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AUTHORIZATION TO RELEASE PR()FgSSIONAL IN.FORMATION 

Patient Name: 

Date of Bi1ih: ___ ___ Phone#: 
Information to be exchanged between: Psychological Health- Roanoke 

And: 

Pmvose of Release: 
Continuity of Care Communication Legal Representation 
Other: ------- --- ... . ---··-·-··"" -- ------------·-··---··· · ·---·--·-

Information to be released: 
Psychological Test Results 
Written Treatment Information 
Verbal Treatment Information 
Other: 

Educational Evaluations 
Recommendations 
Any &. All Information 

PLEASE DO NOT FAX OVER 
10 PAGES, USE MAIL INSTEAD 

1 understand that infonnation to be released may include information regarding drug abuse, alcohol abuse, 
psychological or psychiatric impairments. If information pertaining to drug and alcohol abuse or 
treatment of the same has been disclosed, it has been done so from records protected by Federal 
Confidentiality Rules (45 CRF Part 2). Federal Rules prohibit you from making any fl.uther disclosure of 
this information unless further disc1osurc is expressly permitted by 42 CFR Part 2. A general 
authorization for the release of medical or other infonnation is not suilicient for this purpose. Federal 
Rules restrict any use of the information to crimina11y investigate or prosecute any alcohol or drug abuse 
patient. 
I certify this authorization is made vo1untari1y, l understand that. the information to be released is 
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1akcn. 
Please check one of the following options below: 
_. __ This consent will expire at the end of one year from the date below. 
_____ This consent will automatically renew each year unkss notification is received to revoke. 

Dak: Signature of Parent/<. ,u:udian:. 

Date: Signaturl': of WI I ncss: 



PSYCHOLOGICAL HEALTH ROANOKE 

Specialty Psychological Pain Evaluation 

You have been referred by your pain doctor for a specialty evaluation: 

Implantable pain management device [ ] Pain medication management [ 

This evaluation includes a psychological interview and extensive psychological testing, in which 

you will be asked to provide information about yourself. The psychological testing allows for a 

more complete and thorough evaluation than is possible with a psychological interview alone. 

The psychological testing provides a second source of information so that the report to your 

doctor is more complete and thorough than would be possible with a single psychological 

interview on a single day. 

The purpose of the evaluation will be discussed with you by the psychologist at the start of the 

interview. If the evaluation is in relation to an Implantable pain management device, the 

psychologist will discuss the risks and benefits with you. 

Following completion of the evaluation a report will be sent to your doctor to assist in making 

decisions about your medical care. There may also be recommendations for psychological 

treatment. You will be notified when the report is completed and will be offered the 

opportunity to return for a 2nd meeting with the psychologist to discuss the results. While this is 

optional for most patients, there are some for whom follow up is strongly recommended. 

This type of evaluation is commonly done at the request of medical doctors and is considered 

to be usual, customary and reasonable. 

This type of evaluation is required by some insurance companies and many pain doctors. This 

type of evaluation is approved by most insurance carriers. In the event these services are not 

covered by your insurance carrier, we will attempt to make individual arrangements with you. 

There are separate charges for psychological interview and psychological testing, similar to 

the situation where you would be charged a fee for a medical doctor visit and for medical 

testing. 

Name 
--------------

Date 
--------

Witness 
-------------

Date _______ _ 

ProcedureUnderstanding;jheil;12/18/17;1/17 /18 



Name D�e 
---------------- ---------

IN THE PAST 7 DAYS 

1. I have been able to think clearly without extra
effort

2. My mind has been as sharp as usual

3. I have been able to remember things as easily as
usual without extra effort

4. I have been able to learn new things easily like
telephone numbers or instructions

5. My ability to concentrate has been good

6. I have been able to pay attention and keep track
of what I was doing without extra effort

IN THE PAST 7 DAYS 

7. I have had trouble shifting back and forth
between different activities that require thinking

8. I had trouble planning out the steps of a task

9. I have had to work harder than usual to express
myself clearly

10. I have had trouble finding the right word{s) to
express myself

MISCI 

NOT AT A SOME QUITE 

ALL LITTLE WHAT ABIT 

BIT 

NEVER RARELY SOME OFTEN 

TIMES 

VERY 

MUCH 

VERY 

OFTEN 



Name _________________ _ Date __________ _ 

Spiritual Meaning Scale (SMS) 

Directions: Please rate the extent to which you agree/disagree with each statement listed below 
according to the following scale 

1 2 

I totally disagree I partially disagree 
3 

I'm in between 

___ 1. There is no particular reason why I exist. 

4 

I partially agree 

___ 2. We are each meant to make our own special contribution to the world. 

___ 3. I was meant to actualize my potential. 

___ 4. Life is inherently meaningful. 

___ 5. I will never have a spiritual bond with anyone. 

___ 6. When I look deep within my heart, I see a life I am compelled to pursue. 

___ 7. My life is meaningful. 

5 
I totally agree 

___ 8. In performing certain tasks, I can feel something higher or transcendent working through me. 

___ 9. Our flawed and often horrific behavior indicates that there is little or no meaning inherent in 
our existence. 

___ 10. I find meaning even in my mistakes and sins. 

___ 11. I see a special purpose for myself in this world. 

___ 12. There are certain activities, jobs, or services to which I feel called. 

___ 13. There is no reason or meaning underlying human existence. 

___ 14. Something purposeful is at the heart of this world. 

___ 15. We are all participating in something larger and greater than any of us. 



PCL-5 (11 April 2018) National Center for PTSD 

PCL-5 

Instructions:  Below is a list of problems that people sometimes have in response to a very stressful experience. Please 
read each problem carefully and then circle one of the numbers to the right to indicate how much you have been 
bothered by that problem in the past month. 

In the past month, how much were you bothered by: Not at 
all 

A little 
bit Moderately Quite 

a bit Extremely 

1. Repeated, disturbing, and unwanted memories of the 
stressful experience? 0 1 2 3 4 

2. Repeated, disturbing dreams of the stressful experience? 0 1 2 3 4 

3. Suddenly feeling or acting as if the stressful experience were 
actually happening again (as if you were actually back there 
reliving it)? 

0 1 2 3 4 

4. Feeling very upset when something reminded you of the 
stressful experience? 0 1 2 3 4 

5. Having strong physical reactions when something reminded 
you of the stressful experience (for example, heart 
pounding, trouble breathing, sweating)? 

0 1 2 3 4 

6. Avoiding memories, thoughts, or feelings related to the 
stressful experience? 0 1 2 3 4 

7. Avoiding external reminders of the stressful experience (for 
example, people, places, conversations, activities, objects, or 
situations)? 

0 1 2 3 4 

8. Trouble remembering important parts of the stressful 
experience? 0 1 2 3 4 

9. Having strong negative beliefs about yourself, other people, 
or the world (for example, having thoughts such as: I am 
bad, there is something seriously wrong with me, 
no one can be trusted, the world is completely dangerous)? 

0 1 2 3 4 

10. Blaming yourself or someone else for the stressful 
experience or what happened after it? 0 1 2 3 4 

11. Having strong negative feelings such as fear, horror, anger, 
guilt, or shame? 0 1 2 3 4 

12. Loss of interest in activities that you used to enjoy? 0 1 2 3 4 

13. Feeling distant or cut off from other people? 0 1 2 3 4 

14. Trouble experiencing positive feelings (for example, being 
unable to feel happiness or have loving feelings for people 
close to you)? 

0 1 2 3 4 

15. Irritable behavior, angry outbursts, or acting aggressively? 0 1 2 3 4 

16. Taking too many risks or doing things that could cause you 
harm? 0 1 2 3 4 

17. Being “superalert” or watchful or on guard? 0 1 2 3 4 

18. Feeling jumpy or easily startled? 0 1 2 3 4 

19. Having difficulty concentrating? 0 1 2 3 4 

20. Trouble falling or staying asleep? 0 1 2 3 4 
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Patient Pain Drawing 

Name . .:...: _______________________ Date: ____ _ 

Using the symbols given below, mark the areas on your body where you feel the 
described sensations. Include all affected areas. Just to complete the picture, 
please draw in you face. 

Aching Numbness Pins and Needles Burning Stabbing Other 
I\ I\ I\ 

Left 

- - -

- - -

Back 

000 XXX Ill 000 

Front 

Right Right Left 



McGill Pain Questionnaire 
There are many words to describe pain. Some of these are grouped below. 
Check any words that describe the pain that you have right now. (You do not 
have to check words in every group). 

1. 2. 3. 4. 
Flickering lumping Pricking Sharp 
Quivering Flashing Boring Cutting 
Pulsing Shooting Drilling Lacerating 
Throbbing Stabbing 
Beating 
Pounding 

s. 6. 7. 8. 
Pinching Tugging Hot Tingling 
Pressing Pulling Burning Itchy 
Gnawing Wrenching Scalding Smarting 
Cramping Searing Stinging 
Crushing 

9. 10. 11. 12. 
Dull Tender Tiring Sickening 
Sore Taut Exhausting Suffocating 
Hurting Rasping 
Aching Splitting 
Heavy 

13. 14. 15. 16. 
Fearful Punishing Wretching Annoying 
Frightful Grueling Blinding Troublesome 
Terrifying Cruel Miserable 

Vicious Intense 
Killing Unbearable 

17. 18. 19. 20. 
Spreading Tight Cool Nagging 
Radiating Numb Cold Nauseating 
Penetrating Drawing Freezing Agonizing 
Piercing Squeezing Dreadful 

Tearing Torturing 

Name: Date: 



SF-36 QUESTIONNAIRE 

Name: ________ _ Ref. Dr: ________ _ Date: __ _ 

ID#: _____ _ Age: __ _ Gender: M / F 

Please answer the 36 questions of the Health Survey completely, honestly, and without interruptions. 

GENERAL HEALTH: 
In general, would you say your health is: 
t' ... I' ... 

·.,_, Excellent .._, Very Good r �. 
.,_,Good CFair �Poor 

Compared to one year ago, how would you rate your health in general now? 
r, ·(_, Much better now than one year ago
r---''-' Somewhat better now than one year ago 
r "  \ . ..,,About the same 
,--, \,..,,Somewhat worse now than one year ago 
CMuch worse than one year ago 

LIMITATIONS OF ACTIVITIES: 
The following items are about activities you might do during a typical day. Does your health now limit you in these 
activities? If so, how much? 

Vigorous activities, such as running, lifting heavy objects, participating in strenuous sports. 
C:Yes, Limited a lot CYes, Limited a Little  CNo, Not Limited at all 

Moderate activities, such as moving a table, pushing a vacuum cleaner, bowling, or playing golf 

CYes, Limited a Lot C:Yes, Limited a Little CNo, Not Limited at all 

Lifting or carrying groceries 
CYes, Limited a Lot 

Climbing several flights of stairs 

C:Yes, Limited a Little 

CYes, Limited a Lot ·CYes, Limited a Little

Climbing one flight of stairs 
. ..-.., 

•;__, Yes, Limited a Lot 

Bending, kneeling, or stooping 
(.�Yes, Limited a Lot 

Walking more than a mile 
,---.

� Yes, Limited a Lot 

Walking several blocks 
�Yes, Limited a Lot 

Walking one block 
r·-. 
'-' Yes, Limited a Lot 

Cves, Limited a Little 

::_:ves, Limited a Little 

CYes, Limited a Little 

Cves, Limited a Little 

Cves, Limited a Little 

r-....

,.._, No, Not Limited at all 

.::_: No, Not Limited at all 

CNo, Not Limited at all 

I ., 

..__. No, Not Limited at all 

, ...... 

·;,__, No, Not Limited at all

c_:No, Not Limited at all 

r··�. 
.,_, No, Not Limited at all



Bathing or dressing yourself 
,,--. ...,_, Yes, Limited a Lot CYes, Limited a Little C No, Not Limited at all 

PHYSICAL HEALTH PROBLEMS: 
During the past 4 weeks, have you had any of the following problems with your work or other regular daily activities as 
a result of your physical health? 

Cut down the amount of time you spent on work or other activities 
r • r-�
.,_, Yes 0No 

Accomplished less than you would like 
r-� 0 ·.._,. Yes ·i..._.,No

Were limited in the kind of work or other activities 
r ' r '.,_,Yes ._,No 

Had difficulty performing the work or other activities (for example, it took extra effort) 
r", r"'! 

\..,,Yes 'i......,No 

EMOTIONAL HEAL TH PROBLEMS: 
During the past 4 weeks, have you had any of the following problems with your work or other regular daily activities as 
a result of any emotional problems (such as feeling depressed or anxious}? 

Cut down the amount of time you spent on work or other activities 
0 0 \....., Yes \.JNo 

Accomplished less than you would like 
,,.,-.. r"' .._. Yes ;__,No 

Didn't do work or other activities as carefully as usual 
r--- r·.._, Yes \_,.No 

SOCIAL ACTIVITIES: 
Emotional problems interfered with your normal social activities with family, friends, neighbors, or groups? 

r, .._,Not at all r , .._,Slightly 
r -. 

:......,, Moderately r -
, 

..._,,severe (. -..._,,.Very Severe 

PAIN: 
How much bodily pain have you had during the past 4 weeks? 

r "  •._,None 
r ,.,  

;__,very Mild 
... . ,

:._,. Moderate r "I 

.._.severe Cvery Severe 

During the past 4 weeks, how much did pain interfere with your normal work (including both work outside the 
home and housework)? 

r ,  .,_,Not at all -:�A little bit -:::_: Moderately ,Cauite a bit CExtremely 



ENERGY AND EMOTIONS: 

These questions are about how you feel and how things have been with you during the last 4 weeks. For each 
question, please give the answer that comes closest to the way you have been feeling. 

Did you feel full of pep? 
r'"< 

(....All of the time 
CMost of the time 
I' ..,·.,,_A good Bit of the Time
r .... vSome of the time 
r--. 

I..._,A little bit of the time 
. ..-.... \,J None of the Time 

Have you been a very nervous person? 

,CAIi of the time 
CMost of the time 
CA good Bit of the Time 
r. '

0Some of the time 
CA little bit of the time 
.� .._ None of the Time 

Have you felt so down in the dumps that nothing could cheer you up? 

CAIi of the time 
� 

0Most of the time 
CA good Bit of the Time r-·� 
'-'Some of the time 
CA little bit of the time 
,,-.., 

;_,,None of the Time 

Have you felt calm and peaceful? 

CAIi of the time 
CMost of the time 
CA good Bit of the Time 
t.=some of the time 
CA little bit of the time 
CNone of the Time 

Did you have a lot of energy? 

CAIi of the time 
T',._, Most of the time 
.----..,

;,_,A good Bit of the Time 
[:some of the time 
(�A little bit of the time 
C None of the Time 



Have you felt downhearted and blue? 

CAIi of the time 
r .... '-'Most of the time 
CA good Bit of the Time 
Csome of the time 
CA little bit of the time 
CNone of the Time 

Did you feel worn out? 

CAIi of the time 
CMost of the time r·-. 
,__,A good Bit of the Time 
Csome of the time 
CA little bit of the time 
r .... �None of the Time 

Have you been a happy person? 

CAIi of the time 
I' ... ·\_.,Most of the time
CA good Bit of the Time
r..., i......,Some of the time 
CA little bit of the time 
CNone of the Time 

Did you feel tired? 

CAIi of the time 
C Most of the time 
r .

, 

0A good Bit of the Time 
Csome of the time 
·CA little bit of the time
CNone of the Time

SOCIAL ACTIVITIES: 
During the past 4 weeks, how much of the time has your physical health or emotional problems interfered with 
your social activities (like visiting with friends, relatives, etc.)? 

r·-.. 

i._.AII of the time 
C Most of the time 
C..,:some of the time 
CA little bit of the time 
'-'None of the Time 
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HEALTH OUTCOME EXPECTATION QUESTIONNAIRE 

PAIN RATING - PAIN PROCEDURE 

A. Place a slash (/} along the line below to indicate your pain NOW.

NO I I WORST PAIN 
PAIN 

'----------------1 IMAGINABLE

B. Place a slash (/) along the line below to indicate your pain as you EXPECT it to
be 3 MONTHS AFTER THE PAIN PROCEDURE .

NO l I WORST PAIN
PAIN 

1------------------1 IMAGINABLE

C. Place a slash (/) along the line below to indicate your pain as you EXPECT it to
be 6 MONTHS AFTER THE PAIN PROCEDURE.

NO I I WORST PAIN 
PAIN 

1-------------------1 IMAGINABLE

D. Place a slash (/) along the line below to indicate your pain as you EXPECT it to
be ONE YEAR AFTER THE PAIN PROCEDURE.

NO I I WORST PAIN 
PAIN 

1----------------------1 IMAGINABLE

NAME DATE 
--

-
-------------- -

-
-

-
---

© John Heil, 1990 
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