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Patient Name ________________________________________________  Age __________  Date__________________________________ 
 
Who referred you to our office? _________________________________________________________ 
Where is your pain? ___________________________________________________________________ 
When did your pain begin? _____________________________________________________________  
What caused your pain? _______________________________________________________________ 
 
How have you treated your pain, thus far? (Circle all that apply) 
No treatment to date  Over-the-counter Meds, which ones?_________________________ 
Back/Neck Brace  Prescription Medication, which ones? ________________________ 
Exercises/stretches  Physical Therapy, with whom? _____________________________ 
TENS unit   Chiropractics, with whom? _________________________________ 
Acupuncture   Psychologist/psychiatrist __________________________________ 
Illegal Drugs /Alcohol use Injections / Nerve Blocks __________________________________ 
 
Do you use tobacco products? 
     □  Cigarettes, ___________ # packs per day 
     □  Chewing tobacco, how much? _________                                                       
 
Do you drink alcohol?   ___________________ 
    How much? ____________ # drinks per week 
 
Highest level of Education                              
Completed?______________                                                                     
 
Work Status:    □ Not Employeed 
 □ Full Time      □ Part-Time 
 □ Retired          □ Disabled 
 □ Not working because of pain 
 □ Limited/ Light Duty  
 
 
 
                  Answer the following questions 
                    (CIRCLE ALL THAT APPLY) 
                                

         My pain is? 
Sharp      Dull            Throbbing     Radiating 
Burning     Tingling        Aching     Pins and Needles 
Numbing             Electricity     Cramping 
  
 
What worsens your pain?                    
  Sitting    Damp Weather 
  Standing           Movement 
  Lying down     Working 
  Lifting     Everything 
  Tension            Nothing 
 
 

ON THE SCALE BELOW, PLEASE INDICATE  HOW BAD YOU ARE HURTING 
 

 

0     1     2      3      4      5      6       7      8       9      10 
No Pain     Mild       Discomforting                      Distressing         Horrible       Excruciating 

ON THE DIAGRAM  PLEASE MARK  WHERE YOU ARE HURTING 

Marital Status? 
 □ Single      □ Divorced 
 □ Married  □ Widowed 
 
 
I live with_______________ 
________________________ 
 
 
Do you have any  family 
Members that are disabled? 
_______________________ 

Is your pain related to a Work 
Injury?___________________ 
If so, when did it 
occur?____________________ 
How long have you been at your 
job? _____________________ 
Do you have a lawyer? If so, 
name of attorney___________ 
__________________________ 

What relieves your pain? 

       Sitting Rest 
       Standing Movement 
       Lying down Pain  
  Medication 
       Heat Ice 

When is your pain present? 

       Daytime   When I first awaken 
       Nighttime    No particular time 
       During Sleep     Only at work 
            All of the time  
 

My pain makes me feel? 

      Anxious Hopeless 
      Helpless Tired 
      Depressed Frustrated 
      Lonely Scared 
 
 

FRONT BACK 
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 PATIENT NAME / ACCOUNT NUMBER / DATE OF SERVICE 

 

MEDICAL HISTORY   
 (check all that apply) 
 
□  Allergies 
□  Chronic Sinus problems 
□  Chronic Fatigue 
RESPIRATORY 
□  Asthma 
□  COPD 
□  Other:_____________________ 
CARDIOVASCULAR 
□  Heart Disease 
□  Heart Attack 
□  Hypertension/high blood pressure 
□  Congestive Heart Failure 
□  Dysrhythmia (A. Fib) 
□  Valve Replacement 
□  High cholesterol 
□  other: ____________________ 
 

GASTROINTESTIONAL 
□  Gastric Ulcers 
□  Gastric Esophageal Reflux 
□  Diarrhea 
□  Constipation 
□  Liver Disease  
      (Hepatitis, Cirrhosis,  Jaundice) 
GENITOURINARY 
□  Bladder Incontinence 
□  Chronic kidney disease 
□  Frequent bladder infections 
□  Prostate Enlargement 
NEUROLOGIC 
□  Headaches 
□  Seizures 
□  Stroke/TIA 
□  Neuropathy 
MUSCULOSKELETAL 
□  Arthritis 
 

□  Chronic back pain 
□  Joint pain 
□  other:_____________________ 
PSYCHOLOGICAL 
□  Anxiety  
□  Depression 
□  Bipolar 
□  other: _____________________ 
Endocrine 
□  Diabetes, Type   I    or     II 
□  Thyroid Disorder 
□  Osteoporosis 
Oncology/Hematology 
□  Cancer, when? _____________ 
       What type? _______________ 
□  Blood disorders 
□  DVT 
 
 

REVIEW OF SYSTEMS 
(Indicate if you currently have  
any of the following symptoms) 
□  Fever, chills 
□  Weight gain 
□  Weight loss 
□  loss of appetite 
□  fatigue 
□  difficulty sleeping 
□  sleeping more  
□  shortness of breath 
□  cough 
□  chest pain 
□  heartburn/reflux 
□  nausea 
□  vomiting 
 

□  diarrhea 
□  constipation 
□  bowel changes 
□  bladder changes 
□  urinary frequency 
□  pain with urination 
□  bruising 
□  rash 
□  dizziness 
□  numbness 
□  weakness 
□  stiffness 
□  falls 
□  anxiety 
□  depression 
□  suicidal thoughts 
 

ALLERGIES (REACTION):   □ NONE  
_________________________________ 
_________________________________ 
_________________________________ 

SURGICAL HISTORY: Please list all surgeries you have had. 
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
____________________________________________________
_________ FAMILY HISTORY: Please indicate if any of your immediate 
family members (parents, grandparents, siblings) have any of the 
following conditions.  
         □  NONE   
      
     □  Heart Disease        □  Diabetes          □  Cancer           
     □ Spine Problems      □  Other:____________ 
     □ Other:__________________________________   
 

MEDICATIONS Please list all medications that you take on a daily basis. 
 

Medication Dosage Frequency 
   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

 
 


