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SPINE MEDICINE

I NS TI1IT UTTE



c
	Patient Health History

	
	Patient Name:

	
	Birth Date:
	Age:
	Date:

	
	Referring Provider:
	Primary Care Provider:

	

PAST MEDICAL HISTORY

	Please list current or previous medical conditions and treating physician. (Examples High Blood Pressure, Heart Attack, Stroke, Diabetes, Cancer, Thyroid problems, Depression, Arthritis, Blood Clots, etc):

	1.
	6.

	2.
	7.

	3.
	8.

	4.
	9.

	5.
	10.

	SURGICAL HISTORY (ALL)

	Date (M/Y)
	Procedure
	Surgeon
	Date (M/Y)
	Procedure
	Surgeon

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	CURRENT MEDICATIONS 

(include all over the counter medications and herbal remedies)

	MEDICATION 
	Dose
	# per day
	Physician
	MEDICATION
	Dose
	# per day
	Physician

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	ALLERGIES 

	Allergy (please list)
	Reaction
	Are you allergic to any of the following:

	
	
	⁮  X-ray Contrast
	⁮  Latex/ Rubber

	
	
	
	

	
	
	⁮  Band-Aids/ Tape
	⁮  Betadine (Iodine soap)

	
	
	
	

	
	
	⁮  Eggs
	⁮  Soy


	
	
	
	

	Review of Systems

	Please check any problems or conditions that you have experienced the last 6 months.

	Constitutional         
 FORMCHECKBOX 
 No Problems     
 FORMCHECKBOX 
 Fever
 FORMCHECKBOX 
 Night Sweats
 FORMCHECKBOX 
 Fatigue



Any   FORMCHECKBOX 
 weight loss or  FORMCHECKBOX 
 weight gain?  (amt        )   If weight changed, was it intentional or expected?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   

	Eyes

 FORMCHECKBOX 
 No Problems
 FORMCHECKBOX 
 Blindness
 FORMCHECKBOX 
 Blurred Vision
 FORMCHECKBOX 
 Double Vision
 FORMCHECKBOX 
 Glaucoma 

	Ears/ Nose/Throat 
 FORMCHECKBOX 
 No Problems
 FORMCHECKBOX 
 Hearing loss 
 FORMCHECKBOX 
 Difficulty Swallowing

 FORMCHECKBOX 
 Hoarseness
 

	Cardiovascular       
 FORMCHECKBOX 
 No Problems
 FORMCHECKBOX 
 Chest Pain

 FORMCHECKBOX 
 Heart Murmur
 FORMCHECKBOX 
 Heart Attack





 FORMCHECKBOX 
 Pacemaker

 FORMCHECKBOX 
 Rheumatic Fever
 FORMCHECKBOX 
 High Cholesterol 
 FORMCHECKBOX 
  High Blood Pressure 


 FORMCHECKBOX 
 Leg edema/ swelling
 FORMCHECKBOX 
 Blood clots

	Respiratory       FORMCHECKBOX 
 No Problems
 FORMCHECKBOX 
 Asthma
 FORMCHECKBOX 
 Emphysema

 FORMCHECKBOX 
 Sleep Apnea

 FORMCHECKBOX 
 Cough



 FORMCHECKBOX 
 Shortness of breath
 FORMCHECKBOX 
 Wheezing
 FORMCHECKBOX 
 Blood in sputum
 FORMCHECKBOX 
 TB  


 FORMCHECKBOX 
 Pneumonia

	Hematology
 FORMCHECKBOX 
 No Problems   
 FORMCHECKBOX 
 Anemia
 FORMCHECKBOX 
 Blood Thinners
 FORMCHECKBOX 
 Bleeding Disorder
 FORMCHECKBOX 
 Leukemia

	Neurological 
 FORMCHECKBOX 
 No Problems
 FORMCHECKBOX 
 Stroke
 FORMCHECKBOX 
 Headaches

 FORMCHECKBOX 
 Migraines 

 FORMCHECKBOX 
 Tremors




 FORMCHECKBOX 
 Seizures

 FORMCHECKBOX 
 Dizziness
 FORMCHECKBOX 
 Numbness/ Tingling
 FORMCHECKBOX 
 Balance Problems 
 FORMCHECKBOX 
 Paralysis 


	Endocrine System
 FORMCHECKBOX 
No Problems
 FORMCHECKBOX 
 Diabetes
 FORMCHECKBOX 
 Thyroid Problems
 FORMCHECKBOX 
 Excessive Thirst
 FORMCHECKBOX 
 Menopause


	Gastrointestinal 
 FORMCHECKBOX 
 No Problems
 FORMCHECKBOX 
 Nausea/ Vomiting
 FORMCHECKBOX 
 Diarrhea
 FORMCHECKBOX 
 Constipation







 FORMCHECKBOX 
 Abdominal Pain 
 FORMCHECKBOX 
 Blood in Stool
 FORMCHECKBOX 
 Hernia
 FORMCHECKBOX 
 Ulcer





