
SPINE PATIENT QUESTIONNAIRE

Please answer the following questions with the most accurate response possible. If some of the questions are unclear or do
not apply, skip ahead to the next question. Your doctor will be going over this questionnaire with you during your visit, and you
can clarify youranswersat thattime. Thank you.

Name: ___________________________________________________________________Date:  ___________________

Age: ________________ Male  Female Occupation: ____________________________________________

Referred by: 

________________________________________________________________________________________

Family / Primary MD (location): 

_________________________________________________________________________
A. 1. Location of initial pain (check all that apply):  Neck pain  Arm pain  Back pain  LegPain

2. Howlong hasthe pain(or your problem)been present? ________________________________________________

3. What started the pain/problem? _________________________________________________________________

B. For patients with NECK ORARM



4. Diagnostictests doneto evaluate this problem:

City Date

 X-ray: __________________________________________________________________________

 Cat Scan: _______________________________________________________________________

 Myelogram: _____________________________________________________________________

 MRI:  ___________________________________________________________________________

 EMG: ___________________________________________________________________________

 Bone Scan: ______________________________________________________________________

5. Treatmentsso far include:

 Physical therapy: _______visits

 Exerciseprogram - howlong?_________

D. ALL PATIENTS should answer thefollowing:

1. There is:  NO loss of bowel or bladder control

2. I have:  NOT missed any work becauseof this problem

 Loss of control since: ________________________
 Missedwork(howmuch?): ___________________

 Havebeen onlight duty(since?):__________________________________________________________________
3. Previous doctors seen for this problem:

Doctor Specialty City Treatments

 Chiropractic 

 Tens unit

 Acupuncture 

 Braces

 Anti-inflammatory medications (e.g.,Motrin orNaproxen) 

 Narcotic medications (e.g.,Tylenol #3,Vicoden,Darvocet)

 Epidural injections: __________ times. Howlongdid they relieve the painfor?_____________

E. MEDICATIONS YOU TAKE FOR ALL HEALTH ISSUES: (list dose and frequency):

Medication

 None

Dosage

__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________

F. MEDICATIONS YOU HAVE TRIED FOR YOUR SPINE PROBLEM (list dose andfrequency):

Medication Dosage
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__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________





L. FAMILY HISTORY (list any illnesses that “run” in your family):

M. REVIEW OF SYSTEMS (check all that apply):  None apply

 Reading glasses 

 Change of vision 

 Loss of hearing 

 Ear pain 

 Hoarseness 

 Nose bleeds

 Difficulty swallowing 

 Morning cough 

 Shortness of breath  

 Fever or chills

 Heart or chest pains

 Abnormal heartbeat 

 Swollen ankles

 Toothache 

 Gum trouble

 Nausea or vomiting 

 Stomach pain  

 Ulcers

 Frequent belching 

 Frequent diarrhea 

 Frequent constipation 

 Hemorrhoids  

 Frequent urination 

 Burning on urination
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