current Medications: 

Name:............................................................................... Dose:............................................ Frequency: ................................. 

Name:............................................................................... Dose:............................................ Frequency: ................................. 

Name:............................................................................... Dose:............................................ Frequency: ................................. 

Name:............................................................................... Dose:............................................ Frequency: ................................. 

Name:............................................................................... Dose:............................................ Frequency: ................................. 

Name:............................................................................... Dose:............................................ Frequency: ................................. 

Name:............................................................................... Dose:............................................ Frequency: ................................. 
 

Current Medical Problems: 

..................................................................................................................................................................................................... 

..................................................................................................................................................................................................... 

..................................................................................................................................................................................................... 

..................................................................................................................................................................................................... 
 

Allergies: (check all that apply) 

None Tape Omnipaque Latex Iodine Other: ............................................................. 

Medication Allergies (list): 

..................................................................................................................................................................................................... 

..................................................................................................................................................................................................... 
 

 
Surgical History (Check all that apply and circle for Left/Right)   

        Cardiac/Heart           Cervical/Neck           Lumbar/Back          Hip Left/Right         Knee Left/Right         Shoulder Left/Right 
 

Past Hospitalizations: 

Date:................................. Reason:........................................... Date:................................. Reason:........................................... 

Date:................................. Reason:........................................... Date:................................. Reason:........................................... 
 

Date:................................. Reason:........................................... Date:................................. Reason:........................................... 
 

Family History: (Please check where applicable) 

Father Mother Grandparent Sibling 

Heart Disease 

Lung Disease 

Arthritis 

Cancer  

Stroke 

Social History: (Please check Yes or No for each question) 

Smoking: Yes No  (.................packs per day/week) Married: Yes No Divorced 

Alcohol: Yes No  (.................drinks per day/week) Children: Yes No How many?................. 

Illegal Drugs Yes No  Date last used:............................. On Disability: Yes No 

Addiction/Dependency  Yes No Currently Working: Yes No 

Marijuana   Yes No 



Name: ...................................................................................................................... DOB: ................./................../.................. 
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Please check Yes or No for each question 
 

Bowel incontinence: 
 

Yes 
 

/ 
 

No Muscle pain and spasm: 
 

Yes 
 

/ 
 

No 

Bladder incontinence: Yes / No Weakness: Yes / No 

Nausea: Yes / No Headache: Yes / No 

Vomiting: Yes / No Tingling/numbness: Yes / No 

Fevers: Yes / No Constipation: Yes / No 

Chills: Yes / No Change in vision: Yes / No 

Sinus congestion: Yes / No Shortness of breath: Yes / No 

Chest pain: Yes / No Depression: Yes / No 

Weight loss: Yes / No Suicidal thoughts: Yes / No 

Rash: Yes / No Suicide attempts: Yes / No 

Diabetes: Yes / No Attention Deficit Disorder: Yes / No 

Hearing loss: Yes / No Obsessive Compulsive Disorder: Yes / No 

Chance of being pregnant: Yes / No Bipolar: Yes / No 

Trouble swallowing: Yes / No Schizophrenia: Yes / No 

Abnormal bruising or bleeding: Yes / No Mental health changes: Yes / No 

Hepatitis C positive: Yes / No Undergoing counseling: Yes / No 

HIV positive: Yes / No High stress level: Yes / No 

Change in sexual function: Yes / No Psychiatric hospitalization: Yes / No 

Homicidal ideation: Yes / No     
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SOAPP®-R 

The following are some questions given to patients who are on or being considered for medication for their pain.                

Please answer each question as honestly as possible. There are no right or wrong answers. 
 

 

Name: ……………………………………………………………………………………………. 

 
 Date of Birth: …………………………………………………………………………………. 
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1.   How often do you have mood swings?   

2.   How often have you felt a need for higher doses of medication to treat 

your pain? 

  

3.   How often have you felt impatient with your doctors?   

4.   How often have you felt that things are just too overwhelming that you can't 

handle them? 

