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Greg Cox, Ph.D.
Betsy Ryland, Ph.D.
Psychological Questionnaire for Pain Patients
Directions:
Please answer the questions below as openly, fully and honestly as possible.  This information will help Dr. Cox or Dr. Ryland focus on the important issues in their interview with you.  
Please complete the questionnaire privately and bring it with you to your interview.  
We realize that much of this information is very personal, but it is necessary to help determine any needs you might have in psychological preparation for your surgery.  
We can help you most if you are as open and honest as possible.
[image: image1]
When a question lists possibilities like, “Yes     No”.  Circle the one which applies.
If you have any questions, email DrGreg@Obesity2Balance.com or call (912)264-1096
Today’s Date:______________

Name:________________________________________________________________________  
Date of Birth:_________________________ Age:________

Referring Physician:_______________________________________

Descriptive Information
(Please circle the word to indicate your answer.)
1.  Gender:   Male   Female
2.  Handedness:  Right   Left   Ambidextrous

3.  Race:__________________
Personal History
1.  Where were you born?___________________________________

2.  Any problems with your mother’s pregnancy with you or with your birth or with your development (walking and talking)?   Yes   No  If yes, please explain:_______________________
______________________________________________________________________________________________________________________________________________________________
3.  How many brothers do you have? ___   How many sisters? ____

4.  What number were you among your brothers and sisters? ____

5.  For each of your brothers and sisters please list: age, education, occupation, any problems with drugs or alcohol, any problems with depression anxiety or other psychological concern:

	Name
	Age
	Education
	Occupation
	Problems with Drugs or Alcohol?
	Psychological Difficulties?

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


6.  How did you and your brothers and sisters get along with each other as children?
      (Circle all that apply)        Well           Distant             Fought           Close
7.  How do you get along with each other now?  
      (Circle all that apply)        Well           Distant             Fought           Close
8.  How often do you talk to your brothers and sisters?_________________________
9.  Are your parents living:  Mother: Yes  No




         Father:   Yes  No
10.  Are they currently married or were they married at the time of a parent’s death?   

Yes                 No

Personal History (con’t)

11.  If your parents divorced and or remarried please list below your age at the time of each event: (for example - parents divorced when I was 8.  Mother remarried when I was 12 and divorced again when I was 18.  Father remarried when I was 14.)
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
12.  How did your parents get along with each other when you were child?___________________
______________________________________________________________________________________________________________________________________________________________
13.  Please give three words that would describe your Mom’s personality:  





            _______________________



   
_______________________



   
_______________________

14.  Please give three words that would describe your Dad’s personality:  

   



           _______________________



   
_______________________



   
_______________________
15.  Did either of your parents have trouble with drugs or alcohol?  
                  Yes      No   If yes, please explain:____________________________________
______________________________________________________________________________________________________________________________________________________________
16.  Did either of your parents have trouble with depression, anxiety or any psychological problems?             Yes       No   If yes, please explain_____________________________________
______________________________________________________________________________________________________________________________________________________________
17.  If you had step-parents, how did you get along with them?_____________________________
______________________________________________________________________________________________________________________________________________________________

18.  Was anyone involved in raising you besides parents and step-parents?  

      Yes       No       If yes,  how did they treat you?___________________________
______________________________________________________________________________________________________________________________________________________________

19.  Were you ever mistreated as a child in any way; physically, sexually, emotionally or in any other way?          Yes        No

20.  How would you describe your childhood? (circle any that apply)

Good               Bad                Easy              Hard                Confusing                     Fun     
Complicated                 Relaxed              Abusive               Too Short                   Too Long     

21.  How old were you when you moved away from home? _________
22.  What was the reason you moved?________________________________

______________________________________________________________________________
Education
1.  How far did you go in school?_____________________________

2.  What were your typical grades?  A’s      B’s       C’s       D’s

3.  Were you held back in any grades?  Yes   No  If  yes,  which grade(s)?______

4.  What subjects were easiest for you?_________________________
5.  What subjects were hardest for you?________________________

6.  What was your style with friendships?   


Lots of friends                A few close friends   
No friends
7.  How would the kids you went to school with describe your personality?___________________
_______________________________________________________________________________

8.  What clubs, sports, band type activities were you involved in?___________________________
_______________________________________________________________________________

9.  Do you enjoy reading?  Yes           No

10.  What do you read when you get a chance?__________________________________________
_______________________________________________________________________________
11.  Any favorite authors?____________________________________

Vocational History
1.  What is/was your work/job?______________________________________________________
_______________________________________________________________________________
2.  Where do you work?_________________________________________________________
_______________________________________________________________________________
3.  How long have you worked there?___________________________________________
4.  Do you like your work?   Yes      No

5.  What do you like best about your work?______________________________________
_______________________________________________________________________________
6.  What do you like least about your work?______________________________________
_______________________________________________________________________________
7.  How do you get along with co-workers?______________________________________
_______________________________________________________________________________
8.  How do you get along with bosses?__________________________________________
_______________________________________________________________________________
9.  What was the job you had for the longest period of time?_________________________
_______________________________________________________________________________
10.  What was your favorite job?_______________________________________________
_______________________________________________________________________________
11.  Have you ever had problems on the job?   Yes    No   If yes, please explain:_________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________
Marital and Family
1.  What is your marital status?   


Single     Married      Divorced    
Widowed      Living with Someone
2.  If married or living with someone, how long have you been together?_____________

3.  What is your partner’s name?____________________________

4.  What does s/he do for a living?___________________________

5.  How are you getting along?______________________________________________________
______________________________________________________________________________________________________________________________________________________________
6.  What do you enjoy most about your partner?_________________________________________
______________________________________________________________________________________________________________________________________________________________
7.  What is your biggest frustration with your partner?____________________________________
______________________________________________________________________________________________________________________________________________________________
8.  What do you think your partner enjoys most about you?________________________________
______________________________________________________________________________________________________________________________________________________________
9.  What do you suspect is your partner’s biggest frustration with you?_______________________
______________________________________________________________________________________________________________________________________________________________
10.  Please describe your relationship history:  (For example - married at 23 divorced at 27 lived with a guy from 30 to 34 married him at 34 divorced him at 38 single since but dating someone seriously for the last year.)__________________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________How does your partner support you in dealing with your pain?_____________________________
______________________________________________________________________________________________________________________________________________________________
11.  Have you ever been mistreated sexually in any way?  Yes    No

12.  Have you ever had difficulties with sexual functioning?  Yes   No

13.  Below please list your children’s names:

For younger ones list age, grade, school (For example: Sally, 12, 6th, Central Primary)

For adult children list age, location, education, occupation, marital status and grandchildren (For example: Sam, 43, Seattle, B.S., Sales, married, two granddaughters - 6 &8 years old.)

	Name
	Age
	Education
	Occupation / School
	Location
	Marital Status
	Grand- Children

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Marital and Family (con’t)

14.  Who lives in the home with you now?_______________________________________
_______________________________________________________________________________
15.  Do you live in:    House        Mobile Home     Apartment

16.  Do you:      Own         Rent

17.  How long have you lived in this location?___________________________
18.  Are you a religious / spiritual person?  Yes     No   



If yes, are you affiliated with a religious group?  Yes      No

19.  If so what group?_________________________________

20.  Is your faith helpful to you in dealing with life struggles? Yes    No
Legal History

1.  Have you ever been charged, convicted, sentenced, incarcerated, or put on probation for 

a crime?       Yes       No



If yes, please describe:_________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
2.  Have you ever sued or been sued by anyone?     Yes       No



If yes, please describe:________________________________________________
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Medical History
1.  Do you now or have you in the past suffered any of the following? (Please check all that apply.)

