Name: Age: Date: =

Primary Care Physician: . Referring Physician: -_Phone#: i
Was this injury due to an auto accident? Yes ____No___ Dateof Injury: Did this occur at work: Yes [] No []
Disabllity and Litigation: 1.SSI/SSDI? Yes [] No [] 2. Workers Comp? Yes [] No [ 3. Have you retained a lawyer? Yes [] No []
Is there a lawsuitinvolved? Yes ___ No___ RightHanded[[]  Left Handed D

No Yes (please speclfy)

Chief Complaint:

O

. : Heart Disease
Describe activities which aggravate High Blood Pressure
or worsen your symptoms/pain: Lung Disease

O

Diabetes

Gl

Kidney Disease
Anemia/Blood Disease

Describe activities which decrease
your symptoms/pain: Cancer

Depression

Arthritis

Osteoporosis
Back/Neck

Other (Please specify)

OoOoOoOoooood
OooOoOoooooooOano

ived?
What treatments have you received? [ Acupuncturs/Chiropactor

] NSAID's ( [ Naproxen, [J Motrin, [] Aspirin, []] Celebrex) [] TENS/Ultrasound

[ Oral/injected Steroids [] Epidural Injection - Date _______ ] Narcotics ( [J Hydrocodone, (] Percocet, [] Oxycontin, [] Morphine)
[ Brace . [] Physical Therapy

[ Pain Medications ( [JJ Neurontin, (] Lyrica, [] Ultram) [] Other

Do medications help? [ No [] Somewnhat (1/3 better) [ Moderately (1/3 - 2/3 better) ~ [] Greatly (>2/3 better)

AIDS/HIV?

Alcohol abuse? CT scan?

Alzhelmer's/Memory loss? Bone scan?

TIE EMGINGS? el

:23”::":; Bone density test? Are your menstrual cycles regular? [] [
Colon cancer? Ultrasound or Doppler? Menopause? O Od
Lung cancer? | Blood or other Iab test? Previous Pregnancles:

Srons! cancer? ' Guher ' Currently Pregnant? O 0O

Carvical cancer?
Prostate cancer?
Depression?

Diabetes? g S i N =
Drug abuse? No Yes Date Describe
ﬁougd' 5 Heart O d .1/
eart disease
Hypertension? Lung ‘ I [ A /
Kidney disease? Adbominal D D e ==
Liver disease? Neck O O / /
Muscle disease? Back O d / '/
g:itzesrpec;;oms?_ Orthopaedic [] [ / /
/ /
Stomach uicers? Other 5 I N S A
Stroke?

Other problems? continued on back




_

Occupation

© ® N @ o » e N

Hours/week  [] More than 40

Type of work [} Heavy Labor

Currently how often do you execise?

Education [T] High school

Smoking  [] Never smoked
Alcohol [J None
Married [] Yes
10. Children [J O

1

[ college
[[] Quit more than six months ago

[ More than 10 per week

] 20-40

[J Labor with restrictions

[J Less than 10 per’we’ek

[] Every few days

[J Lessthan20 [T} None

) Mostly sitting

Have you changed your job or activity level because of your spine problem?  [] Yes

[ Everyday
[ Graduate school

02 @3 [J4 [J5 []Morethans

Abdominal Pain

Chills Ulcer
Night sweats Bleeding
Weight loss Indigestion

Constipation

B
Headache

Black Outs

URINAR)

RN

Stones

[J] Sedentary

[ Less than once/week

Infection

Frequent Urination

Incontinence

Balance Difficulties

Seizure

Infection

Double Vision

Sores

Hearing Difficulties

Sexual Problems

T

Discharge

s

=

BREN

Arthritis

Pain

Swelling

Soreness

Pain

Swelling

Fracture

Sinusitis

Weakness

‘* ol
Chest Pain

Shortness of Breath

Bleeding Disorders

Difficulty Breathing

Clots

: CHIATR

Depression
Asthma Bipolar
Bronchitis Mood Swings




Name: - Date:

Mark the areas on your body where you feel the descrlbsd sensation. Use the appropriate
symbol. Mark areas of radiation. Include all affected areas.

Tingling 0000
' XXX

Pain
Numbness il

BAGK FRONT

AL

Put a mark thtough the line below to ra‘ce your pain_ mtensﬂ%y on average
No pain ; . i Lo e worst possible pain

Put a mark through the line below to rate your pain intensity at its worst-
NO pain ====rp==== - e 2 R worst possible pain




