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PATIENT INFORMATION

Lat Name: First Name: M.I.
DOB: Marital Status: [ ]Married (] Divorced [ISeparated [ ] Widowed
Emergency Contact: Emergency Contact Phone:

ADVANCE DIRECTIVE
Do you have an advance directive/living will? [1vYes [INo

If YES, please bring us with a copy for our records.  If NO, please let us know if you require information.

INSURANCE

Primary Insurance: Insurance Cardholder Name:
Primary Subscriber #: Group #:

Secondary Insurance: Insurance Cardholder Name:
Secondary Subscriber #: Group #:

I understand The Nexus Pain Center of Houston County, LLC is doing business as Axis Pain Center and my insurance will be billed as Axis Pain
Center. | verify that all the above information is correct. | hereby authorize payment of medical benefits billed to my insurance by The NEXus
Pain Center of Houston County, LLC d/b/a Axis Pain Center. | accept responsibility for any/all payments not made by my insurance company
for services rendered by The NEXus Pain Center of Houston County, LLC d/b/a Axis Pain Center. | understand that payment is due at time of
service for all co-pays, deductibles, co-insurance, or out of network fees. | understand and agree that (regardless of my insurance status), |
am ultimately responsible for the balance of my account for any professional services rendered. | have read all the information in this packet
and have completed the answers. | certify this information is true and correct to the best of my knowledge. | will notify you of any changes in
my status or the above information.

Patient/Guardian

Signature: Date:

HISTORY OF PRESENT ILLNESS

1. Approximate Date Current Pain Began:

2. How did pain symptoms first start: [ ] Car Accident [ ] Unknown [] Workplace Injury L] other:
If Workplace Injury, are you being treated under Workers' Compensation? []Yes ] No
If YES, do you have an Attorney? [JYes [T No
3. How OFTEN do you have this pain? L] constantly [ Daily [JWeekly (] Monthly [ Intermittently

4. Using pain scale below, rate your pain:
PAIN SCALE: 012345678910 (0=no pain, 10 = worst pain)
LOWEST: out of 10 MAX: out of 10



5. Describe your pain: Ul Sharp [] Dull [] Aching
[] Tight Pressure [] Tingling [] Pins/Needles [ ] Numbness
6. Use figures below to check areas where you have pain.

[] Throbbing  [] Stabbing [] Burning
[] stiffness [] Pulling [] Shooting

[]
RIGHT
AGGRAVATING/ALLEVIATING FACTORS
1. What activities improve or worsen your pain? Check Selection.
Worsens Improves | No Change Worsens Improves No Change
Exercise: O ] ] Climbing Stairs: ] ] []
Lying down: ] ] O Cough or Sneeze: ] OJ ]
Walking: ] ] ] Bright Lights: ] ] ]
Standing: ] ] ] Cold: ] ] O
Sitting: ] ] ] Heat: ] ] ]
Driving: ] ] ] Weather Change: ] ] [l
Lifting: ] ] ] Looking Up/Down: O ] ]
Eating: ] ] ] Other: ] ] ]
2. Are you experiencing any of the following: [ ] Muscle Weakness [] Numbness/Tingling [] Bladder/Bowel Dysfunction
[] NO - Not Experiencing Symptoms [] Other:
3. Are you currently working? []Yes []No
If YES, how many hours per week do you work: [] Lessthan 10 [] 11-20 [] 21-30 []31-40 [] 40+
If NO, are you receiving: ] Short Term Disability [] Long Term Disability ] Social Security Disability [ ] Social Security

4.

[ INone [ Other:

Has your pain affected your activities of daily living
Other:

Have you had Physical Therapy? [] Yes
Have you had Chiropractic Care? [] Yes
Have you had Guided Home Exercise? [] Yes

: [] Sleep

[] No
|:|No
|:|No

[] Appetite

[] Relationships [[] Work[] Physical Activity



TREATMENTS AND DIAGNOSTIC TESTING

1. What treatments have you received for pain in the past? Check Selection. If Checked, mark if it was Helpful or Not Helpful.

Surgery: If YES,[_|Helpful or[ JNot Helpful
Injections (Epidural Steroid, Nerve Block, Trigger Point): If YES,[ ] Helpful or[ JNot Helpful
Acupuncture: If YES,[_IHelpful or[ JNot Helpful
Traction: If YES,[ JHelpful or_INot Helpful
Physical Therapy / Occupational Therapy / Chiropractic Treatment: If YESL_] Helpful or[_]Not Helpful

2. Have you had any of the following tests for this pain in the last 24 months? Check Selection. If Checked, please mark where it was

performed and the approximate date.

X-Ray: If YES, Where: Date:
CT Scan: If YES, Where: Date:
MRI: If YES, Where: Date:
EMG/Nerve Conduction: If YES, Where: Date:
Myelogram: If YES, Where: Date:

3. Have you been to another Pain Clinic?[_]Yes [ ] No

If YES, Where? When?

