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DDaavviidd  BBeeaarrmmaann,,  MMDD  
Pain Management Specialist 

 
 

 PATIENT INTAKE FORM  
 
Today’s Date: _________________________ Referred by:___________________________ 

NOTE: Please leave ONLY inapplicable questions blank. 
 

GENERAL IDENTIFYING DATA 
 
Last name: _______________________ First name: _____________________ MI:____ 
 
Date of Birth:_________________ Social Security #:___________________________ 
 
 
Status:  Single  Married Sex:  Male  Other 

  Divorced  Domestic Partner   Female  

 
Street Address: ________________________________________ Apt./Suite:_________ 

City:__________________________ State: ____________ Zip: ___________________ 

Home phone:__________________________ Cell phone: ____________________ 

Work phone: __________________________ Fax: _________________________ 

Email:_______________________________ Contact Time:  Morning Afternoon Night 
 
Live with:  Alone  Significant Other Housing:  Apartment  House 

  Roommate  Married parents   Institution  Homeless 

  Spouse  Single parent   Other: _________________ 

  Other: _________________ Ownership:  Rented  Owned 

     

 
Religion:___________________________ Parents’ Religion: ____________________ 

Race: _____________________________ If race is a bogus concept, check here:  

 
Allergies: ____________________________________________________________________ 
 
 
CURRENT Medications: ___________________________________________________ 
     
               ___________________________________________________ 
 
 
PAST Medications: ____________________________________________________________  
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DEMOGRAPHIC INFORMATION 

 
EDUCATION 
 
Highest degree:______________________ Major: ___________________  Dates: _______ 
 
School:____________________________ 

 
City, State: _________________________ 

 

EMPLOYMENT 

 
Employer:__________________________ 

 
Position: ___________________________ 

 
Date of injury: (if applicable) ____________________ 

 
Date last worked: _____________________ 

 

MILITARY EXPERIENCE 
  
Do you have military experience?        No  Yes (explain below) 
 
Branch:___________________________ 

 
Highest Rank:________________________ 

 
Dates:_____________ 

 
Discharge status: _____________ 

 
Citations: ______________ 

 

FAMILY MEDICAL HISTORY (check all that apply) 

 
Medical 

Condition 
Father Mother Children Siblings 

Father’s 
Parents 

Mother’s 
Parents 

Alcoholism       
Asthma       
Bleeding disorder       
Cancer       
Diabetes       
Epilepsy/Convulsion
s 

      
Glaucoma       
Hair loss       
Heart disease       
High blood pressure       
Hypertension       
Kidney disease       
Mental illness       
Migraine       
Osteoporosis       
Stroke       
Thyroid disease       
Tobacco use       
Other: 
______________
____ 

      
 

IMMEDIATE FAMILY 
 
Number of OLDER siblings: ______________ 

 
Number of YOUNGER siblings:___________ 

*Please list on next page* 
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Sibling Age Health (medical conditions, surgeries, etc.) 

   

   

   

   

   

   

   

   

 
Parents’ Marital Status:   Married      Separated   Divorced*       Widowed *       Deceased* 
 
Mother’s age: ______  Deceased      Her age: ___________    Your age: __________ 

 * Remarried?    No   Yes:     Year of remarriage: ______ 

Father’s age: ______  Deceased     His age: ___________ Your age: __________ 

 * Remarried?    No        Yes:         Year of remarriage: ______ 

 

PERSONAL MEDICAL HISTORY (check all that apply) 
 

 Abdominal pain (chronic) 
 Allergies/Hay fever 
 Anemia  Bruise easily 
 Ankles (swollen) 
 Appetite (loss of) 
 Arthritis/Rheumatism 
 Asthma/wheezing 
 Back pain (recurrent) 
 Bone fracture/Joint injury 
 Bowel habits (change in) 
 Bronchitis/Chronic cough 
 Cancer  Type: 

