SPINE FORM
Name:_______________________________________________________________     Date: ___/___/____     
Was this a sports injury?  YES  or   NO
Private Ins_______
Workers Comp_______

MVA_______

Date of Onset: ___/___/____




Referred By:___________________________

Give a description of the mechanism of injury/problem:_____________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Have you been previously treated for this problem?.................................................
YES

NO

Have you had physical therapy?................................................................................
YES

NO

Have you had x-ray?................................................................................................. 
YES

NO

Have you had a myelogram?..................................................................................... 
YES

NO

Have you had a CT scan?.......................................................................................... 
YES

NO

Have you had a MRI?................................................................................................ 
YES

NO

List previous health care professionals seen for this problem:_________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Location of pain:________________________
Rate intensity of pain:  1(min)
2
3
4
5(max)

Is pain increased with valsalva (sneezing, coughing, etc…)?.................................... 
YES

NO

What activities make your condition worse?_______________________________________________________

Are you limited from your routine activities?(Circle one)MILDLY
MODERATELY
SEVERELY

Are you limited from your job?(Circle one)

MILDLY
MODERATELY
SEVERELY

Have you or your family had any of the following?


Please check appropriate box:


          FAMILY HISTORY

        YOU

Arthritis/Other Musculoskeletal Problems                     
_____________


_____________

Congenital Abnormalities………………..

_____________


_____________

Cancer……………………………………

_____________


_____________


Diabetes………………………………….

_____________


_____________


Heart Problems…………………………..

_____________


_____________


Cerebral/Seizure Problems………………

_____________


_____________


Renal/Urinary Tract Problems…………..

_____________


_____________

List any past Spine/Back surgeries you have had:_____________________________________________________

____________________________________________________________________________________________

Please indicate the problem area with the following:
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