Back On Track Physical Medicine
Patient History Form

Today’s Date: Name: DOB: Age
Address: City/State/Zip
Phone: Email: Sex oM OF
SS#: Marital Status: &S OM OD OW Spouse Name
History of Present lliness CIRCLE NUMBER OF SEVERITY (0=No Pain 10=Severe Pain)
When did your pain begin? Neck Pain 01 2 3 4 5 6 7 8 910
How did your pain begin? TONo reason TBending 0Lifting OFall Mid BackPain 0 1 2 3 4 5 6 7 8 9 10
OAuto Accident OWork OOther LowBackPan 0 1 2 3 4 5 6 7 8 9 10
Have you had similar episode before? o No 0OYes When ShoulderPain 0 1 2 3 4 5 6 7 8 9 10
What have you been told is wrong? Elbow Pain 01 2 3 4 5 6 7 8 910
Doctors seen for this condition? Wrist Pain 01 2 3 4 5 6 7 8 910
Hip Pain 01 2 3 4 5 6 7 8 910
Prior tests for your pain: Knee Pain 01 2 3 4 5 6 7 8 9 10
OX-Ray Ankle Pain 01 2 3 4 5 6 7 8 910
OMRI
oCT Please mark area(s) of pain with the appropriate symbols:
OlLab Numbness Pins & Needles Burning Aching  Stabbing
0Other NN PP BB AA SS
Olce/Heat 0OAleve OTylenol Olbuprofen TMassage 0OChiropractor (:"- \';
o Pain Medication OMuscle Relaxer p 13/ N Y-" A
Has your pain: Olmproved 0OWorsened 0ONot changed I'/- | b s |
Is your pain: TConstant OComes and goes | A /\AJ I._ 2
MY 11 ey
. |' /} A “-. l', It"“v" |
? \ A T 150 ‘
3o | e | M
Worse Better No Change Ty i /O | |V
Cough/Sneeze O O O \ A\ |
Sitting O i\' 1) | )
Sit to Stand i i i ’(" | |
Bending Forward ] ] m] ) <
Morning/Night O O O
Lifting O O O
Bending Backward O O O !
Walking O O O FOR PROVIDER USE ONLY
Going Up Stairs O O O
Going Down Stairs O O O
Lying on Stomach O O O
Looking Down a a a
Looking Up O O O
Turning Head O O O

Eamily Medical History: CHeart disease O Cancer OLupus

ODiabetes OAbnormal Bleeding tMuscle disease 0 Scoliosis

OArthritis O Drug Allergies OOther

Living Mother OY ON; Died at age of
Living Father oY ON; Died at age of
Current Work Status

Employer

Position

Off Work? 0OY 0ON Dates off work:

Lif le Habit(s):
O Tobacco (# per day) wOSleep (hours per day)
oAlcohol (# per day) wOCaffeine beverages (# per day)

Do you exercise regularly? Y oON
Has your condition prevented you from doing exercise? 0OY 0ON




Name: DOB:

oCancer O Arthritis dAlcoholism OKidney Disease
ODiabetes ©OSeizures  OLung Disease 0O Thyroid Disease
OUlcers OGlaucoma 0OHeart Disease O Tuberculosis
OAIDS/HIV  OHepatitis  ODiverticulitis O High Blood Pressure
O Stroke OAnemia OPacemaker OJoint Replacement
OBlood Thinners ODepression/Anxiety

Are you pregnant? 0OY 0ON How many months?

rgeries/H italizations:
. Year:
2. Year:
3. Year:
Injuries/F Disl fi .
1. Year:
2. Year:
3. Year:
Name of Medication Dosage Date Started
1.
2,
3.

Drug/Food Allergies: ON 0OY:

OFever ONight Sweats 0OUnexplained weight loss
OAbrupt change in vision  OAbrupt change in hearing
ODifficulty swallowing  OSore throat  OChest pain
OPoor circulation 0OCough  ODifficulty breathing
ONausea 0OVomiting 0OBleeding ODiarrhea
OPain/swollen joints ©0ORash 0ODizziness ©ONumbness
OMuscle Weakness OHot flashes  OBruise easy
OAllergies to pollen, etc  OBurning on urination
OLoss of bladder/bowel control O Urinary tract
ORespiratory 0OSkin  Olmmune system dysfunction
ODepression  OAnxiety  ODifficulty sleeping
OOther

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: 0OY 0ON
If yes, Company Name:
Policy/ID Number:

Who may we thank for your referral?

Date:

FOR PROVIDER USE ONLY




