
Name: _____________________________________________________________________  Date: ___________________

Referring Provider: ____________________________________  Primary Care Physician: ___________________________

How would you like to be addressed? _________________________________________

Please explain the reason for your visit, including a description of your problem and the duration of your symptoms. Be 
as detailed as possible and attach extra pages if necessary:

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

Spine Patient History Questionnaire

Birthdate: __________________ Height: __________ Weight: ___________ Sex:       Male      Female

Are your symptoms due to a work-related injury?   Yes No

Are your symptoms related to a motor vehicle accident?  Yes No

Is there litigation pending or anticipated regarding your current injury? Yes No

If yes, please describe: __________________________________________________________________________________ 

______________________________________________________________________________________________________ 

Have you had previous injuries or surgeries to this area? Yes No

If yes, please list previous providers and dates treated: _______________________________________________________

______________________________________________________________________________________________________ 

Have you seen another physician for this problem? Yes No

If yes, please list the type of imaging and the date/location performed: __________________________________________

______________________________________________________________________________________________________ 

______________________________________________________________________________________________________ 

Have you had previous imaging (X-rays/MRI/CT scans) of the area?  Yes No
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Please use the diagram below to indicate the areas of your body that are affected by your symptoms:

Please list the daily activities, sports activities, or hobbies that you are having difficulty performing due to your 
current symptoms: ______________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Please check all of the following descriptions that apply to your current symptoms:

Please use the following 0–10 pain scale to answer the following questions:

My current pain level is (0–10): _________________

The worst pain level I experience in a day is (0–10): ______________ The least is (0–10): ______________

Spine Patient History Questionnaire (cont.)

FRONT BACK

Pain 
Numbness
Loss of Motion

Radiating
Tingling
Clicking

Sharp
Weakness
Popping

Stabbing
Swelling
Catching/Locking

0 1 2 3 4 5 6 7 8 9 10
No Pain Moderate Pain Severe Pain

My symptoms are least in the (check one): Morning Afternoon Evening Night

My symptoms are worst in the (check one): Morning Afternoon Evening Night
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Spine Patient History Questionnaire (cont.)

Please answer the following regarding other treatments you have tried for this problem:

Please provide a list of all other medications you are currently taking (attach extra pages if necessary):

Type of Treatment

Physical Therapy

Chiropractic 

Acupuncture

Massage

Other: _____________ 

Check One Helpful? Dates Tried

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Yes No

Medication Dosage Frequency Prescribing MD

Please list all medications you are currently taking for this problem. Include the dosage and frequency as well 
as the prescribing physician’s name, if applicable (attach extra pages if necessary):

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

Please list all medications you have previously tried for this problem and the reason for discontinuation. Include 
the dosage and frequency as well as the prescribing physician’s name, if applicable (attach extra pages if necessary):

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

Please list any other supplements/vitamins that you regularly use: _____________________________________________

_____________________________________________________________________________________________________

If you have allergies to any medication(s), please list the medication(s) and type of reaction: ______________________

_____________________________________________________________________________________________________

Please list all other medical conditions with which you have been diagnosed: ____________________________________

_____________________________________________________________________________________________________

Please list all previous surgeries: _________________________________________________________________________

_____________________________________________________________________________________________________
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Spine Patient History Questionnaire (cont.) 

Marital Status:  Single Married Widowed Divorced Separated

Smoking History: I Currently Smoke I Used to Smoke I Have Never Smoked

If you currently smoke, how many packs per day do you smoke? ___________________

If you are a prior smoker, when did you quit? ___________________

If you currently drink alcohol, how many drinks do you have per week? ___________________

If yes, please describe: _________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

_____________________________________________________________________________________________________ 

Patient Signature: ___________________________________________________________________________________ 

Are you currently suffering from any of the following symptoms? Check all that apply.

Is there any additional information you would like to share with us regarding your current condition or medical history 
that you feel will be helpful to our medical staff?

Daily Most Days 2–3x/Week Occasionally NeverAlcohol History: I drink alcohol

Have you ever been diagnosed with a substance abuse problem? Yes No

Fevers
Loss of Bowel Control
Heartburn
Abdominal Cramping
Recent Falls
Rashes
Other Headaches

Chills
Chest Pain
Abdominal Pain
Insomnia
Leg Swelling
Diarrhea
Stress

Sweats
Heart Palpitations
Fatigue
Muscle Cramps
Unintended Weight Loss
Constipation
Anxiety

Loss of Bladder Control
Shortness of Breath
Weakness
Loss of Balance
Unintended Weight Gain
Migraine Headaches
Depression
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