___High Blood Pressure
___Diabetes

___Stroke                     ____ Sleep Apnea
___Heart Disease

___Kidney Disease
___Lung Disease

___Cancer


___Liver Disease
___Pain Disorder

___Other (Please list)______________________________________________________________
___No significant medical history
2.  Please list below any hospitalizations you’ve had listing dates time period and cause. (For example 6/89, overnight, broken arm):

	Date
	How Long?
	Cause

	
	
	

	
	
	

	
	
	

	
	
	


Medical History (con’t)

3.  Please list below any surgeries you’ve had listing date, type of surgery and outcome. (For example 7/59, appendix out, wound infection took one month to heal): 
	Date
	Type of Surgery
	Outcome

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


4. How long have you been dealing with pain?___________________________________
5.  Where do you hurt?______________________________________________________

6.  Are you ever without pain?  Yes  No  Does your pain : stay at the same level    vary in intensity 
7.  What increases your pain?___________________________________________________

8.  What decreases your pain?___________________________________________________

9.  Do you feel confident that you are making a well informed decision about this stimulator trial?         

Yes          No

10.  Do you have questions about the stimulator trial that haven’t been answered to your satisfaction?  Yes          No
11.  Please list below any serious injuries you’ve had listing date, type of injury and outcome.  (For example 1/82, fell on ice - hit head - knocked out for 20 min.): 
	Date
	Type of Injury and outcome

	
	

	
	

	
	

	
	

	
	

	
	

	
	


12.  How is your vision? ___Fine       ___OK with glasses/contacts  ___Poor
13.  How is your hearing? ___Fine     ___OK with Aid                     ___Poor
14.  Have you ever: (check all which apply


___been knocked unconscious
___had severe high fevers


___had convulsions / seizures     
___unusual headaches


___weakness or fainting

___confusion


___had unusual hearing or vision disturbances   

___None of the above.
Please explain any of the above:_____________________________________________________
_______________________________________________________________________________
12. Do you smoke tobacco?  Yes No
If so how much _____ Pks/Day

Did you ever smoke tobacco?  Yes  No

If so how much _____Pks/Day

If you have quit when did you quit?____________________

What prompted you to quit?________________________________________________________

What types of medications do you take?

___high blood pressure


___ anti-depressants

___high cholesterol



___ other psychiatric

___diabetes




___hormones

___heart medication     


Do you take medications as prescribed?  Yes  No
Others:_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What is the primary stress in your life?________________________________________________

What do you do to manage this stress?________________________________________________

_______________________________________________________________________________

Weight / Diet History

1.  How much do you weight now?______  How tall are you?______

2.  What is the most you’ve ever weighed?_____  When was this?_________
3.  What is the least you’ve weighed since you were 25 years of age?___    


When was this?________

4. Do you do regular exercise?  Yes   No   If so, what do you do?  How often and how much?____
______________________________________________________________________________________________________________________________________________________________
5.  Have you ever taken prescription medication for weight loss?  Yes     No  If yes, which medicines?______________________________________________________________________

Did you lose weight on the medicine?   Yes   No   If yes, how much?___

6.  Have you ever taken over-the-counter medication for weight loss?  Yes   No   If yes, which medicines? ________________________________________________________________

Did you lose weight on the medicine?   Yes   No   If yes, how much?___
7.  If you gained that weight back, how long did it take?____________
8.  Have you ever gone on eating binges when you ate abnormally large amounts of food over a short period of time?   Yes     No

9.  If you have binged did you feel a loss of control of your eating?  Yes    No

10.  To prevent weight gain from the binge, would you sometimes:



Force yourself to vomit?     Yes     No



Fast afterward?      Yes    No



Use laxatives or water pills?    Yes     No



Exercise vigorously?   Yes      No

11.  If you have ever binged, when was the most recent time?_____________
12.  If you have ever binged, how often has the binging happened?_________
13.  Have you ever weighed less than what is average for your height?   Yes     No

14. Have you dieted in the past?  Yes    No


If so, were you successful?  Yes   No

 15.  Does your weight or the shape of your body have a big effect on your opinion of yourself?   
Yes       No
16.  If so please describe:_____________________________________________________
Alcohol or Drug History

