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Rosen-Hoffberg, Rehabilitation and Pain Management Associates, PA           New Patient Office Visit  (page  1 of 5)

Name________________________________Age ____ Today’s Date____________________ Acct #_________ 

Email address:______________________________________________________________________________   

Telephone:  _______________  Home_____________ Work____________ Emergency phone_______________
Dear Patient:  If you have Internet access, you can speed up your processing time in the office by   

   downloading and completing these four pages from your own home at your own leisure.   You can 
   also download the Pain Log, your follow-up form, and other information from us via the Internet.

(Circle responses)             

1.  Who is your family physician?   (You should have a primary care physician to whom we will send     

            periodic reports concerning your progress.)
      Name of Primary care or family physician_____________________________________________________

      Address, and phone number________________________________________________________________
2.  Who referred you to this office?    Circle, if same as above         Primary Care        Other M.D.      

          Insurance company             Attorney          Another patient ________________________________________
      Name, address, and phone  number of your referral source______________________________________

             _____________________________________________________________________________________

3.  List all other doctors that you have seen for this illness.  (Use separate sheet of paper if necessary.)
      ________________________________________________________________________________________

      ________________________________________________________________________________________  

4.  Why are you here today?  (Describe as much as you can about your concerns and your needs.)   

          PAIN              WEAKNESS            DISABILITY MANAGEMENT            
          OTHER _______________________________________________________________________________
        (If you have copies of previous medical notes or consultation reports, bring them with you. It is always
        a good idea to keep your own chronology of illnesses and medication history in your own personal files
        so that you will have them ready should you need them in the future.)

      A.   Pain:    Yes     No           If yes, Where is your pain located?   (Circle all involved areas)    

               Total body pain        Headaches         Other Head Face Jaw          Neck          
               Shoulder:  Right / Left  / B      Upper extremity:  Right / Left  / Both      Hands:   Right / Left / Both    

               Chest               Abdomen                  Upper Back                Lower Back:  Buttock Right /Left / Both        

               Groin             Pelvis              Flank:  Right / Left / Both                   Hip and Legs   Right /Left /Both
               Other_______________________________________________________________________________
            Pain rating?    (0=none(((10= worst pain ever):      0  1  2  3  4  5  6  7  8  9  10 today ___________
             How long have you had this pain?__________________________
            Pain description:  (Circle all that apply) Is the pain?   Constant    intermittent    Soreness   Aching    

                Sharp   radiating   shooting    throbbing      burning     tingling      numbness   other __________________

            Worse in AM  PM  or at night? _________Does it interfere with sleep?  Y / N   Do you snore?  Y / N

            How many hours of sleep do you get at night? __________hours     Do you use  sleep meds? Y/ N  
            Any Change in Pain frequency during past week?      Better     No change     Worse   

                     If worse, why?_____________________________________________________________________

            Do any of the following affect your pain level? Lifting? Bending?   Stooping?  Reaching?  

             Sitting?  Standing? Other?_______________________________________________________ 
             What makes your pain better?____________________________________________________
           How long can you?   Sit_____ Stand____ Walk_____Stairs_____Drive_____ Sleep_____Write/Type____
            How much can you?  Lift_____ Carry_____ Push/Pull______Bend_____Kneel_____Overhead reach____​
           Are you using a corset, SI belt, TENS unit, cane, walker, other___________________________
           Are your current medications helping you?___________________________________________
Additional comments: 
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 Date___________Name of Patient_________________________________  Account __________
  If you have Pain?       Please complete pain drawing by marking with an “X” to indicate where you hurt.

     Use arrows where your pain radiates.  Use an “N” to represent areas of numbness.  Use “W” for weakness.                           

                                            Right   FRONT  Left                                      Left   BACK   Right       
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     B.  Weakness?   Y     N      If yes Where? _______________ Fatigue           Numbness            Poor sleep    
     C.  Disability management?        Stroke          Amputation             Confusion                 Anxiety           

           Depression     Breathing problem        Smoke cigarettes        Other Substance        Neuropathy

     D.   Other_____________________________________________________________________________          

5.   Did your symptoms start after an accident or injury?   Yes / No      

      If yes, indicate by circling    Auto acc    Work-related    Sports-related    Other Liability    Other_______

      If accident related, what is date(s) of accident or accidents and what body part(s) involved
      Date of accident(s)______________describe_________________________________________________

          ____________________________________________________________________

6.  Have you been hospitalized for this problem?  Yes   No    If yes, list dates of hospitalizations and   

         why?.  If  you had surgery, when, and where did you have surgery and  by whom? _______________    

      _____________________________________________________________________________________
      _____________________________________________________________________________________

7.  Any other hospitalizations?  Yes/ No    Use separate sheet of paper to list all, if necessary    

       ____________________________________________________________________________________

       ____________________________________________________________________________________

     _____________________________________________________________________________________

Additional comments: 
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Date____________ Name_______________________________________________ Acct___________
8.  ROS Review:  Circle all that apply:    
       Are you Depressed?  Sad?    Tearful?   Anxious?     Frustrated?     Hopeless?     Angry?   Other
       Do you have any bowel or bladder problems? (Y/ N)    Kidney  Y/ N     Breathing problems  Y/ N

       Are there any problems with appetite?  Y/ N  Drowsy Y/ N   Sexual function Y / N   Swallowing   Y/ N  

       Speech?  Y/  N     Cardiac problems/ hypertension?   Y/  N      Allergies?  Y/  N      Cancer?  Y/ N    

       Weakness/ Fatigue?    Y/ N     Arthritis?   Y/ N        Circulation?     Y/ N        Anemia?   Y/ N      

       Diabetes?      Y/ N    Migraine?    Y/ N   Fever Y/  N     Other_______________________________

       If female, are you pregnant?  Yes / No / Possibly
9.   Does anyone in your immediate family (blood relatives) suffer from any of the above?  Y /  N
      What problem?_____________________________  Who?_________________________________

10a.  What medications are you taking from other doctors? (include over the counter medications and supplements)
 Medicine                                                                    Dosage                    Purpose of all Meds    
 __________________________________________________________________________________________

 __________________________________________________________________________________________

 __________________________________________________________________________________________

 __________________________________________________________________________________________

 __________________________________________________________________________________________

10b.  What medications are you taking from us (if applicable)?      