 FORMCHECKBOX 
 Heartburn

 FORMCHECKBOX 
 Irritable Bowel Syndrome (IBS)
 FORMCHECKBOX 
 Jaundice
  

	Urinary tract
 FORMCHECKBOX 
 No Problems
 FORMCHECKBOX 
 Frequency

 FORMCHECKBOX 
 Kidney Stones
 FORMCHECKBOX 
 Incontinence 

     

 FORMCHECKBOX 
 Prostate problem 
 FORMCHECKBOX 
 Kidney Disease
 FORMCHECKBOX 
 Renal Failure     
 FORMCHECKBOX 
 Difficulty Urinating

	Musculoskeletal
 FORMCHECKBOX 
 No Problems
 FORMCHECKBOX 
 Arthritis
 FORMCHECKBOX 
 Fractures
 FORMCHECKBOX 
 Gout 
 FORMCHECKBOX 
Osteoporosis        




 FORMCHECKBOX 
 Fibromyalgia

 FORMCHECKBOX 
 Polio
 FORMCHECKBOX 
 Connective Tissue Disorder
 FORMCHECKBOX 
 Amputation

   

	Psychiatric
 FORMCHECKBOX 
 No Problems
 FORMCHECKBOX 
 Sadness
 FORMCHECKBOX 
 Hopelessness
 FORMCHECKBOX 
 Compulsive Behavior
 FORMCHECKBOX 
 Bipolar


 FORMCHECKBOX 
 Schizophrenia
 FORMCHECKBOX 
 Anxiety
 FORMCHECKBOX 
 Panic Attack 
 FORMCHECKBOX 
 ADHD 
 FORMCHECKBOX 
 Depression

	Cancer

 FORMCHECKBOX 
 No Problem
 FORMCHECKBOX 
 Cancer Type:

 FORMCHECKBOX 
 Chemotherapy
 FORMCHECKBOX 
Radiation (date:                     )
   

	Immunological/ Infectious
 FORMCHECKBOX 
 HIV

 FORMCHECKBOX 
 AIDS
 FORMCHECKBOX 
 Hepatitis (type:                     )

               

	Other:


	Is there a chance that you could be pregnant?       FORMCHECKBOX 
Yes      FORMCHECKBOX 
No

	Are your immunizations current (if under 18 years old)              FORMCHECKBOX 
Yes      FORMCHECKBOX 
No


	FAMILY HISTORY

	Y
	N
	DISEASE
	RELATIONSHIP TO YOU

	
	
	Cancer
	

	
	
	Chemical Dependency (alcohol abuse, street drug abuse)
	

	
	
	Diabetes
	

	
	
	Headache
	

	
	
	Heart disease
	

	
	
	High blood pressure
	

	
	
	Kidney
	

	
	
	Stroke
	

	
	
	Other:
	

	SOCIAL HISTORY

	 FORMCHECKBOX 
 Single
	 FORMCHECKBOX 
 Married
	 FORMCHECKBOX 
 Significant other
	Name of spouse or significant other

	 FORMCHECKBOX 
 Separated
	 FORMCHECKBOX 
 Divorced
	 FORMCHECKBOX 
 Widowed
	Date of separation/divorce/widowed

	Who lives with you?




# of Children:

Age range:

	Are you able to take care of yourself?   FORMCHECKBOX 
 Y   FORMCHECKBOX 
 N
	If no, name of caregiver

	Do you have assisted living?   FORMCHECKBOX 
 Y     FORMCHECKBOX 
 N
	If yes, at  FORMCHECKBOX 
 home  or  FORMCHECKBOX 
 retirement center

	 FORMCHECKBOX 
 Y     FORMCHECKBOX 
 N  
I have an Advance Directive, i.e. DNR? (If yes, please bring a copy to your next appointment.) 

	EDUCATION

	Please mark level of highest education completed

 FORMCHECKBOX 
  Elementary                 FORMCHECKBOX 
  High School/ GED           FORMCHECKBOX 
  College

 FORMCHECKBOX 
  Graduate/ Post Grad             FORMCHECKBOX 
  Other 

	Preferred method of learning

 FORMCHECKBOX 
 Demonstration
 FORMCHECKBOX 
 Written words                    FORMCHECKBOX 
 Visual

 FORMCHECKBOX 
 Other (                  )

	Please list any barriers to learning:



	WORK HISTORY

	 FORMCHECKBOX 
 Working? If yes, list job title:
	Length at job:

	 FORMCHECKBOX 
 Full time    
	 FORMCHECKBOX 
 Part time
	Hrs/ Day
	Hrs/ Week

	 FORMCHECKBOX 
 Retired
	When
	From what position

	 FORMCHECKBOX 
 Medical leave
	When

	 FORMCHECKBOX 
 Disability
	What %
	When
	Reason for disability

	 FORMCHECKBOX 
 Unemployed
	When
	Reason for unemployment:

	 FORMCHECKBOX 
 Do you have any vocational concerns?  Please list:

	Is your pain the result of one of the following              FORMCHECKBOX 
 Vehicle Accident            FORMCHECKBOX 
 On the job injury

	DRUGS/ ALCOHOL

	 FORMCHECKBOX 
  Y  FORMCHECKBOX 
  N  
Do you drink caffeine?  How many beverages a day?

