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HISTORY OF PRESENT COMPLAINT

1. Age: o Male o Female Pain is on which side? o Right o Left

2. Where is your problem located? o Neck o UpperBack o Arm o LowerBack o Hip o Leg

3. How long have you had this problem? Since? / /

month day year

4. Briefly, please give the details of how this problem originally started:

5. Was this from a work-related injury? o No o Yes - Isitunder workers compensation o No o Yes

Have you missed any work because of this problem? o No o Yes, how much?

6. Please describe your present pain/problem now (what you feel, where, when, etc.):

7. Have you had spinal surgery in the past: (Check one) o Yes o No How many times?

What type of surgery(s) was/were performed? o Discectomy o Laminectomy o Fusion o IDET

o Unknown o Other What spinal level?

What was the date of your most recent spine surgery?

Did you improve from your spine surgery procedure(s)? o Yes o No

8. Which of the following best describes your ratio for neck & arm or back & leg discomfort (if appropriate)

A. 100% back pain and 0% leg pain A. 100% neck pain and 0% arm pain
B.90% back pain and 10% leg pain
C. 75% back pain and 25% leg pain

B. 90% neck pain and 10% arm pain
B
D. 50% back pain and 50% leg pain C. 50% neck pain and 50% arm pain
D
F
E

. 75% neck pain and 25% arm pain

E.25% back pain and 75% leg pain
F. 10% back pain and 90% leg pain
G. 0% back pain and 100% leg pain

. 25% neck pain and 75% arm pain
10% neck pain and 90% arm pain
0% neck pain and 100% arm pain

9. For any pain/numbness in your arm(s) or leg(s), which side is worse? (Choose one if appropriate)

Leg Symptoms Arm Symptoms
A. 100% left leg and 0% right leg A. 100% left arm and 0% right arm
B.75% left leg and 25% right leg C. 75% left arm and 25% right arm
C. 50% left leg and 50% right leg D. 50% left arm and 50% right arm
D. 25% left leg and 75% right leg E. 25% left arm and 75% right arm
E. 0% left leg and 100% right leg G. 0% left arm and 100% right arm

(Continued on next page)
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CURRENT PAIN PROFILE

10. Please choose letters A — F (in first column) to answer the questions in column two.

A. Unable to tolerate How long can you sit?

B. About 15 minutes only

C. About 30 minutes only How long can you stand?
D. About 45 minutes

E. About 1 hour How long can you walk?
F. Indefinitely

11. Which of the following activities change the nature of your pain?

Aggravates Relieves
Pain Pain Neither
Sitting o o o
Standing o o o
Walking o o o
Leaning forward (brushing teeth) o o o
Bending forward o o o
Lying in your side o o o
Lying on your back o o o
Lying on your stomach o o o
Rising from sitting o o o
Changing positions o o o
Coughing / Sneezing o o o
Driving o o o

Now go back and CIRCLE the box to indicate the most aggravating activity and the most relieving activity.

12. If the symptoms of your present pain have changed, please indicate the most appropriate statement: (Circle one)

A. My symptoms have remained the same since the time of onset.
B. My symptoms are more severe since the time of onset

C. My symptoms are less severe since the time of onset.

13. How have the symptoms of your present pain changed: (Circle one)

A. no change in symptoms B. increased aggravation in one arm or leg
C. increased aggravation in both arms or legs D. increased aggravation in the back or neck

E. increased aggravation in both arms/legs and back/neck
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PAST BACK HISTORY

14. Of the following list of treatments, please indicate the effect of those which have been used in an attempt to help your
present injury: (Check one of each)

Antiinflammatory

Muscle Relaxants

Narcotic Pain Medications
Hot Packs

Ice

Ultrasound

TENS Unit / Muscle Stim (Circle)
Physical Therapy Treatment
Back/Neck Exercises
Chiropractor

Epidural Block/Injection
Facet Block/Injection

SI Joint Block/Injection
Trigger Point Injection
Acupuncture / Massage
Traction / VAX-D (Circle)
Other:

Which type

Helpful

o

e 0 0

(=)

0 0 0 0 0 0 0 0 0 0 0

No Help

o

e 0 0

(=)

0 0 0 0 0 0 0 0 0 0o ©

Not Used

0 0 0

(=)

0 0 0 0 0 0 0 0 0 0o 0

15. Please indicate whether you have had any of the following studies and write when/where the most recent was:

YES NO WHEN/WHERE YES
Regular X-ray of Spine o o Myelogram o
CT Scan of spine o o Discogram o
EMG o o MRI of spine o
Nuclear Bone Scan o o Bone Density o

16. Have you had any past episodes of similar pain or injury? o Yes o No

NO WHEN/WHERE

o

o

o

o

(please describe)

17. List all other physicians with whom you have consulted in the past year for this problem.
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