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PAIN MANAGEMENT
David L. Spivey, M.D.

FOLLOW UP FORM

Main Pain Complaint:

Patient

Date

Draw a vertical line on the line below to indicate the level or intensity of your pain:
(0= nopain 10 =" the worst pain I've ever had” )

0 1 2 3 6 8 10
How helpful was your most recent treatment or medication change?
0 1 2 3 6 8 10
not at all very
In what activities of daily living have you seen improvement, if any?
Have you experienced any reactions to medications since last being seen here? YES NO If Yes, please

write below

Medication

Type of reaction

What medicines and/or therapies (e.g. physical therapy, TENS unit) are you using regularly for your pain?

Medicine/Therapy

Dose

How often




FOCUSED PHYSICAL EXAM:

General: Improved Declining Pain control: Good Adequate Diminishing Poor Function: Improved Adequate Poor
Quality of life: Improving Adequate Declining Poor Mood: Improved Adequate Declining Poor

Sleep: Improved Adequate Declining Poor Endurance: Improved Adequate Declining Poor

Compliance: Excellent Fair Poor Depressive indices: not present mild moderate severe

Risk of harm to self or others: present denied

IMPRESSION:

PLAN:



