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SpTNT & SCoLIoSIS SpTcnLISTS

2105 Braxton Lane, Suite 101 . Greensboro, NC 27408
4590 Premier Drive. High Point, NC 27265

Phone: (336) 333-6306 . Fax: (336) 333-6309

NEW SPINE PATIENT FORM

Date:

Patient Namc: Datc of Birth:
(nlonthida5'i1'ear)

Are you currcntly prcgnant or nursing: E Yes E No

(please print)

f FemaleGcnder: D Malc

Pleasc mark thc areas where you feel the following sensations. Pay attention to right and left sides.
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Pain Description

llow bad is 1'our pain? Circle the number that indicates the level of 1'our pain.
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0
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J

J
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I lorv bad is your !ry@g,f pain?
4s678
IIorv bad is your lgg pain?
45618

Ilorv bad is your ntiddle back pain?
4567t3
llorv bad is your'ry4f, pain/
45678
llorv bacl is your 4 pain?
45678

9

9

9

9

9

l0

t0

l0

10

10

Worst Possible

\4iorst Possible

I Worst Possiblc

1 Worst Possible

I Wcrlst Possiblc

Do you have any of the tbllowing problems?
(Please indicate vour anstvcr lvith a check mark.)

ls yoru pain u'orse at night'/ f Yes fl No
Does your pain awaken you tiom sleep'/ [ Yes fl No
Does coughing atfect your pairr? f] Yes [J No
Do your legs tire/hurt if you walk tno far'l I Yes L] No

II'YES, how far cau you r,valh? [ I-ess thau I block

fl l-3 blocks [ ]\,{ore than 3 blocks
Is this relieved by resting your legs? [ Yes E No
Is this relieved by bending lbrward? [ Yes El No

Bl adder Control (urine):

I No problem

I C'an't ompty bladder

I Loss ofurine (accidents)

llowcl Control:

fl No problcm

Il Constipation

I Loss ofcontrol (accidents)

Is your pain the rcsult of a Motor Vchicle Accident or Persottal h1r.iry'? (legal tcmr dcscribing injury sustained t() youl pcrson

bynegligenceofanothcr) ll Yes lJ No
Hou, did your current pain episode begin? fl Graduallv l_l Suddenly
Since your pain bcgan, hou,has it changcd? !l Decrcased ! Incrcascd fl Staycd the same

Is your pain thc rcsult of a wotker's compcnsation injury'? f] Yes f, No
How lorg had you rvorked for yonr cmployer'"vhen you rvcrc injured'/ _ years _ months
Have you had a previous worker's claim? [ Yes E No If yes, nurnber of claims _

Please indicate if the following activity changes your level of pain:

ACTIVITY INCREASE PAIN DECREASE, PAIN NO CHANCtr
Sitting tr tr tr
Standing tr tr tr
\&'alking tr tr tr
LyingDown tr tr tr
ChangingPositions tr tr tr
l.eaningForward tr tr tr

What do you $ant to happen as a result of this t,isit?

2

IffiPilI
lN" P"-fl

IN" Pain]

lN" Pill

lN-" Pri^l

Onset of Symptoms

Appmximatcly when did this pairr bcgin'i
What caused your curent pain cpisodc'l
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Please indicate which (i{'any) o{'the lollowing blood-thinners vou are taking:

f Aggrenox E Coumadin / S'afarin I Eflient f Lovenox fl Plavix I Pletal ]l Pradaxa fl Prasugrel

E Ticlid E Brilinta E Savaysa (Edoxaban) :l Other

Please list all medications you are currently'taking. Attach an additional sheet if required.
Mpdicrfion Nlmp f)ose Frooucncv Medication Name Dose Freoucncv

Current Medications

Alle es

Do you have any knorvn drug allergies? fl Yes

lf so. please list all medications you are allergio to.
Mpdirqtinn Nlmc Allersic Reection'lvne (Rash Ilivcs urhL,rrzing othorl

DNo

'lbpical ,Allergies: fl Iodinc I Latex ]'l-apc Are yor.r alleryic to shcllllsh or contrast dyc? Q Ycs I No

Mark the following conditions/diseases that vou have been treated for in the past:

General Medicine

I Cancer- Type

E Diabctes - Type I

D Diabetes - Type ll
E IIIV/AIDS

I Pneumorria

I Tuberculosis

I Valley F'ever

Gastrointestinal

I Borvel Inconlinence

E GERD (AcidReflur)
I Gastrointestinal Bleeding

Q Constipation

Musc-uloskeletal

Il Arnputation

I Bursitis

[.] Carpal Tunnel Syndronre

Ll Chronic Lorv Fiack Pain

[J Chronic Neck Pain

U Chronic Joint l)ain

[-l fiblomyalgia
fl Joint lniury

I Osteoarthritis

I Osleoporosis

D Phantom Linrb Pain

I Rheurnatoid Arthritis
E 'I'ennis Elbow

I Vertebral Compressiou

F'racture

Genitourinary/Nephrologr-

E Bladder in1'ection(s)

I Dialysis

I Kidrey Inl'eclion(s)

fl Kidney Stones

f tlrinary Incontinence

Hepatic
-l Henatitis A

(uictive,/ inaclivc / unsurr:)

I Hepatitis B
(active,' inactivc i unsure)

t] Hepatitis C
lactive / inactiue / unsurc)

