Za
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DATE:

PATIENT DOB:

Have you had a Neck/Back Injury is the past? [Yes [ No Date:

Have you had previous Spine Surgery?

PATIENT NAME:

[ yes [ No If Yes, Date:

If you have tried any of the items listed below, please check and mark if it was helpful in relieving your pain:

[] Physical therapy [ Active exercise [J Holistic or Alternative Therapies| [[] Manipulation
O Yes (I Ne OvYes CONo [J Yes (I No []Yes [JNo
] Traction [ Brace / Collar [J Pain psychology L] Chiropractor
[Jves []No []Yes [INo []Yes []No [lves [ INo
[] Heat/Cold [[] Medication(s) [J TENS unit [] Spinal Injection
[ Yes [ No JYes [JNo [ Yes [ No Yes [INo
Do any of these activities listed below alter your level of pain?
Activity Aggravates | Relieves | No Change Do you take any
anticoagulants?
[] Plavix
Sitting L] | | [] Aspirin 326mg or 81mg
Standing O [l ] [J Other: Xarelto, Pradaxa,
Walking [ [l [ Eliquis
Lying Down | L] [
Leaning over shopping cart Ll | L]
Bending forward ] L] []
Bending backwards ] ] []
Twisting ] L Ll
Lifting L1 L] L]
Driving L] O O]
Cough or Sneezing ] L] L]

Have you had any of the below associated with this pain?

Numbness [ No [] Yes|!f Yes, Where
Tingling [JNo [ Yes|If Yes, Where
Weakness [INo []Yes|If Yes, Where
Changes in bowel or | [] No [] Yes | Please describe
bladder habits

Changes in [(ONo [ Yes |Please describe
walking/balance

|, patient

or guarantor

Signature:

Date:

agree to sign forms electronically.