___________________ 
 Chest pain 
 Convulsions/Seizures 
 Diabetes 
 Diarrhea  Constipation 
 Diphtheria 
 Diverticulosis 
 Crohn’s Disease/Colitis 
 Dizziness/Fainting 
 Ear (ringing in) 
 Ear infections (frequent) 

 Eye infections  
 Fatigue (chronic) 
 Foot pain  Cold, numb 

feet 
 Gall bladder trouble 
 Gout 
 Hair loss 
 Headaches (frequent) 
 Heart murmur 
 Hemorrhoids 
 Hernia 
 High blood pressure 
 Hives 
 Indigestion/heartburn 
 Infections (frequent) 
 Jaundice/hepatitis 
 Kidney stones 
 Lactose intolerance 
 Leg pain (walking) 
 Memory loss 
 Mental illness 
 Moodiness (excessive) 
 Muscle weakness 

 Nausea/Vomiting 
(persistent) 

 Nervousness   
Depression 

 Nose bleeds 
 Numbness/Tingling 

sensations 
 Osteoporosis 
 Pneumonia 
 Phobias 
 Prostate disease 
 Psoriasis      Eczema 
 Rashes        Hives 
 Sexual/menstrual 

dysfunction 
 Sinus trouble 
 Stools (bloody or tarry) 
 Stroke 
 Swallowing difficulty 
 Tetanus 
 Throat (sore, frequent) 
 Thyroid disease 
 Tremors/Hands shaking 

 Ulcers (peptic) 
 Urethral discharge 
 Urination 

      Overnight > than 
twice 
      Decrease in 
force/flow 
      Loss of control 
      Painful  Blood in 

 Varicose 
veins/phlebitis 

 Venereal disease 
 Vision (failing) 
 Weight loss (recent) 
 Chicken Pox    Polio 
 Mumps       Measles  
 Rubella        Herpes 
 Rheumatic fever 
 Scarlet Fever 
 Tuberculosis 
 Other: 

_____________ 
 Other: 

_____________

FEMALES – PLEASE COMPLETE 

Pregnant?   No   Yes (mo: ____________)  Menstrual Flow:   Regular     Irregular    Pain/cramps 

Planning pregnancy?  No  Yes (approx: ______) Days of flow: __________ Length of cycle: __________ 

Number of: Pregnancies: _____ Abortions: _____ Last period: ____________  Pain/bleeding during/after sex 

           Miscarriages: ________ Live Births: ________ Last PAP test: _________  Normal   Abnormal 

Birth Control Method: None  Abstinence  Condoms Last Mammogram: _______  Normal  Abnormal  

     Pill      Shot              Ring          Patch        Flushing/menopause 

  Name/Brand: _______________________ 
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CHILDHOOD 
 
Are you an adult child of an alcoholic family?  No    Yes (explain below) 

 Mother  Father  Sibling  Extended family  Other: __________________ 
 
Are you an adult child of an abusive family?  No    Yes (explain below) 

 Mother  Father  Sibling  Extended family  Other: __________________ 
 
Were you sexually abused as a child?   No    Yes (explain below) 

 Mother  Father  Sibling  Extended family  Other: __________________ 
  
Were you physically abused as a child?   No    Yes (explain below) 

 Mother  Father  Sibling  Extended family  Other: __________________ 

 
IN THE PAST 5 YEARS, HAVE YOU... 
 

 ...had any fractures of dislocations?     No   Yes (explain below) 
 

Date(s): _____________________ Treatment: ________________________________ 
 
Explain cause: _________________________________________________________ 

 

 ...been injured in a traffic accident?     No   Yes (explain below) 
 

Date(s): _____________________ Injuries: __________________________________ 
 
Treatments: 
____________________________________________________________________ 

 

 ...injured your head?       No   Yes (explain below) 
 

Date(s): _____________________ Treatment: ________________________________ 
 
Explain cause: _________________________________________________________ 

  

 ...been injured in a fight or assault?     No   Yes (explain below) 
 

Date(s): _____________________ Injuries: __________________________________ 
 
Explain cause: 
___________________________________________________________________ 
 

 ...been injured while or after consuming alcohol?   No   Yes (explain below) 

 
Date(s): _____________________ Injuries: __________________________________ 
 
Explain cause: _________________________________________________________ 

 
Briefly list and explain any other PAST illnesses and/or surgeries:  

____________________________________________________________________________ 
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List the current diseases, conditions and symptoms you hope to medicate with 
cannabis. Include surgeries, medications, prescribed treatments, results, alternative 

care, etc. 