Neuropsychological

1l Alcohol Abusc

Ll r\lzlreimcr Diseasc

I Bipolar f)isorder

ll Depression

I tpilcpsy

-l Prescription [)rug r\buse

I Multiple Sclerosis

f Paralysis

fl I'eripheral Neuropathy

] Schizophrenia

fl Seizures

ll Street Drugs

II Reflex Sympathetic
Dystrophy/CR-PS

!l Anxiet-v

] Other Diagnosed ('ondirions

I l eadr'Eyesi EarsAiosei Throat

Q Ileadaches

Q Migraines

I lleadInjury
I Hyperthyroidism

I Hypothyroidisrn

f] Glaucoma

Cardiovasc u Iav Hematolocic

I Anemia

Q Bleeding Disorders

n HeafiAtlack

Q High Blood Pressure

E High Cholestetrl

Q lv{itral Valve Prolapse

I Murmur

I Phlebitis

fi Poor Circulation

I Stroke

I Coronary Arterv Disease

Respiratory

Q Asthrna

fl Bronc.hitis

I Ernphyserla/COPD

fl Sleep Apnea

3

Past l\Iedical History
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Surgical Hfstory

List An)' Past Surgeries and Date I None f, Sec Attached List

Family'History

Q None fl Unknown/Adopted $ indicate if an1' of your blood relatives have had any of the follorving conditions

f, Bleeding Disorder ] Diabetes

I Blood Disease f Heart Disease

f, Cancer: type:_ Il High Blood Pressure

f, Depression ;l Kidney Disease

I l\,Iuscle Disorders

fl Nerve Disorders

fl Osteoarthritis

I Osteoporosis

Social History

'Iobacco Use: lf Non Smoker I Former Smoker' 

-Year 

Quit I Cunent Smoker 

-# 

Packs/Day # ]'ears

] Cigarette I Cigar I Smokeless Tobacco fl Vaping

Alcohol Use: fl Never I Rarely I Weekly I Oaily

Marital Status: f] Single I Married I Divorced I Widou,ed

tr Othe r

E Other

l,evel of education completed? fl High School fl l-4 yrs College ] >4 yrs College

Do you work? fl Full-time I Part-time I Disabled fl Retired f] NA

Are you on Light Duty? fl Yes B No D NA
What is your occupalion?

Do you enjoy your work'? [ Yes E No ] NA

4

Patient's Initials Date:

I Respiratory Disease

fl Rheumaloid Arthritis

I Scoliosis

E Orher:_

Work History
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Your Previous Treatment

Please indicate if you have received any of the following treatments for your pain condition, u'hen the
lreatmenl occurred and whether the out come was positive (+) or negative (-)

Treafment Approximate Month & Year Result 1+ or -)

Surgery I

2

-)

Physical I'herapy

Cl h i ropractic'l.r'catment

lnjections in the Office

In jections Guided by X-Ray

f Epidural Steroid lrrjectiou

f Facet Joint Injection

fl Sacroiliac (SI) Joint Irrjection

D Hip Joint Iniection

E Other

Your Past Medical Providers

So that we may better evaluate your medical condition, lve rvould like to have a complete record of your past
medical history. Please list all of the metlical providers you have seen for your pain so that rve may request
vour records. We ask that his list be as complete as possible so that lye ma)' provide a proper treatment plan.

IVIedical Provider's Name: Provider's Telephone #:

1. Primary Care Physician:

.,

4.

For your current back/neck pain, please mark the boxes I'or the timc frame that an1' test were done.

<6mo <12tn<t <6mo
X-raystrtrMyelograrntr
MRI scan tl n Discogram tr
CT scan tr D EMGNCV (ner\,etest) E

l2 mo

l
l
al

5
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Review of Svstems

Mark thc firllowing signs and/or symptoms you cxperience:

Constitutional:
tr Chills
fl lratigue

E Fevsr

E Malaise

0 Night sweats

E Weakness

E Weight gain

[J Weight loss

HEENT:
E Blurred vision

E Double vision

E Dysphagia

E Ear drainage

C Facial pain

D Ileadache

E Hearing loss

E Iloarseness

E Nasal congestion

E Ringing in ears

fl Vertigo

E Msion loss

Respirator,r':
E Asthma

D Chest pain (respiratory)

E Cough

D Dyspnea

fl Recent infections

E Known TB exposure

E Mreezing

Cardiovascular:

E Chest pain

E Cyanosis

E Heart murmur

E l.eg su'elling

I Syncope

B Inegular heartbeati
palpitations

Gastrointestional:

E Abdominal pain

E Constipation

O Black tarry stools

E Diarrhea

B I:leartburn

E Jaundice

E Loss of appetite

E Nausea

tr Vomiting

Genitourinarv:
fl l)vsuria

E Frequent urination

E Hemafuria

E Urge incontinence

E Urinary incontinence

MetaboliciEndocrine:
tr Cold intolerant

E Hair loss

E Heat intolcrant

Neurological:

tr Difticulty rvalking

E Dizziness

E Poor coordination

E Mernory impairment

E Muscle *,eakness

E Paresthesia

E Seizures

D Trcmors

Anxiety

Dcpression

Insomnia

lntepumentarv:
D ltchy skin

D Rash

O Skin intcctions

E Skin lesion

Hematologic:

C Bleeding

fl Bruising

Immunological:
E Bee sting allergy

0 Contact allerg.u-'

D Contact clermatitis

El Environmentalallergies

tr Food allergies

E Seasonal alleryies

E None o1 these apply to me

Psvchiatric:

6

Signature: I)atc:


