KOPI Initial Consultation Questionnaire
Welcome to KOPI
Enclosed is information for you on how our clinic works.
Pain Clinic Phone: 613-507-7246(PAIN)
From there you can get each doctor’s assistant’s extension and leave them a message. Your call will be returned
within 24 hrs. Messages left on Friday may not be returned until Monday. If ever you are having a reaction or
complication call the front desk or go to the nearest emergency department.
Appointments: You are given a day and time to arrive for your appointment. If you are late for your
appointment you may not be seen and you may be charged a late fee of $50.00 to $100.00, depending on what
you were booked for. This also applies if you do not cancel your appointment with 24 hours' notice. If you are
late or do not cancel within 24 hours for a special procedure or initial assessment, the charge is $100.00
Prescriptions: If you receive a prescription from KOPI, you are responsible for booking yourself a follow up
appointment for a refill. The appointment should be made while you still have about
2 weeks of medications left so you don’t run out while waiting for an appointment. In the event
something happens and you need the prescription faxed there is a $25.00 charge for this.
Insurance Forms/Notes: These are not covered under your health card and you will need to pay for these prior
to being able to pick them up. The cost to have these filled out range from $20$200.
Chart Copies: If you request chart copies of reports from your chart there is a cost of $30 for pages 1-5 and
$1.20 per page thereafter.
Procedures: If your treatment involves a procedure under x-ray these are covered under your health card. The
medication used and the dispensing for the medication is not covered under your health card. The cost for the
medication and dispensing is $50.00. You will receive the proper paper work to submit this to your private
insurance if you have any. If you cannot afford this please let the assistant know at the time of booking for
other arrangements to be made for you to have the procedure. For each procedure you require a driver and
cannot be on any blood thinners. Please notify the doctor if you are on any blood thinners.
PRINT NAME ___________________________________________________________
SIGN

DATE:
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Thank you for choosing KOPI. The most important factor in a correct diagnosis is an accurate
recording of “your story”, which doctors call your “medical history”. Please take time and care in
aiding us with this critical step. Please carefully complete this questionnaire and return the completed
questionnaire as soon as possible.
Before requesting an appointment, please mail or fax (613-344-1203) to KOPI:
1. The completed questionnaire
2. A printout from your pharmacy of your medication history for the last 2 years.
Our mailing address is:
KOPI
800 John Marks Avenue
Kingston, ON
K7K 0J7
Please bring the following items to your first visit:
1. Reports of X-rays, MRIs, CT scans, etc. that pertain to your chronic pain condition (consult with
your family doctor to ensure they have been faxed or mailed prior to your appointment if you do
not have copies).
2. A valid health card

On the day of your appointment, you will be assessed by a staff member and a Pain Physician. During
your visit, we will discuss injections that will aid in the diagnosis and treatment of your pain, and
possibly make medication recommendations to your family doctor. For further information,
please visit our website at www.kopi.ca.

Patient Information - Please print clearly
Name:

Date of birth:

Weight:

Height (feet)

(inches)

Address:
Pharmacy name:
Legal
Are there any legal issues regarding your pain? ❒ Yes ❒ No
If yes, check all that apply: ❒ MVA Claim ❒ WSIB Claim

Insurance
What kind of insurance do you have? Please circle one.
Ontario Works (OW)

ODSP

WSIB

Third Party Insurance _________________

Other _____________________________________

About your life

Have you ever been off work due to your pain?

Current employment status:

❒ Yes

full time

If yes, please tell us for how long:

part-time

unemployed

Present/previous occupation:

_________________________
Are you currently off work for your pain?

Employer:
How long have you been at this job?

❒ No

__

❒ Yes

❒ No
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B. Details of Your MOST Significant Pain Area
Example: neck
left
Dull
No
constant
Location?
Side?
Dull/Sharp
Lightly touching Constant,
(detailed
intermittent or
the area feels
description below) painful (Yes/No) both
head and face

left right

neck

left right

shoulder

left right

upper arm

left right

lower arm

left right

upper back

left right

lower back

left right

buttock

left right

groin

left right

thigh

left right

knee

left right

calf and foot

left right

other: (please
identify)

left right

8
How bad, where
0=least painful and
10 = most painful

Dull: dull/deep/aching/pressure in a wide area, the
edges are blurry, but I know where the center is; it
spreads at first, then stays put
Sharp: shooting/knife-like/electric/burning that travels
in a narrow band and doesn’t stay put
How did the pain begin?

suddenly

gradually

About what year?

Which of the following best describes how the pain began? check all that apply
accident at home
after surgery
other

accident at work
after an illness

work related
“just began”

motor vehicle accident
not sure why it started
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Which activities make your pain better or worse? Mark “B” for better, “W” for worse. Mark all that apply.
Walking
Resting
Rising from sitting
Bending backwards
Bending forwards
Sitting

Reading
Looking up
Lifting
Driving
Twisting
Standing

Cold days
Hot days
Wet and cloudy
In the morning
Once I “get going”

Do any of the following apply to you?
I get UNEXPLAINED fevers and chills

I take prednisone

Unexplained weight loss

Urinary incontinence

Severe pain all night
I have done IV drugs

Bowel incontinence
I am HIV positive

Pain began after age 50

I have Hep B, C or another infectious disease

I have/had cancer:
Type:
__________

Details:

Treatments:
C. Are headaches a significant component to your current pain problem, IF YES complete the following:
How many days per month have you had headaches during the last 3 months?
0-5
6-10
11-15
16-20
21-25
26-30
more than once per day
Do you have any of the following associated with your headaches? Check all that apply.
vision changes
speech changes
weakness
numbness
sensitivity to noises
sensitive to light
sensitivity to odors nausea/vomiting
shooting pains
electric shocks
only on one side
sometimes both sides
What brings on, triggers, or aggravates your headaches? Check all that apply.
stressful situations
change in sleep pattern
menstrual period exercise
alcohol
missing a meal
certain foods
other
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D. PREVIOUS EVALUATION AND TREATMENT

Have you been to a Pain Management Center in the past?
If yes, where? ___________________________________
When were you last seen? _________________________
What treatment(s) did you receive? __________________

❒ Yes

❒ No

Which treatments made your pain better, worse, or neither? Enter “B” for better, “W” for worse, and “N” for
neither. If you haven’t tried a particular treatment, leave it blank.
Physiotherapy
Exercise

Hot/cold pack
Chiropractic
Hypnosis
Reiki healer
Relaxation training
Massage

Brace support
Herbal remedy
Nutrition
Traction
Vitamins
TENS unit

Casting
Faith healer
Acupuncture
Osteopath
Biofeedback

Other ___________________
E. PAST SURGERY (relevant to your current pain)
Year
Surgical Procedure
Hospital

Effect on my pain

F. PREVIOUS TESTS
What tests have been done to investigate your current problems?
Test
Plain X-rays
CT scan (CAT scan)
MRI scan
Bone scan
EMG/nerve conduction
EEG (brain scan)
Spinal tap
Blood tests
Other

Year
Where (what clinic or hospital)
___________________________________________________________
__________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
______________________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________
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G. ABOUT YOUR LIFE
Who are you currently living with? What is your marital status? Check all that apply
live alone spouse or partner parents
with roommate
children - if so how many?
married
single
divorced
separated
widowed
Describe your home situation (e.g.: who does most of the chores, stressful home life and level of satisfaction at
home)

Sleep
Is sleep a problem?
Does pain affect your sleep?
Describe how pain affects your sleep:
___________________________________
___________________________________
Do you snore?
Do you use a CPAP?
Have you been to a sleep clinic?
Do you use a sleep aid (include marijuana)?
Please specify: __________________________________

❒ Yes
❒ Yes

❒ No
❒ No

❒ Yes
❒ Yes
❒ Yes
❒ Yes

❒ No
❒ No
❒ No
❒ No

Physical Activity
Is pain affecting your movement?

❒ Yes
❒ No
______ days
In a typical week, how many days do you participate in
physical activity?
What physical activities are you doing? (Examples: walking the dog, yoga, swimming, golf, skating, shoveling, etc.)
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
If you don’t participate in physical activity, please explain why.
______________________________________________________________________________________________
______________________________________________________________________________________________
_____________________________________________________________________________________________
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In a typical week, how many days do you drink alcohol?
______ days
Have you ever felt you should cut down on your drinking?
yes no
Have people annoyed you by criticizing your drinking?
yes no
Have you ever felt bad or guilty about your drinking?
yes no
Have you ever had a drink in the morning to steady your nerves?
yes no
Have you ever been to AA, NA, or in-patient drug treatment?
yes no
Do you use tobacco? (cigarettes, cigars, chew, pipe, nicotine patch)
yes no (if yes, packs per day
Do you drink(circle) regular coffee, tea, soda, or other caffeinated drinks? yes no (if yes, glasses per day
Do you use marijuana regularly?
yes no
Psychology
Have you done self-management?
Have you done Mindfulness-Based Stress Reduction (MBSR)?
Have you done acceptance and commitment therapy (ACT)?
Have you done cognitive behavioural therapy (CBT)?
Have you seen a counsellor/psychologist/psychiatrist?
Other:
______________________________________________

❒ Yes
❒ Yes
❒ Yes
❒ Yes
❒ Yes

❒ No
❒ No
❒ No
❒ No
❒ No

Allergies
Please list any medications you cannot take because of allergies or other problems. Please tell us what reaction
occurred with each drug.
__
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

Are you allergic to IODINE or CONTRAST DYE?
Are you on BLOOD THINNERS?

❒ Yes ❒ No
❒ Yes ❒ No

)

)
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H. Medical History
Have you ever been diagnosed by a physician?
Cardiovascular:
❒ high/low blood pressure
❒ congestive heart failure
❒ coronary artery disease /chest
pain/previous myocardial
infarction
❒ phlebitis/varicose veins
❒ pacemaker or defibrillator
❒ heart disease
❒ heart surgery
❒ Other:
Respiratory:
❒ chronic cough
❒ shortness of breath
❒ bronchitis
❒ asthma
❒ emphysema / COPD
❒ obstructive sleep apnea
❒ Other:
Endocrine:
❒ diabetes: Type 1 or Type 2

Number of years: __________
❒ thyroid disease
❒ kidney disease

Infections:
❒ hepatitis B, C
❒ skin conditions
❒ TB
❒ HIV / AIDS
❒ herpes
❒ Other infectious diseases:
Neurological:
❒ stroke / TIA / CVA
❒ epilepsy/seizures
❒ neuropathy
❒ Multiple Sclerosis
Mental Health:
❒ depression
❒ anxiety
❒ bipolar
❒ schizophrenia
❒ PTSD
❒ Other mental health diagnoses
(please specify):

Other:
❒ cancer (please specify):
❒ psoriasis
❒ other skin conditions:
❒ rheumatoid arthritis
❒ osteoporosis
❒ hemophilia
❒ Other bleeding disorders:
❒ anemia
❒ organ transplant
❒ age less than 18 or greater than
50
❒ pregnant, due date:
____________________________
❒ Other medical conditions:
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________
_____________________________
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PRESENT MEDICATIONS
List all prescribed and over-the-counter medications (Tylenol, aspirin, etc.), nutritional supplements, herbal
remedies, and homeopathic remedies you are currently taking. Use a separate sheet if necessary.
IMPORTANT: Be sure to mention blood thinners such as ASA (Aspirin), Clopidogrel (Plavix),
Prasugrel (Effient), Ticagrelor (Brilinta), Apixaban (Eliquis), Dabigatran (Pradaxa), Edoxaban
(Lixiana), Rivaroxaban (Xarelto) and/or Warfarin (Coumadin).
Medication
Example:
Ibuprofen

