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Spine Management

Please answer every question

THERAPY

Date symptoms began: What caused the symptoms?

yes no
Have you tried medications for your symptoms?

Rate your BACK pain: 0 = no pain
98765432 1010 worst pain 

imaginable10 = 

Rate the pain in your LEGS: 0 = no pain
98765432 1010 worst pain 

imaginable10 = 

yes no
Have you tried a back brace? What type?

EPIDURALS

yes no
Have you had any epidurals? DATE & NAME of Provider:

How many epidurals have you had? What result did you receive from the epidurals?
1
4

2
5

3
5+

sustained relief
temporary relief

no relief
worsening of pain

PHYSICAL THERAPY

yes no
Have you tried physical therapy? LOCATION:

Date of last physical therapy visit:

Types of physical therapy:

ultrasound
heat

traction
exercise

stretching

massage
electrical stimulation

other:

REFERRALS
Have you had a neurology evaluation?

Have you had any pain management?

Have you seen a chiropractor?

yes no

yes no

yes no
DATE & NAME of Provider:

DATE & NAME of Provider:

DATE & NAME of Provider:

Have you seen an acupuncturist?
yes no

DATE & NAME of Provider:

EMG (Electromyography)

yes no
Have you had an EMG? DATE & LOCATION:

What were the results of the EMG?
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