  

5.   How often is there tension in the home?   

6.   How often have you counted pain pills to see how many are remaining?   

7.   How often have you been concerned that people will judge you for taking 

pain medication? 

  

8.   How often do you feel bored?   

9.   How often have you taken more pain medication than you were supposed to?   

10. How often have you worried about being left  alone?   

11. How often have you felt a craving for medication?   

12. How often have others expressed concern over your use of medication?   

 

©2014 Inflexxion, Inc. Permission granted solely for use in published format by individual practitioners in clinical practice. No 

other uses or alterations are authorized or permitted by copyright holder. Permissions questions: PainEDU@inflexxion.com. 

The SOAPP®-R was developed with a grant from the National Institutes of Health and an educational grant from Endo 

Pharmaceuticals. 
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Name: ……………………………………………………………………………………………. 

 
                  Date of Birth: …………………………………………………………………………………. 
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13. How often have any of your close friends had a problem with alcohol or drugs?     

14. How often have others told you that you had a bad temper?     

15. How often have you felt consumed by the need to get pain medication?     

16. How often have you run out of pain medication early?     

17. How often have others kept you from getting what you deserve?     

18. How often, in your lifetime, have you had legal problems or been arrested?     

19. How often have you attended an AA or NA meeting?     

20. How often have you been in an argument that was so out of control that 

someone got hurt? 

    

21. How often have you been sexually abused?     

22. How often have others suggested that you have a drug or alcohol problem?     

23. How often have you had to borrow pain medications from your family or 

friends? 

    

24. How often have you been treated for an alcohol or drug problem?     

 

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

Thank you. 
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2480�Liberty�Street�NE,�Suite�180,�Salem,�OR�97301

I�authorize

_  or�Fax�Number

to

By�initialing�the�spaces�below,�I�specifically�authorize�the�release�of�the�following�records,�if�such�records�exist:

All�hospital�records�(including�nursing�records�and�progress�notes)�

Transcribed�hospital�reports�

Medical�records�needed�for�continuity�of�care�

Most�recent�five�year�history�

Laboratory�reports�

Pathology�reports�

Diagnostic�imaging�reports�

Clinician�office�chart�notes�

Dental�records�

Physical�Therapy�records�

Emergency�and�urgency�care�records

Billing�statements

Other

Please�send�the�entire�medical�record�(all�information)�to�the�above�named�recipient.�The�recipient�understands�

this�record�may�be�voluminous�and�agrees�to�pay�all�reasonable�charges�associated�with�providing�this�record.�

*HIV/AIDS-related�records

*Genetic�testing�information

*Must�be�specifically�selected�to�be�included�in�other�documents.

  **Drug/Alcohol�diagnosis,�treatment�or�referral�information

**Federal�Regulation�42�CFR�Part�2,�requires�a�description�of�how�much�and�what�kind�of�information�is�to�be�disclosed.

This�authorization�is�limited�to�the�following�treatment:��

This�authorization�is�limited�to�the�time�period:

This�authorization�is�limited�to�a�worker’s�compensation�claim�for�injuries�of:

This�authorization�may�be�revoked�at�any�time.�The�only�exception�is�when�action�has�been�taken�in�reliance�on�

the�authorization,�unless�revoked�earlier,�this�consent�will�expire�180�days�from�the�date�of�signing�or�shall�remain�

in�effect�for�the�period�reasonably�needed�to�complete�the�request.�

_ 
(Date) (Signature�of�patient)

(Date) (Signature�of�person�authorized�by�law)

Mailing�Address

The�information�will�be�used�on�my�behalf�for�the�following�purpose(s):

Office:�(503)�371-1010�Fax:�(503)�371-0805

This�authorization�must�be�completed,�dated�and�signed�by�the�patient�or�by�a�person�authorized�by�law�to�give�authorization.

to�release�a�copy�of�the�medical�information�for

(Name�of�Patient/DOB)

(Name�of�Recipient)Pain Care Specialist of Oregon

2480 Liberty St. NE, Suite 180, Salem Or. 97301 503-371-1010
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