CURRENT MEDICATIONS
1. Please list all medications (pain meds, anticoagulants, vitamins, supplements).

[] None

Medication Strength Times per Day Effectiveness

PAST MEDICAL HISTORY

1. Please check all that apply. If checked, please specify further details.

Condition Details Condition Details
None Cancer:
Diabetes: Seizures:
Depression: Head Injury:
High Blood Pressure: Bleeding Problems:
HIV / AIDS: Neurologic Disease:
Hepatitis / Cirrhosis: Kidney Problems:
Ulcer: Heart Problems:
Migraines: Respiratory Problems:




ALLERGIES

1. Do you have any allergies to the following: JLatex [ ]lodine / Shellfish []Contrast Dye [ ]Tape /Adhesive
2. Please list any known medication allergies below.
[J None
Medication Reaction
SURGICAL HISTORY
1. Please list any past surgeries below.
] None
Surgery Date
SOCIAL HISTORY
1. Do you smoke or use tobacco / nicotine? ]Yes - Smoke [] Yes - Vape [] Yes - Chewing Tobacco L] No
Current Smoker: If YES, how many packs per day? # of years?
2. Are you a former smoker or user of tobacco/ nicotine?[ JYes - Smoke [ ] Yes - Vape [] Yes - Chewing Tobacco [J No
Former Smoker: If YES, when did you quit?
3. Do you drink alcoholic beverages?[ |Yes [] No
If YES, How many drinks per day? What type?[ |Beer (] Wine[] Liquor
4. Do you use "recreational” or "street" drugs?[_IYes ] No
If YES, please list:
5. Do you use CBD or THC products?[ |Yes[ No
6. Occupation? If Yes, please enter: [] No [] Retired [] Disabled




	MedicationRow1: 
	StrengthRow1: 
	Times per DayRow1: 
	EffectivenessRow1: 
	MedicationRow2: 
	StrengthRow2: 
	Times per DayRow2: 
	EffectivenessRow2: 
	MedicationRow3: 
	StrengthRow3: 
	Times per DayRow3: 
	EffectivenessRow3: 
	MedicationRow4: 
	StrengthRow4: 
	Times per DayRow4: 
	EffectivenessRow4: 
	MedicationRow5: 
	StrengthRow5: 
	Times per DayRow5: 
	EffectivenessRow5: 
	MedicationRow6: 
	StrengthRow6: 
	Times per DayRow6: 
	EffectivenessRow6: 
	MedicationRow7: 
	StrengthRow7: 
	Times per DayRow7: 
	EffectivenessRow7: 
	MedicationRow8: 
	StrengthRow8: 
	Times per DayRow8: 
	EffectivenessRow8: 
	MedicationRow9: 
	StrengthRow9: 
	Times per DayRow9: 
	EffectivenessRow9: 
	MedicationRow10: 
	StrengthRow10: 
	Times per DayRow10: 
	EffectivenessRow10: 
	DetailsNone: 
	DetailsCancer: 
	DetailsDiabetes: 
	DetailsSeizures: 
	DetailsDepression: 
	DetailsHead Injury: 
	DetailsHigh Blood Pressure: 
	DetailsBleeding Problems: 
	DetailsHIV  AIDS: 
	DetailsNeurologic Disease: 
	DetailsHepatitis  Cirrhosis: 
	DetailsKidney Problems: 
	DetailsUlcer: 
	DetailsHeart Problems: 
	DetailsMigraines: 
	DetailsRespiratory Problems: 
	MedicationRow1_2: 
	ReactionRow1: 
	MedicationRow2_2: 
	ReactionRow2: 
	MedicationRow3_2: 
	ReactionRow3: 
	MedicationRow4_2: 
	ReactionRow4: 
	MedicationRow5_2: 
	ReactionRow5: 
	SurgeryRow1: 
	DateRow1: 
	SurgeryRow2: 
	DateRow2: 
	SurgeryRow3: 
	DateRow3: 
	SurgeryRow4: 
	DateRow4: 
	SurgeryRow5: 
	DateRow5: 
	Text1: 
	Text2: 
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Text11: 
	Text12: 
	Text13: 
	Text14: 
	Date15_es_:signer:date: 
	Signature16_es_:signer:signature: 
	Text17: 
	Text18: 
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Text37: 
	Text38: 
	Text39: 
	Text40: 
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Check Box162: Off
	Check Box163: Off
	Check Box164: Off
	Check Box165: Off
	Check Box166: Off
	Check Box167: Off
	Check Box168: Off
	Check Box169: Off
	Check Box170: Off
	Check Box171: Off
	Check Box172: Off
	Check Box173: Off
	Check Box174: Off
	Check Box175: Off
	Check Box176: Off
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box242: Off
	Check Box243: Off


