


Things that I have done for my pain:
 Chiropractor  Physical Therapy
 Home Stretching  Biofeedback
 Relaxation Therapy
 Evaluation by Surgeon: Who? _______________________________ 

 Evaluation by Neurologist: Who? ___________________________ 

 Evaluation by Physical Medicine Rehab
______________________________________________

 Other

Medications: (dose/frequency)
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________

Supplements/Vitamins:
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
Caffeine intake:  Yes  No
How Much: ________________________

Allergies to Medications:
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
__________________________________
Latex:  Y  N
Rubber balloons:  Y  N
Iodine:  Y  N
Shellfish:  Y  N

Information listed on the previous two pages reviewed by nurse with the patient.
 _________________________________________________

Social History:
Smoker:  Y  N ____ppd/ ____yrs.
Alcohol Use:  Y  N _________________________
Recreational Drug Use:  Y  N _________________

Tests:  Have you had any of the following tests performed
 in the last 36 months of the affected area?

 Xray  EMG
 CT Scan  Myelogram
 MRI  Laboratory
 Bone Scan
 Other (describe): __________________________

  _________________________________________
  _________________________________________

Where was the test(s) done? ________________________
_______________________________________________
_______________________________________________

Family History: _________________________________
______________________________________________
______________________________________________
______________________________________________

Surgical History: ________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________
______________________________________________


