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Patient Medical History & Problems List

Name Date of Birth Age

Social Security # Referring Doctor Height _ Weight _
Occupation_ Employer

MaritalStatus

Drug Allergles letease lndicate by checkinS the boxes below)

o NO K OWN DRUG ALLERGIES

D Localanesthetics {Novocain etc.) o Penicillin o Keflex o Erythromycin c Other andbiotics

tr Sulfa drugs trAspirin tr Narcotics (codeine, morphine etc.) tr Other painkillers {Percocets, Oxycontin etc.)

tr Latex tr ESgs/ Yolk B Sulfites o Tetracycline tr lodine/ Shellfish o MSAIDS (lbuprofen etc.)

Please specify any others

Please specify type of reaction

Social Hablts

Alcohol- Do you use alcohol? How much? week. lf you quit, when?

Tobacco- Do you smoke or use tobacco products? 

- 

How much?

Numbers of Years using _

dav

lllicit Drugs- Do you use illicit drugs?

tHave you or your family member ever been diagnored with a blood clot in a leg or a lung? 

- 

Yes 

-NoAre you under the care of a cardiolotist: 

- 

Yes 

- 

No Name:

Contact lnfo:

Have you ever had problems wlth Anesthesia in the past?

lf ye5, please explainr

Medical conditions:

Neurologic Problems Migraines Seizures Stroke CarpalTunnel HiSh Elood Pressure Heart Attack lrregular Heart Beat

Heart Murmur Kidney or Bladder Problems Gout Kidney Stones Diabetes Prostate Problems Thyroid Problems

Hepatitis Cirrhosis Anemia Pneumonia Emphysema Tuberculosis Cancer Hiatal Hernia Rheumatoid Arthritis

Asthma Pregna ncy {include { of pregnancies and f of deliveries) Broken Bones Ligaments of Tendon lnjury JointProblem

ulcer Anxiety Depression other Condltion Not Llsted:



Please list Surseries/ Comolications/ Diasnoses/ alonq with DATE:

Sureeries Year Complication

Year

L

2

3

4

5

Famllv Historv

ls there a history of any of the following conditions in your family?

Please circle and state whlch fa milv member is/ was effected

Diabetes Heart Attack Cancer

Bleeding,/ Clotting Problems Other lnherited Disease

Date below:

Kidney Problems Arthritis

General:

Headaches:

Eyes:

Earl Nose/ Throat:

Slin:

CV:

Lungs:

GI:

Revlew ofSvstem

Have you experienced any of the following in the lart few week5 or month?

Please circle the comolaints and detail below. lfvouh laints in .atpsrrrv olPisP.ir.lp "NONE"

fever chiils swollen Elands loss of memory weakness aches/ pains weiSht loss/ Sain

Yes

double vision blurry vision eye pain

ear pain hearinS loss ringinS in the ears nose bleeds sinus problems tooth pain hoarseness

rashes ahantinS moles chan8e in skin color other lesions itchy skin

irregular hean beat palprtation chest pain cramping in legs feet always cold

couSh cough upblood wheezint ni8ht sweats swollen ankles s hortnes5 of breath

poor appetite indiSestion/heartburn nausea vomitinS blood abdominal pain/ cramps

constipation change in bowel rectalbleedinS

urinate at night more than once blood in urine burning or pain when urinatinS

Problem passing urine problem controllinS urine

le8 or arm weakness balance problems diz2iness ,ainting spells speech problems

joint pains jolnt swelling losrofstren8th backpain

abnormal bruising abnormal bleedinS

constant thirst most always cold too wafm mostottimes very slug€ish or tired

NONE

NONE

NONE

NONE

NONE

NONE

NONE

GU/6YN

Neuto:

MSI

Hemo

€ndocrine

NONE

NONE

NONE

NONE

ONE

1.

2.

3.

4.

MedicalProblems Complications

NONE



Spine History Form

Primary Care Doctor:

Who referred you here?

Namei Date:

Age: Birth date: Sex: _ Height: Weight

Occupation:

1. ChiefComplalnt (reason whyyou are here)

2, Historv of present problem:

ls this a work- related of auto injury?

Date problem began:

Did problems begin following? Afall lifting work injury

Where is the pain located?

ls the pain better same

Describe the quality of pain {e.9. burning, stabbing, throbbing)

worse _than when it started?

ls the pain? (Circle)

Constant

Constant but worse \,vith activity

lntermittent (comes and goes)

lntermittent but worse with adivity

what makes the pain worse? (e,9. walkin& bending, sneezing, coughinS, sitting, standing)

Do you have "pins and needles" in your feet/ hands?

