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+$).&6<&=-0)" >1. years '.?9& Male Female

Primary care doctor name:

Primary care doctor phone:

Primary care doctor address:

Referring doctor name:

Referring doctor phone:

Referring doctor address:

‘@*:7TA*

B"$)&-#8&)".&,06=C.;&)"$)&26/&$0.&".0.&<60&)6($2D

check here if your
primary doctor referred
you

ER 7"-#&,$-%&"$#&=..%&,0.#.%)&<EWrite number below)R
days weeks months years

GB.H$#&)".&,06=C.;&460#.%.(D& Yes No
1<&2.#I&A" %&(-(&-)&460#.%D& H64&(-(&-)&460#.%D

KR L-OMC.&)".&C.N.C&6<& JB®& (0=none, 10=worst imaginable)

0 1 2 3 4 5 6 7 8 9 10
OR P.N.C&6<&,$-89%8&460#)&($20= none, 10=worst imaginable):
QR +6&26/0&)06/=C.#&C-;-)&26/8<06:8&%60:$C&($-C2&$M)-N-)- Ads  No

RRB I#&)".&,$-%(circle): Constant 60 Comes and goes

SR I#&)".&,$-%(circle all that apply):  Sharp Dull Stabbing Aching  Burning Stiffness

TR +6.#8&)".&,$-%&#"66)&60&0$(-$). £64%8&$0;#860&C. 1#DRircle all that apply)9&

Right arm Left arm Right leg Left leg



UR +6&26/&"$N.&4.$V% ##D&(circle all that apply)9

Right arm Left arm Right leg

EWEF6&26/&"$N.&%/;=% ##D& (circle all that apply)9

Right arm Left arm Right leg

EER".&,$-%&-#460#. &".%&(circle all that apply):

Left leg

Left leg

Sitting Standing Walking Bending Twisting Lying down

EGE".&,$-%&-#:.)).0 &".%&(circle all that apply):

Sitting Standing Walking Bending Twisting Lying down

EKBr6&26/&"$N.&)06/=C.&)$%(-%1&60&$&C6%1&)-8D& Yes
If yes, for how many minutes? minutes
EO&6&26/&"$N.&)06/=C.&$CV-%&60&$&C6%1&)- D& Yes

If yes, for how many minutes? minutes

EQEHS$N.&26/&C6#)&M6%)06C&6<8=64.C&608BCSH((.0  Yes

If yes, please describe:

No

No

No

ERE-6826/&(06,&)"-%1#84-)"826/0&"$%(#D Yes
ESB6&26/&"$N.&(-<<-M/C)2&=/))6%-BAREH"-0)#D Yes

ETR6&26/&"$N.&(-<<-M/C)2&4-)"&=$C$%M.&4".%&26/&43%EYD

EUB-(&$%&-%X/028/#. §".&M/00.%)&,06=C.;#D Yes
B60VY0.C$).(D& ! Yes No
>/)6&$MM-(.%) & & Yes No

A)".08)2,.8&6<&-%X/029

No

No

No

No

+9$).&6<&-%X/029&

P$4#/-) & %(-%1D&X Yes No&



Mark the areas on your body where you feel the described sensations using the appropriate symbol from
the list below. Please include all affected areas.

! 0oo | Buming XX { [1]]
| |

| Pin & Needles= oo0o0 ! Aching = xxXx | Stabbing = /111

. 000 | XXX - 111

Numbness =




7ZI>T*1I37&HI'TAZ@&  [AZ&'13!&LA3+17IA3 %K

check here if you have received no treatment for your problem so far
&
* (-M$)-6%#9 &
Anti-inflammatories  No Yes (name and dose):

Muscle relaxants No Yes (name and dose):

Narcotics No Yes (name and dose):

Other (name and dose):

&
&
H$N.&26/&"$(&,"2#-M$C&)".0$,2D& Yes No
<&2.#J&(-(&-)&".C,D Yes No A little
H$N.&26/&"$(&M"-06,08M)-M&M$0DRs No
<&2.#J&(-(&-)&".C,D Yes No A little
H$N.&26/&"$(&$M/,/%M)/0.D&& Yes No
<&2 #J&&-)&".C,D Yes No A little
H$N.&26/&"$(&-%X.M)-6%# D& Yes No
[<&2.#J&M-0OMC.&4"$)&)2,.&$%(&,06N-(.&(.)$&C#9
&
Epidural %). 9 +-(&)&".C,D Yes No A little
%). 9 +-(&)&".C,D Yes No A little
%). 9 +-(&)&".C,D Yes No A little
Nerve block ($). 9 +-(&)&".C,D Yes No A little
%). 9 +-(&)&".C,D Yes No A little
Facet block ($). 9 +-(&)&".C,D Yes No A little
%). 9 +-(&)&".C,D Yes No A little
&
A)".0&)0.9);.%)#9 & &
&
&
HSN.&26/&"$(&#,-%.&#/01.02D&  Yes No
If yes, please list details of all spine surgeries:
& &
& +$).9& '/01.6%9
&
'/01.029&
&
&
& +$).9& '/01.6%9
&

'/01.029& &




List any medical conditions or diagnoses YOU have:

High blood pressure? Yes No Kidney problems? Yes No
Coronary artery disease? Yes No Dialysis? Yes No
Heart attack in the past? Yes No
Heart stents? Yes No
Bypass surgery? Yes No
Stroke in the past? Yes No Bleeding/clotting problems? Yes No
Atrial fibrillation? Yes No Describe:
Diabetes? Yes No _
Do you take insulin? Yes No Thyroid problems? Yes No
Asthma? Yes No Cancer? Yes No
COPD? Yes No

Osteoporosis? Yes No
Liver problems? Yes No
Hepatitis B? Yes No _
Hepatitis C? Yes No Depression? Yes No
HIV? Yes No Anxiety? Yes No
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Family History:

Please check illnesses that have occurred in any of your blood relatives.

[] Diabetes [] Heart Disease [] Cancer

[] Lung Disease [] High Blood Pressure [] Arthritis

[] Tuberculosis (TB) [] Stroke [] Osteoporosis
[]Asthma [] Heart Attack [] Seizure Disorders

] Alcoholism [] Blood Clots (DVT) [C] Depression

[] Ulcers [] Bleeding Tendencies [] Mental lliness

[] Hepatitis A/ B/ C/ [] Coronary Artery Disease [] Thyroid Disease

[] Gastrointestinal Disease [] Peripheral Vascular Disease [] Kidney Disease

[] Other

Review of Systems/Current Symptoms: Height: Weight:
Are you currently having or have you recently had any of the following problems?

Constitutional Eyes

Recent weight loss [JYes []No Wear glasses or contacts [JYes [JNo
Recent fevers or chills [JYes []No Cataracts [JYes []No
Night sweats [OYes [JNo Glaucoma [OYes [JNo
Difficulty sleeping [JYes [INo Vision problems [JYes []No
Ears, Nose , Throat Skin

Hearing loss [JYes [No Psoriasis or eczema [JYes [JNo
Ringing in ears [JYes []No Open sores or cuts [JYes []No
Sinus problems [JYes []No Dermatitis - rash [JYes []No
Sore throat [JYes [INo

Active dental issues [JYes []No Neurologic

Wear hearing aid or dentures []Yes []No Headaches [JYes []No

Dizziness [JYes []No

Cardiovascular Falls [OYes [JNo
Irregular heart beat [JYes []No Memory problems [JYes []No
Chest pain, angina [JYes []No Balance problems [JYes []No
Bleeding problems [OYes [JNo Numbness/tingling [JYes [JNo
Blood clots [JYes [INo

Swelling arms or legs [JYes [JNo Endocrine

Diabetes [JYes []No

Respiratory Thyroid disorder [OYes [JNo
Shortness of breath [JYes [INo

Cough [JYes []No Cancer [1Yes []No
Breathing difficulties [JYes []No What kind?

Gastrointestinal Genitourinary

Heartburn [JYes []No Frequent bladder infections []Yes []No
Nausea and /or vomiting [JYes [INo Painful urination [JYes [JNo
Changes in bowel habits [JYes []No Difficulty starting urination [JYes []No
Blood in bowel movements [ ]Yes []No Blood in urine [JYes []No
Musculoskeletal Mental Health

Joint pain [JYes []No Depression [JYes []No
Limb pain [JYes []No Anxiety [JYes []No
Muscle weakness [JYes []No

Difficulty moving arm /leg [OYes [JNo Other

Swelling limb/joint [JYes [INo List:
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