1.  Do you drink alcohol?   Yes     No

2.  How often? ___________

How much typically?_________

3.  How much alcohol is required to get you tipsy?____________

4.  When did you last have that much?_____________

5.  How often do you have that much?_____________

6.  Have you ever had: (please check all which apply)


___Family trouble because of drinking


___Legal trouble because of drinking (DUI, public 









intoxication)


___Job trouble because of drinking


___Period of time you couldn’t remember because of drinking


___The “shakes” from drinking


___Alcohol treatment (AA, inpatient)


___No history of problems from alcohol

7.  Do you or have you ever used illegal drugs?  Yes   No
8.  Please check all used:


___Marijuana

           ___Cocaine

           ___Speed


___PCP


___LSD


___Injections


___Medication which was not yours

                        ___Inhalants


___Other Illegal drugs

                                    ___No history of drug use

9.  Have you ever had: (please check all which apply)


___Family trouble because of drugs.


___Legal trouble because of drugs 


___Job trouble because of drugs


___Drug treatment (NA, inpatient)


___No history of problems from illegal drugs

10.  Any family history of drug or alcohol abuse?  Yes    No


Please describe:____________________________________________________________
______________________________________________________________________________________________________________________________________________________________
Psychological History

1.  Have you ever had any counseling or psychotherapy?  Yes    No


If yes, please list person who treated you, credentials, date, time period and purpose:

(For example - Dr. Jones, psychologist, 6/02, six months, family problems):  
	Person who treated you
	Credentials
	Date
	Time Period
	Purpose

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


2.  Any family history of psychological difficulties or treatment?  Yes   No    


If yes, please describe______________________________________________________
3.  Please rate the following as they would or would not apply to you:

0 = Never


1= Occasionally or Mild


2= Regularly or Moderate


3= Frequently or Severe

___blue mood

             ___tearfulness
___appetite change

___sleep change

___fidgetiness

___sluggishness

___fatigue


___loss of interest
___worthless feelings

___concentration problems



___thoughts of suicide

___difficulty breathing
___chest pain
             ___heart racing

___choking

           ___dizziness

  ___tingling hands/feet

___hot/cold flashes
           ___sweating

  ___faintness

___trembling/shaking
          ___fearfulness

  ___worry

___nightmares

           ___flashbacks

___hyperactivity
___fast speech

             ___racing thoughts

___distractibility
___impulsivity 

___super good mood

___irritability

___long periods without need for sleep

___see things not there
                                  ___hear things not there

___unusual beliefs

                                  ___feel people are out to get me

___get lost in my own thoughts 
                      ___told I’m not like most people

4.  Have you ever injured yourself on purpose?   Yes    No

5.  Have you ever tried to kill yourself?   Yes    No

6.  Have you ever had serious thoughts of killing yourself?  Yes    No

7.  Have you ever had serious thoughts of killing anyone?  Yes   No

8.  What is the worst experience you’ve ever had?_______________________________________
______________________________________________________________________________________________________________________________________________________________
Goals and Expectations
1.  What are your favorite activities?__________________________________________________
______________________________________________________________________________________________________________________________________________________________
2.  What activities do you anticipate enjoying more after your stimulator implant?______________
______________________________________________________________________________________________________________________________________________________________
3.  What differences in your life are you looking forward to after your stimulator implant?_______ ______________________________________________________________________________________________________________________________________________________________
4.  What do you think will be the most positive effect of your stimulator implant on your life?____ _______________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________
5.  What is a goal you would set for yourself after your stimulator implant which doesn’t seem possible now?____________________________________________________________________
______________________________________________________________________________________________________________________________________________
6. How much of the time do you think about having this stimulator implant?__________________
_______________________________________________________________________________

7.  Is anyone close to you against the idea of your stimulator implant, and if so, why?___________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
9.  Who do you see as your primary support in dealing with your pain?______________________
_______________________________________________________________________________

Any thing else you would like us to know?

Thank You for your time and attention!