 
1. Primary illness: _____________________________ Date of injury/onset: _____________ 

 
Briefly explain: 
__________________________________________________________________________ 
 
__________________________________________________________________________ 

 
 
2. Secondary illness: ____________________________ Date of injury/onset: _____________ 
 

Briefly explain: 
__________________________________________________________________________ 
 
__________________________________________________________________________ 
 

 
OTHER medical reasons for which you use cannabis: _________________________________ 
 

__________________________________________________________________________ 
 
Other current illnesses: 
___________________________________________________________________________ 
 
____________________________________________________________________________ 
 
 

SYMPTOMS AND ILLNESSES 
 

PAIN 

 
Mankoski Pain Scale (check one)  I do not currently suffer from pain. (Skip ahead to INSOMNIA) 

 
My pain... 

 
 0 ... is non-existent. 
 1 ... is a very minor annoyance. 
 2 ... is a minor annoyance. 
 3 ... is annoying enough to be distracting and requires very minor painkillers. 
 4 ... is distracting; mild painkillers remove pain for 3-4 hours. 
 5 ... can’t be ignored for more than 30 minutes and requires mild painkillers. 
 6 ... can’t be ignored at all and requires strong painkillers. 
 7 ... creates difficulty concentrating and sleeping; stronger painkillers don’t work. 
 8 ... is severe during physical activity, and creates nausea and dizziness. 
 9 ... makes me cry and moan, unable to speak, and near delirium.  
 10 ... knocks me unconscious. 

 
Nature of pain: 
(Check all that apply) 

 Acute 

 Sharp 

 Associated with numbness 

 Chronic (6 months or more) 

 Burning 

 Radiating pain 
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Location of pain: 
(Check all that apply) 

 Lower back 

 Left arm 

 Left leg 

 Upper back 

 Right arm 

 Right leg 

  Other: _______________________________________________ 

 
Underlying diagnosis: ________________________________________________________ 
 

INSOMNIA 
 

 I do not currently suffer from insomnia. (Skip ahead to ANXIETY) 
 
Nature of insomnia: 
(Check all that apply) 

 Acute (2 months or less) 

 Aggravated by anxiety 

 Associated with numbness 

 Chronic (2 months or more) 

 Aggravated by pain 

 Radiation of pain 

  Difficulty falling asleep (time to fall asleep: ___________________) 

  Difficulty staying asleep (sleep time between waking: ___________) 

Underlying medical conditions interfering with sleep: (Check all that apply) 

  PTSD  Anxiety 

  ADD/ADHD  Pain (cause: ____________) 

  Restless Leg Syndrome  Other: ________________ 

 

ANXIETY 
 

 I do not currently suffer from anxiety. (Skip ahead to CANNABIS USE HISTORY) 
 

Nature of anxiety:  Associated with disrupted sleep  Work or financially related 

  Unsure  Other: ____________________ 

Length of anxiety:  Less than 1 year  5-10 years 

  1-5 years  More than 10 years 

 
Does your anxiety trigger any muscle spasm, tightness or pain?   No   Yes 
 

CANNABIS USE HISTORY 
 

 I do not currently medicate with cannabis. (Skip ahead to HABITS) 
 
Age of first use: _____________________ Was your first use social?   No       Yes 
 
Cannabis type preferred: 
(Check all that apply) 

 Sensimilla 

 Hashish 

 Unsure 

 Mexican 

 No preference 

 Other: _____________________ 

Intake method preferred: 
(Check all that apply) 

 Oral pill 
 Pipe 
 Vaporizer 

 Joint 
 Water pipe 
 Other: _____________________ 

 
Have you ever used Marinol®? (THC in pill form)   No     Yes (explain below) 
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Symptoms treated: ________________________________ Prescribed?     No    Yes 
 
Results: _______________________________________________________________ 
 

Frequency of cannabis use:  1 time/month  1 time/week  1 time/day 

  2-3 times/month  2-3 
times/week 

 4+ times/day 

Amount used:  1 gram/week  2 grams/week  3 grams/week 

  4 grams/week  5 grams/week  6 grams/week 

  7 gram/week  8 grams/week  

 
How much more cannabis would you use if it were... 
 

 ...easier to obtain?   0%       25%      50%      75%      100%+ 
 

 ...more affordable?  0%       25%      50%      75%      100%+ 
 
When did you discover that cannabis helped your symptoms? ___________________________ 
 
How did you discover that cannabis helped your symptoms? ____________________________ 

____________________________________________________________________________ 
 

HABITS 
 
Check usage habits that apply: 
 

 Caffeine _____ drinks per   day   week   month   year 

 Alcohol _____ drinks per   day   week   month   year 

 Tobacco 

 

_____ cigarettes per   day   week   month   year 

     Interested in quitting 

 Cocaine _____ times per    day   week   month   year 

 Heroin _____ times per    day   week   month   year 

 LSD/Ecstacy/Psilocybin _____ times per    day   week   month   year 

 Other: ___________ _____ times per    day   week   month   year 

 
Exercise Routine: ______ minutes    ______ times per  day   week   month 
 
Salt intake:  High   Medium   Low   Fat intake:  High   Medium   Low 
 

PRIMARY-CARE PHYSICIAN CONTACT 
 
Primary Physician: _________________________________ Specialty: _________________ 
 
Street Address: _________________ ____________________________ Apt./Suite: ________ 
 
City: _______________________________ State: ___________________ Zip: ___________ 
 
Phone: _____________________________ Fax: ____________________________________ 
 
Have you discussed medical marijuana use with your primary physician?  No  Yes (explain below) 
How did they respond? 
____________________________________________________________________________ 
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THERAPIST CONTACT 
 
Are you seeing a therapist?  No     Yes   Name: _________________________________ 
 
Street Address: ______________________________________________ Apt./Suite: ______ 
 
City: _______________________________________ State: ___________  Zip: ________ 
 
Phone: ________________________________ Fax: ______________________________ 
 
Have you discussed medical marijuana use with your therapist?  No   Yes (explain below) 
 
How did they respond? 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 

LEGAL INFORMATION 
 
Are you currently on probation or parole?  No   Yes (explain below) 
 
Explain: 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 
Do you have a pending cannabis case?   No   Yes (explain below) 
 
Explain: 
____________________________________________________________________________ 
 
____________________________________________________________________________ 
 

OFFICE POLICIES AGREEMENT 
 
By signing below, you acknowledge that you have read, understand and agree to the following 
policies: 

 Dr. Bearman is a pain management specialist, not a primary care physician. He is acting only in 
the capacity of a consultant; patients should have a primary-care doctor as well. Dr. Bearman 
suggests that patients with mental health-related medical problems also be under the care of a 
psychologist or psychiatrist.  

 If you require letters to be written, records to be reviewed or telephone interviews with you or your 
attorney, you will be billed at a rate of $250/hour (brief consultation phone calls are free). There is a 
$40/hour charge for employees’ phone time in excess of 10 minutes per call.  

 APPOINTMENTS: Appointments should be made 2 weeks in advance and are subject to change. 24-
hour notice is required for cancellations. There is a $50 fee for no-shows. 

 PRESCRIPTION REFILLS: Requests must be called in 72 hours in advance. We do not authorize 
early refills as per the law. A 15-minute appointment may be required.  

 LETTER RENEWALS: A 60-minute annual appointment is required to renew medical marijuana 
recommendation letters. There is a $15 charge for letter reprints and a $25 charge for extension letters.  

 
 

________________________________________  __________________________ 
Patient Signature              Date 
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