ATTENDING PHYSICIAN ADVISORY
I am a chronic face pain patient in crisis!

You are reading this because I may not be able to speak for myself or think clearly due to the severity of my pain and/or depression.  Please provide immediate interventional care for pain control.

Name: ________________________________     Phone: __________________________________

Address: _________________________________________________________________________

Emergency contact: ____________________     Phone: __________________________________
The doctor who treats my pain is: ____________________________________________________

Phone: _______________________________     Specialty: ________________________________
I also see: (1) __________________________     Phone, Specialty: _________________________

                  (2) __________________________      Phone, Specialty: _________________________
I have been diagnosed with (check all that apply):
___ Typical Trigeminal Neuralgia  ___ Atypical Trigeminal Neuralgia ___ Trigeminal Neuro Pain                    ___ Iatrogenic Neuropathic Pain   ___ Occipital Neuralgia          ___ Glossopharyngeal Neuralgia
___ Cluster Headache                     ___ Migraine Headache         ___  MS                      ___ Lupus  
___ Reflex Symp Dystrophy/Complex Regional Pain Syndr        ___ Fibromyalgia 

___ Psoriatic Arthritis                                                                       ___ Diabetic Neuropathy  

___ Other Pain Conditions ________________________________________________________
___ Other Medical Conditions _____________________________________________________
I _____ am     _____ am not sensitive to light touch, wind, air conditioning, heat or cold.

WARNING:  I AM HYPERSENSITIVE TO (med): _________________________________________
I take the following prescription medications:
Anti-seizure meds: (1) _____________________________     Dose: _____ mg x _____/day



       (2) _____________________________     Dose: _____ mg x _____/day

Antidepressants
   for neuropathic pain: (1) _________________________      Dose: _____ mg x _____/day




 (2) _________________________      Dose: _____ mg x _____/day     

Other meds
   for depression/anxiety: (1) _______________________      Dose: _____ mg x _____/day




     (2) _______________________      Dose: _____ mg x _____/day

Opioid meds: (1) _________________________________      Dose: _____ mg x _____/day


           (2) _________________________________      Dose: _____ mg x _____/day

Other meds: (1) __________________________________      Dose: _____ mg x _____/day

                      (2) __________________________________      Dose: _____ mg x _____/day

Please consider the following special factors in my treatment: ___________________________

________________________________________________________________________________
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