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Initial Evaluation 
 

Name: ________________________________________________ DOB: _________ Date: __________ 
 

1.   Location  of pain: _____________________________________________________________________ 

2.   When  and  how  did the pain start (i.e. accident, injury)?: ______________________________________ 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

3.  Typical pain level on a scale of 1-10   ( 10 is the worst pain you’ve ever had in your life ): 

Without  medication: ____/10 With  medication: ____/10 

4.  What type of pain? ( circle all that apply ): 

sharp   dull burning tingling shooting throbbing cramping 

5.  Is your pain ( circle one ):    constant     or     intermittent 

6.  What makes your pain better?: ___________________________________________________________ 

7.  What make your pain worse?: ____________________________________________________________ 

8.  Does your pain radiate? If yes,  where ?: ____________________________________________________ 

9.  Do you have any numbness? If yes,  where ?: ________________________________________________ 

10.  Do you have any weakness? If yes,  where ?: _______________________________________________ 

11.  Is your pain getting worse? ____________________________________________________________ 

12.  How does your pain affect your daily activities?: ___________________________________________ 

_______________________________________________________________________________________ 

13. Do you lose bladder or bowel control?  If yes,  why ? _______________________________________________ 

14. Which pain treatments have you tried?  (check all that apply) 

☐ NSAIDs ( i.e. Advil, Aleve, Motrin, ibuprofen ) When: ___________ How long? ___________ Did it help? ☐ yes  ☐ no  

☐ Physical Therapy When: ___________ How long? ___________ Did it help? ☐ yes  ☐ no  

☐ Home exercises When: ___________ How long? ___________ Did it help? ☐ yes  ☐ no 

☐ Chiropractors When: ___________ How long? ___________ Did it help? ☐ yes  ☐ no 

☐ Steroid injections When: ___________ How long? ___________ Did it help? ☐ yes  ☐ no 

15. What imagining/testing have you had? ( circle all that apply ): 

 X-rays MRI CT scan EMG Nerve conduction study Myelogram Bone scan 

Other:  __________________________ 
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16. Past  medical conditions  that you have been  diagnosed  with (i.e. hypertension, high cholesterol, 

diabetes, stroke, etc): _____________________________________________________________________ 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

 

17. Past  surgical history  with  dates  (i.e. spinal fusion, hip replacement, hernia repair): ________________ 

_______________________________________________________________________________________

_______________________________________________________________________________________ 

Social History 

Occupation: ___________________________________________ 

Smoking/tobacco use: ☐ current   ☐   former   ☐   never   Type : __________   How often : ________ 

Alcohol use:  ☐ current    ☐ former    ☐ never   How often : _____________ 

History of substance abuse (including alcohol)?: ☐ yes     ☐ no 

Medications 

Name Strength How often 
____________________________  ____________ _______________________________________ 

____________________________  ____________ _______________________________________ 

____________________________  ____________ _______________________________________ 

____________________________  ____________ _______________________________________ 

____________________________  ____________ _______________________________________ 

____________________________  ____________ _______________________________________ 

Are you taking any blood thinners ( i.e. Plavix/Clopidogrel, Coumadin/Warfarin, Effient/Prasugrel ):  ☐ yes     ☐ no  

If yes, which medication?: _______________________ 

Allergies 
(including medications/food)  

                 Name Reaction  
_______________________________ _________________________________________________ 

_______________________________ _________________________________________________ 

_______________________________ _________________________________________________ 
Are you allergic to crab, shellfish, iodine or contrast dye?   ☐ yes     ☐ no  
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Review of Systems  ( check all that apply ) 

 
Constitutional 
☐ fever 
☐ general fatigue 
 
Respiratory 
☐ shortness of breath 
 
Cardiology 
☐ chest pain 
☐ palpitations 
☐ dizziness 
 
Dermatology 
☐ skin rash 
  

Gastrointestinal 
☐ heartburn 
☐ constipation 
☐ nausea 
☐ vomiting 
☐ abdominal pain 
☐ diarrhea 
☐ liver issues 
 
Genitourinary 
☐ sexual dysfunction 
☐ kidney stones 
 
Musculoskeletal 
☐ limited range of motion 
☐ joint pain 
☐ muscle spasms 
☐ stiffness 
☐ joint swelling 
 
  

Neurologic 
☐ tingling 
☐ seizures 
☐ tremors 
☐ loss of balance 
☐ headaches 
☐ weakness 
 
Psychiatric 
☐ depression 
☐ anxiety 
☐ difficulty sleeping 
☐ feeling sleepy 
☐ thoughts of suicide 
 
Hematologic 
☐ easy bleeding 
☐ easy bruising 
☐ infection 
 
 
 
 
 
 

Patient Signature: ___________________________________________ Date: _____________ 
  


