
Medicare regulations now require additional 

information in order to pay for treatment. 

Please fill out the information below: 

Height: ______ 

Weight:______ 

______ I decline to provide this information 

 

Pain Location:_____________ 

 

        NT       0      1     2     3           4  5  6          7           8           9         10 

At worst:      ⃝        ⃝         ⃝         ⃝         ⃝         ⃝         ⃝         ⃝         ⃝         ⃝        ⃝         ⃝ 

Current:       ⃝       ⃝         ⃝     ⃝    ⃝         ⃝         ⃝         ⃝         ⃝         ⃝        ⃝         ⃝ 

At best:        ⃝       ⃝         ⃝         ⃝         ⃝         ⃝         ⃝         ⃝         ⃝         ⃝        ⃝         ⃝ 

 

Pain Location:_____________ 

 

        NT       0      1     2     3           4  5  6          7           8           9         10 

At worst:      ⃝       ⃝         ⃝         ⃝         ⃝         ⃝         ⃝         ⃝         ⃝         ⃝        ⃝         ⃝ 

Current:       ⃝      ⃝         ⃝    ⃝   ⃝         ⃝         ⃝         ⃝         ⃝         ⃝        ⃝         ⃝ 

At best:        ⃝      ⃝         ⃝         ⃝         ⃝         ⃝         ⃝         ⃝         ⃝         ⃝        ⃝         ⃝ 

 

Patient Name___________________ Date ______________ 