        Medicine                                             Dosage             Freq                             Side effects if any      

------------------------------------------------------------------------------------------------------------------------------------------------  

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------
Additional comments: 
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Case Management and Coordination of Care

11.  Are you receiving Physical Therapy? Yes /  No   Where?____________________________________           

           How Often?________  Start Date_________  Last appointment_________Next appt_____________

           Is it helping?    Yes / No    Total number treatments received in past month?  _________

           If not currently receiving P.T., why not?_________________________________________________

12.  Are you receiving or have received….?  (Circle all that apply) 

            Chiropractic      Massage       Acupuncture      Epidural or Facet Injection      Nerve blocks    
            If yes, from whom and when, approximately?  Name, address and phone number   

             ______________________________________________________________________________

             ______________________________________________________________________________

13.   Benefits of treatment?  Feeling better overall      No better     Worse      Other___________________

              Stronger        Better function      Better range of motion     Feeling looser      Feeling more confident  

              Less pain    Other__________________________________________________________________

14.  Have you received Trigger point injections in past?   Yes/  No:   Helpful?   Yes/No      

         When and where were you last injected and by whom?_______________________________________

            ________________________________________________________________________________

Function and Social Issues

15.  Work status:   Are you working now,   or planning to go back to work?      Yes    No  

           If working, are you working       Full-time     Part time      Hours per day? ____________________

           If not working, and planning to go back to work, do you have a job to go back to?  Yes / No
16.  If not working, date last worked____________     Receiving Unemployment/ Disability benefits   Y / N

             Circle appropriate:       Disabled      Retired     Volunteer     Homemaker      Caretaker     Student

17.  Vocational Rehab  Yes/ No      Applying for disability? Yes/ No    Is an attorney representing you? Yes / No

            ___________________________________________________________________________________
18.  Mental Health Counseling?  Yes/ No   From whom?__________ Last appt_________Next Appt_________

        If not from here, from whom:      Name_________________________________phone_________________
        ______________________________________________________________________________________

19   Are there any recent significant changes in your Social or living situation?    Y   N

       ______________________________________________________________________________________

20.  Are there any recent significant changes in your Family History?    Y   N   

       ______________________________________________________________________________________              
21.  What are your goals of treatment?     Reduce meds      Better pain control     Lose Weight 

         Increased Activity or tolerance    Return to Work     Better sleep      Improved mood     Stop smoking

         Better coping    Stress management     Improved Fitness     Other_________________________________

         _____________________________________________________________________________________
22   What activity limitations are there?     Work    Recreation      Household chores      Other_______________
       ______________________________________________________________________________________

23.  Do you Smoke tobacco?  Yes/ No       Do you drink alcohol?  Yes / No        Use Illicit drugs?  Yes/ No

24.  Any other questions or issues that you want to discuss today?   ___________________________________ 

_________________________________________________________________________________________

Notes and additional comments
Patient signature ______________  Med Assist initial______PA initial ______MD initial___________
                                                                                                       Dr. Norman Rosen          Dr. Howard Hoffberg

                                                                                                       Dr. Chandra LaCount      Dr. Roger Theodore

                                                                                                       Dr. James Hooper           Dr. James Harry
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As a  service, Dr Rosen will be available for brief telephone consultations to clarify the recommendations and care that you will be receiving in our office, and for any other questions or comments, during his normal calling hours every Tuesday and Thursday  between the hours of 8 am and 11 am  @ 410-494-4949.    

We do not do telephone refills under any circumstance.  
Please read the following which relates to our treatment program:

1.  Our treatment philosophy is one of maximum Wellness. We utilize a 3E approach through Education Exercise and  
 Effort.  We are only as good as you allow us to be. 
2.  Good pain control comes from your being an empowered patient and an informed consumer. To achieve 
these goals,  you should exercise at least 30-40 minutes a day 4-6 days per week in order to get and to stay well.  
3. The main role of your home exercise program is to increase your efficiency and your endurance so that
your overall quality of life will be better.  

4.  If you don’t use it, you WILL LOSE IT!!!  You should exercise up to 30-40 minutes a day 4-6  days a week to 
BE, AND STAY well.  Start a regular walking or swimming program.  Or buy a pedometer and count the number
of steps you walk.  Discuss walking goals with your doctor or therapist.

5.  The purpose of physical therapy is to improve your Range of Motion and your flexibility, so that your
home exercise program will be more effective.    

6.  The second goal of physical therapy is to improve your strength and your overall function 

7.  Keep in mind that the purpose of all injections is to improve your range of motion so that your 

            physical therapy and your home exercise program will be more effective. 

8.  The purpose of pain pills is to increase your activity and home exercise tolerance.   The stronger 

      and more flexible you are, the less pain pills you will need, and the less frequent your doctor 

          visits will be.

9.   Exercise is the best path to WELLNESS and DURABILITY.
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