Strength

How many/how often

Better/Worse/Neither

Any Side Effects

800 mg

2 tablets, 3 times a day

Much better

Upset stomach

Pain Medications

Currently
Taking

Previous
Use

TCAs
Amitriptyline

❒

❒

Nortriptyline

❒

❒

Desipramine

❒

❒

Doxepin

❒

❒

Venlafaxine

❒

❒

Duloxetine

❒

❒

Gabapentin

❒

❒

Pregabalin (Lyrica)

❒

❒

Carbamazepine (Tegretol)

❒

❒

Lamotrigine

❒

❒

Valproic Acid

❒

❒

Topiramate

❒

❒

Tylenol with
codeine

❒

❒

Codeine Contin

❒

❒

❒

❒

❒

❒

BuTrans

❒

❒

Suboxone

❒

❒

❒

❒

SNRIs

Gabapentinoids

Anti-Epileptic Drugs

Opioids
Codeine:

Tramadol:
Tramacet
Tramadol ER
(Tridural)
Buprenorphine:

Tapentadol:
Nucynta
Oxycodone:

Reason Discontinued

Percocet/Oxycocet

❒

❒

Oxycontin

❒

❒

Morphine:
Statex

❒

❒

Kadian

❒

❒

Hyrdomorphone:
Dilaudid

❒

❒

Hydromorph-contin

❒

❒

Demerol

❒

❒

Fentanyl

❒

❒

Methadone

❒

❒

Other

❒

❒

Nabilone (Cesamet)

❒

❒

Medical marijuana

❒

❒

Baclofen

❒

❒

Cyclobenzaprine (Flexeril)

❒

❒

Other muscle relaxant:

❒

❒

Celebrex (Celecoxib)

❒

❒

Aspirin

❒

❒

Indomethacin

❒

❒

Ibuprofen

❒

❒

Naproxen/Aleve

❒

❒

Diclofenac

❒

❒

Ketorolac (Toradol)

❒

❒

❒

❒

❒

❒

❒

❒

Cannabinoids

Muscle Relaxants

NSAIDs

Meloxicam (Mobic)
Other Medications

Patient Health Questionnaire—PHQ-9
Name:

Date of Birth :

Today’s Date:

Fill in the boxes with pen or pencil to mark your answers.
A. Over the last 2 weeks, how often have you been bothered by any of the following problems?
Not
at all
0
1. Little interest or pleasure in doing things

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

2. Feeling down, depressed, or hopeless
3.Trouble falling/staying asleep, sleeping too much

❑

4. Feeling tired or having little energy
5. Poor appetite or overeating
6. Feeling bad about yourself – or that you are a failure or have
let yourself or your family down.
7.Trouble concentrating on things, such as reading the newspaper
or watching television.
8. Moving or speaking so slowly that other people could have noticed.
Or the opposite – being so fidgety or restless that you have been
moving around a lot more than usual.
9.Thoughts that you would be better off dead or of hurting
yourself in some way.
Total Score

=

More than Nearly
Several
half the every
days
days
day
1
2
3
❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

❑

+

+

+

B. If you have been bothered by any of the 9 problems listed above, please answer the following:
How difficult have these problems made it for you to do your work, take care of things at home, or get along with other people?
Not difficult at all
❑

Somewhat Difficult
❑

Very Difficult
❑

Extremely Difficult
❑
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contact Dr. Robert L. Spitzer at rls8@columbia.edu.
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800 John Marks Avenue
Kingston, Ontario K7K 0J7
Phone 613-344-PAIN Fax 613-344-1203
www.kopi.ca

Consent to Disclose Personal Health Information

I,

Name)

, Date of Birth,

, (Please Print

authorize Dr. Greg Murphy and staff at KOPI to obtain and/or send my medical records and/or imaging
reports regarding my current/ongoing condition.
I understand the purpose for disclosing this personal health information to the person noted above. I
understand that I can refuse to sign this consent form.

Patient signature:

Date:

Clinic witness:

Date:

