PATIENT NAME
REASON FOR YOUR APPOINTMENT TODAY:

NO COMMENTS

Is this a result of an injury at work?

Is this a result of an injury in a motor vehicle accident?

Have you had an MRI?

Have you had a CT scan?

Q|0(a|0alE
a/ajalala

Have you had a myelogram?

Please check any prior treatments that apply:

- physical therapy

- chiropractic therapy

- steroid 1njections

Q3]

- other (please describe)

PLEASE COMPLETE THE FOLLOWING ONLY IF YOU ARE BEING EVALUATED OR
TREATED FOR BACK PAIN. ALL OTHER PATIENTS PLEASE DISREGARD.

PAIN SYMPTOMS

Using an "X", please mark on the line below how much pain you have had from your back
in the last seven days.

0 1 2 3 4 5 6 7 8 9 10

NO PAIN AT ALL | | | ) MAXIMUM PAIN POSSIBLE

In the past week how often have you suffered: (please mark one box per line)

None of A little of Some of A good bt Most of All of

The time -the time The time of the time The time The time
Leg pain? 3. O ) W 0 3
Numbness or tingling in _ " Cl — ~ A ~
leg and/or foot?
Weakness 1n leg and/or foot? 0 J O] ] O] ]

In the past week, how bothersome have these symptoms been? (please mark one box per
line)

Not at all Shghtly - Somewhat Moderately Very Extremely
Bothersome  Bothersome Bothersome Bothersome Bothersome Bothersome

Leg pain? ' J 0 J . m 0
Numbness or tingling in -
dJ O O 0 O J
“leg and/or foot? _ _
‘Weakness in leg and/or foot? 3 I E . m O J O
Patient's Initials:
Date: / /

- MD Signature: MONTH = DAY  YEAR




PATIENT NAME

PAST MEDICAL HISTORY

YES | NO

FAMILY HISTORY

COMMENTS

Lung Disease or Respiratory problems (emphysema, bronchitis, etc.)

Tuberculosis

.

Persistent cough or cough that produces blood

Liver Disease

Cardiovascular Disease (heart trouble, heart attack, pacemaker)

Do you have high blood pressure?

Angina

Stroke

t Sinus trouble

Fainting spells

Recent weight loss

Diabetes

Hepatitis, jaundice or liver disease

Thyroid problems

Arthnitis or painful swollen joints

Stomach ulcer or esophageal reflux

Kidney trouble

Have you had abnormal bleeding?

Have you ever required a blood transfusion?

Do you have a blood disorder such as anemia?

Are you chustrophobic, a metal worker or have implants?

Are you pregnant?

Are you taking birth control pills?

Any history of epilepsy (seizure disorder)?

Any history of Cancer?

Have you ever been treated for mental illness?

Are there any other medical problems that you are currently
being treated for?

Do you drink alcohol?

| How often?

Do you smoke?

How often?

Are you allergic to anything? (Pleasé list specific allergies)

Please list any prior surgeries:

Please list your current medications: **** We will be happy to copy a medication list if you have one.

Medication Name

Daily Dose

How QOften

Reason for taking