Nightls there a time of a day when it is worse? Mo.ning 

- 

Evening

Does the pain wake you up at night? Yes _ No 

-

Do you have? Fever/ chills/ or unexplained weight loss?



Do you have numbness in your feev hands?

Do you have weakness in your arms or legs?

Do you have full control ofyour bowel and bladder?

(Explain if NO)

N

N

N

Are you able to perform your usual activities of daily living?

Have you had surgery for this problem?

lf so, describe date, surgeon & procedure:

N

N

Did surgery help?

Check anv Studles You Have Had For Current Problem:

Diagnostic X-rays

MRI (magnetic resonance imaglng)

CT {computed tomography}

Myelogram (x-ray w/ spinal inj.)

Discogram

Electromyogram {EMG)

Arthrogram/ sonogram

PhysicalTherapy

Home strengthenin&/ stretching _
Home exercise

Acupuncture

Chiropractic

Epidural spine injections

Massage

Other (please explain)

Check Anv Treatment You Have Had For Current Problem:

l-low long did you have treatment?

Have any treatment ever made the pain better? lf yes, which treatment helped?



PAIN DESCRIPTION
Where is your pain right now?

Mark the areas on he body below where you feel the descdbed sensations, using the appropriate symbols.
Mark the ares of radiation, including all aflected areas.

Ache NAANA

Numbness

Ping & Needlee

oooo
oooo

lrr I
lrrl

XXXX

xxxx
Burning

Left Right Right Left

Radiating Pain

HOW BAD tS YOUR PA|N R|GHT ilOW? (PLEASE CTRCLq

0- 1 -2-3- 4-5- 6-7 -8-9-10NO PAIN INTERIIED]ATE PAI WORS? PA|N

HEIGHT:- WEIGHT:- Bl-ooD PRESSURE (lF XNOWN): /

) ?

(
I1

//t/t/
/t/il /

DATE:-I'lAtlE (PRlt{TEO}:_



,l7. ilEDlcAnONS: PLEASE LIST AILMEDICATIONS ANo vlTAlrlNS YOU ARE CURRENTLY TAI(ING Al.lD THE DAILY DOSAGE :

i,EDICANON DOSAGE FREOUENCY



PATIENT CONSENT AND AUTHORIZATION

l. Consent to Treatment. I hereby authorize {INSERT NAME}., through its physicians and health care
stafl to provide medical services to me, and I hereby consent to the performance of laboratory tests,
diagnostic procedures, and other medical treatment as discussed with my health care provider. I also authorize

{INSERT NAME}., to obtain outside medical and medication histories.

2. Release of Information. I hereby authorize UNSERT NAME)., to release and disclose all or any portion
of my patient records to any person or entity which is or may be responsible for all or part of the charges for
services rendered to me (including, but not limited to, insurers, employers and health care service plans) for the
purposes of obtaining payment. I also authorize the release of patient information to other health care
providers for purposes of diagnosis or treatment, and as may be required by law.

3. Assignment of Benefits. I hereby assign to {INSERT NAME}.,. and authorize pa}ment directly to it of any
and all health insurance or health plan benefits otherwise payable on my behalf or to me for services
rendered. I understand and agree that I am financially responsible for any charges not paid by insurance benefits
or otherwise not covered by this assignment and agree to pay the fufl cost of all such charges for seryices
rendered.

4. Health Care Service Plan Obligation. I understand that {INSERT N,{ME)., participates on the panels
of various health care service plans with which it contracts. If services rendered are found to be
noncovered by a conhacted health care service plan, or if I am not eligible to receive services by a contracted
health care service plan, I agree to be individually obligated to pay the full cost ofthe services rendered to me by
{INSERTNAME}.,

5. Financial Agreement. I hereby agree that I am individually obligated to pay all charges for services
rendered to me that are not paid by insurance benefits or covered by a health care service plan (including, but
not limited to, coinsurance, copa).rnents and deductibles). I accept fuIl financial responsibility for all such
charges billed and guarantee to pay all such charges. All accounts are due and payable upon presentation of a
statement. I understand that if any bill remains unpaid thirty (30) days after the statement date, interest will
accrue at a rate of one percent (l%) per month on the unpaid balance. In the event that my account must be
place with an attorney or collection agency to obtain payment, I further agee to pay all reasonable fees aad
collection expenses. I also agree that if my insurance plan pays my benefits directly to me, I will immediately
send a check in the amount of the benefits paid to {INSERT NAME}.,

I hereby certify that I have read, understand ard accept the above terms and conditions

Date

Name ofLegal Representative Signature of Legal Representative Relationship to Patient Date

Witness: Date:

Patient Name (Prin$ Patient Signature

Ifpatient is a minor or unable to consent