	 FORMCHECKBOX 
  Y  FORMCHECKBOX 
  N 
Do you use tobacco in any form? How many packs a day:
 Cans a week:

 #Years:

	 FORMCHECKBOX 
  Y  FORMCHECKBOX 
  N 
Are you a former tobacco user?     When quit:                                        Age at that time:

	 FORMCHECKBOX 
  Y  FORMCHECKBOX 
  N 
Do you use alcohol?     How many beverages a day?

	 FORMCHECKBOX 
  Y  FORMCHECKBOX 
  N 
Do you have a history of alcoholism?  When did you quit:

	 FORMCHECKBOX 
  Y  FORMCHECKBOX 
  N 
Do you have a history of street drug or prescription drug abuse?   When did you quit:

	 FORMCHECKBOX 
  Y  FORMCHECKBOX 
  N 
Is there any substance abuse in your household?  If yes list:

	Are you using or have you used in the past year any street drugs?   If yes, check below:

 FORMCHECKBOX 
 Heroin       FORMCHECKBOX 
 Cocaine      FORMCHECKBOX 
 Crank    FORMCHECKBOX 
 Marijuana      FORMCHECKBOX 
 Amphetamines      FORMCHECKBOX 
  Other: _____________________________

	EMOTIONAL/PSYCHOLOGICAL

	 FORMCHECKBOX 
  Y  FORMCHECKBOX 
  N Any significant life changes in the last year (i.e. move, death, divorce, financial, job)  Please describe:



	 FORMCHECKBOX 
  Y  FORMCHECKBOX 
  N Have you ever been hospitalized for a psychiatric condition (suicidal, depression, anxiety, etc)?  



Where:






Date(s):

	 FORMCHECKBOX 
  Y  FORMCHECKBOX 
  N Have you ever seen a :

 FORMCHECKBOX 
 psychiatrist

 FORMCHECKBOX 
 psychologist

 FORMCHECKBOX 
counselor 

Name:



Reason:

	How do you feel emotionally right now?

 FORMCHECKBOX 
 Anxious
 FORMCHECKBOX 
 Fearful
 FORMCHECKBOX 
 Hopeless
 FORMCHECKBOX 
 Angry
 FORMCHECKBOX 
 Guilty
 FORMCHECKBOX 
 Peaceful
 FORMCHECKBOX 
 Hopeful
 FORMCHECKBOX 
 Sad 


	Please check the number below that describes your level of DEPRESSION:

No depression:  FORMCHECKBOX 
 
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
 Unbearable depression



0
1
2
3
4
5
6
7
8
9
10

	Please check the number below that describes your level of your ANXIETY:

No anxiety:
 FORMCHECKBOX 
 
 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 

 FORMCHECKBOX 
 Extreme anxiety



0
1
2
3
4
5
6
7
8
9
10

	Do you have any financial, social, cultural, religious concerns that might impact treatment?   FORMCHECKBOX 
Yes    FORMCHECKBOX 
No  

If yes, please explain:



	PHYSICIAN/OFFICE USE ONLY

	Patient Education materials given and discussed:

 FORMCHECKBOX 
 Managing Chronic Pain    FORMCHECKBOX 
 Tools that reduce pain   FORMCHECKBOX 
 Received prior to appt.   FORMCHECKBOX 
 Walking program   FORMCHECKBOX 
 Medication handouts
Special Precautions while in clinic:

 FORMCHECKBOX 
 Falls   FORMCHECKBOX 
 Seizures   FORMCHECKBOX 
 Aspirations    FORMCHECKBOX 
 Environmental Orientation    FORMCHECKBOX 
 Other (specify):_______________________________________________________

Abuse/Neglect Screen:

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No    Are there any signs of physical abuse (e.g., bruises, burnps with distinctive patterns)?

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   Are there any signs of neglect (e.g., poor hygiene, lack of food and water, unmet mental health needs, etc.)?

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   Are there any signs of historical abuse (e.g., injuries at variance with clinical findings, injuries with questionable explanations,  

                         patient/family members reluctant to provide required information)?

 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No   Are there behavioral signs of abuse (e.g., complaints of abuse or neglect, refusal or delay in seeking treatment, repeated admission, fear of                  
         retribution)?

	Notes

	

	IMPRESSION

	

	PLAN

	


Date updated:______________
Initial: _________             Date updated:______________
Initial: _________

Date updated:______________
Initial: _________             Date updated:______________
Initial: _________

Date updated:______________
Initial: _________             Date updated:______________
Initial: _________


Patient Name: _____________________________________   Birthdate:  ____________________________


