
 

 
 

 

 

 
 

New Patient Health History 
 

In order for us to obtain a complete medical history, it is important for you to fill out this form as completely as possible.  
This is very important information. Please fill out every item.  It is important for your doctor to know that you have carefully 
reviewed every area of this form.  This information will be entered into the computer and you are welcomed to a copy of 

the report if you wish. 
 
Full Name ____________________________________Male ___ Female___ Date of Birth _____________________ 
 

(Current Medications) Are you taking ANY kind of medication now? 
(Please include prescription, over-the-counter or herbal medications) 

Medication Name 
 
 

Dosage How often Taken 

   

   

   

   

   

   

   

 
(Medication Allergies)ARE YOU ALLERGIC TO ANY MEDICATIONS? Yes ___ No  ___ 

 

Name of Medication Type of Reaction (Rash, Swelling, etc.) 

  

  

  

  

 
Past Surgical History     if no surgical history check none_______ 

 

Type of Surgery or Procedure Date of Surgery or Procedure 

  

  

  

  

  

  

  

 
 

 
 

Center for Pain 

Management 

 
Interventional Treatment 

For Acute, Chronic & Cancer Pain 
 

SARTELL 

166 19
th

 Street South, Suite 101, Sartell, MN56377 

Office: 320-230-7788  **  Fax: 320-230-7789 

BAXTER 

15620 Edgewood Drive, Suite 200, Baxter, MN 56425 

Office: 218-270-3111  **  Fax: 218-270-3024  

ALEXANDRIA 

519 22
nd

 Avenue East, Alexandria, MN 56308 

Office: 320-219-7611  **  Fax: 320-219-7612 

BEMIDJI 

2300 24
TH

 Street NW Suite #101, Bemidji, MN 56601 

Office: 218-444-2624  **  Fax: 218-444-6768 

 

www.centerforpainmanagement.org 

 



 
 
 
Full Name ____________________________________________________Date of Birth _____________________ 
 
Preferred Pharmacy/Location _______________________________________________________________________ 
 
What is the main reason you are here today? ___________________________________________________________ 
 
_______________________________________________________________________________________________ 
 
 
Is this a Worker's Comp injury? Date: ____/____/____ Explain injury: _________________________________________ 
 
 
How long has pain/symptom been present?            ______Hours ______ Days ______Months ______Years 
 
 
Pleasecircle the type of pain you are having: AchingBurning       Stabbing       Sharp       Other____________ 
 
 
What would you rate your pain today?Please circle:  Lowest pain1  2  3  4  5  6  7  8  9 10Highest pain 
 
 
Have you done any Physical Therapy?   yes  or  no     Where? ____________________how many sessions___________ 
 
Have you tried any Injections? yes  or  no      Where?_____________________ how many?________________ 
 
 
 

 
 
 
 
 
 
    
 
 
 
 
 

 
 

Please mark the body locations 
where you are having pain. 

 
 
 
 
 
 
 
 
 

 
 
 
              

Patient Signature       Date  
 

Updated 9/25/12LI 


