
Back On Track Physical Medicine 
Patient History Form 

Today’s Date:________________   Name:  ____________________________________ DOB: ________________ Age_______  
Address: _______________________________________________City/State/Zip _____________________________________ 
Phone: ___________________________ Email: __________________________________________     Sex ☐M   ☐F   
SS#:____________________________________   Marital Status: ☐S   ☐M   ☐D   ☐W  Spouse Name _____________________ 

History of Present Illness        CIRCLE NUMBER OF SEVERITY  (0=No Pain  10=Severe Pain)   
When did your pain begin? ______________________________________________   Neck Pain     0    1     2     3    4     5     6     7     8     9   10 
How did your pain begin?  ☐No reason  ☐Bending   ☐Lifting  ☐Fall           Mid Back Pain 0    1     2     3    4     5     6     7     8     9   10 

              ☐Auto Accident   ☐Work   ☐Other __________   Low Back Pain 0    1     2     3    4     5     6     7     8     9   10 
Have you had similar episode before? ☐ No    ☐Yes  When__________   Shoulder Pain 0    1     2     3    4     5     6     7     8     9   10 
What have you been told is wrong? ______________________________   Elbow Pain    0    1     2     3    4     5     6     7     8     9   10 
Doctors seen for this condition? _________________________________   Wrist Pain       0    1     2     3    4     5     6     7     8     9   10  
           Hip Pain           0    1     2     3    4     5     6     7     8     9   10 
Prior tests for your pain:         Knee Pain         0    1     2     3    4     5     6     7     8     9   10 
☐X-Ray ___________________________________________________   Ankle Pain      0    1     2     3    4     5     6     7     8     9   10 
☐MRI _____________________________________________________       
☐CT ______________________________________________________ Please mark  area(s) of pain with the appropriate symbols:
☐Lab _____________________________________________________ Numbness    Pins & Needles     Burning     Aching     Stabbing 
☐Other ___________________________________________________                       NN                PP      BB         AA          SS

Prior treatment for your current problem: 
☐Ice/Heat    ☐Aleve    ☐Tylenol   ☐Ibuprofen   ☐Massage   ☐Chiropractor 
☐Pain Medication _______________ ☐Muscle Relaxer _______________ 
Has your pain: ☐Improved    ☐Worsened    ☐Not changed 
Is your pain:    ☐Constant     ☐Comes and goes 

How does the following affect your pain? 
   Worse Better No Change 
Cough/Sneeze     ☐    ☐      ☐ 
Sitting      ☐    ☐      ☐ 
Sit to Stand     ☐    ☐      ☐ 
Bending Forward     ☐    ☐      ☐ 
Morning/Night     ☐    ☐      ☐ 
Lifting      ☐    ☐      ☐ 
Bending Backward    ☐    ☐      ☐ 
Standing      ☐    ☐      ☐ 
Walking      ☐    ☐      ☐ 
Going Up Stairs     ☐    ☐      ☐ 
Going Down Stairs    ☐    ☐      ☐ 
Lying on Stomach     ☐    ☐      ☐ 
Looking Down     ☐    ☐      ☐ 
Looking Up     ☐    ☐      ☐ 
Turning Head     ☐    ☐      ☐ 

Family Medical History:  ☐Heart disease   ☐Cancer   ☐Lupus 
☐Diabetes   ☐Abnormal Bleeding  ☐Muscle disease   ☐Scoliosis    
☐Arthritis   ☐ Drug Allergies    ☐Other _________________________ 
Living Mother ☐Y  ☐N; Died at age _______ of __________________ 
Living Father  ☐Y  ☐N; Died at age _______ of __________________ 

Current Work Status 

Employer _____________________________________________ 
Position______________________________________________  
Off Work?   ☐Y   ☐N  Dates off work: _______________________ 

Lifestyle Habit(s): 
☐Tobacco _____(# per day)    ☐Sleep _______ (hours per day) 
☐Alcohol ______(# per day)    ☐Caffeine beverages _______(# per day) 

Do you exercise regularly?  ☐Y   ☐N 
Has your condition prevented you from doing exercise?  ☐Y   ☐N 
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Name: ____________________________________________           DOB: ______________________  Date: ___________________  

Past Medical History 
☐Cancer        ☐Arthritis        ☐Alcoholism        ☐Kidney Disease 
☐Diabetes     ☐Seizures      ☐Lung Disease    ☐Thyroid Disease  
☐Ulcers         ☐Glaucoma    ☐Heart Disease   ☐Tuberculosis 
☐AIDS/HIV    ☐Hepatitis      ☐Diverticulitis       ☐ High Blood Pressure 
☐Stroke         ☐Anemia        ☐Pacemaker        ☐Joint Replacement 
☐Blood Thinners                  ☐Depression/Anxiety   

Are you pregnant?  ☐Y    ☐N    How many months? ____________ 

Surgeries/Hospitalizations:            
1.  _____________________________________ Year: __________ 
2. _____________________________________  Year: __________ 
3. _____________________________________  Year: __________ 

Injuries/Fractures/Dislocations:  
1.  _____________________________________ Year: __________ 
2. _____________________________________  Year: __________ 
3. _____________________________________  Year: __________ 

List all medications you are currently taking: 
      Name of Medication                 Dosage                  Date Started 
1. __________________       ____________     _________________ 
2. __________________       ____________     _________________ 
3. __________________       ____________     _________________ 

Drug/Food Allergies:    ☐N     ☐Y: _____________________________ 

Review of Systems: (Please check all that apply): 
☐Fever     ☐Night Sweats     ☐Unexplained weight loss    
☐Abrupt change in vision     ☐Abrupt change in hearing 
☐Difficulty swallowing     ☐Sore throat     ☐Chest pain   
☐Poor circulation     ☐Cough     ☐Difficulty breathing 
☐Nausea     ☐Vomiting     ☐Bleeding     ☐Diarrhea 
☐Pain/swollen joints     ☐Rash     ☐Dizziness     ☐Numbness 
☐Muscle Weakness     ☐Hot flashes     ☐Bruise easy 
☐Allergies to pollen, etc     ☐Burning on urination 
☐Loss of bladder/bowel control     ☐Urinary tract 
☐Respiratory     ☐Skin     ☐Immune system dysfunction 
☐Depression     ☐Anxiety     ☐Difficulty sleeping 
☐Other ______________________________________ 

Emergency Contact: 
Name _______________________________________ 
Relationship __________________________________ 
Phone: ______________________________________ 

Health Insurance (Responsible Party) Information: 
Company Name:  ______________________________________ 
Policy/ID Number: ______________________________________ 
Group Number: ________________________________________ 
Policyholder Name: _____________________________________ 
Relationship to Insured: __________________________________ 

Do you have any Secondary Insurance:   ☐Y     ☐N 
If yes, Company Name: __________________________________ 
Policy/ID Number: ______________________________________ 

Who may we thank for your referral? _______________________ 

         FOR PROVIDER USE ONLY                                                            


