
SPINE	FOLLOW-UP	VISIT	
	

NAME:________________	DATE	OF	BIRTH:__________DATE:___________	
	
WHO	IS	YOUR	PRIMARY	MD?	______________________________________	
WHAT	IS	THE	REASON	FOR	YOUR	VISIT	TODAY?		
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________	
PLEASE	DESCRIBE	YOUR	PAIN:	(EX:	SHARP,	DULL,	THROBBING)	
__________________________	
PLEASE	CIRCLE	AVERAGE	PAIN	LEVEL:					0			1			2			3			4			5			6			7			8			9			10	
	
WHAT	TREATMENT	HAVE	YOU	HAD	SINCE	LAST	VISIT?					DID	IT	HELP?	
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________	
PLEASE	LIST	ALL	CURRENT	MEDICATIONS:__________________________	
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________	
DRUG	ALLERGIES:	_________________________________________________	
ALLERGY	REACTION:_______________________________________________	
	
SOCIAL	HISTORY:		DO	YOU	SMOKE?_________			HOW	MUCH?	__________	
	
ETHNICITY:		_____________________EMAIL	ADDRESS:_________________	
	
ANYTHING	ELSE	YOU	WOULD	LIKE	THE	DOCTOR	TO	KNOW:	
___________________________________________________________________	
	
HEIGHT_______________						WEIGHT________________	
	
TEMP:	___________			PULSE:__________					BLOOD	PRESSSURE____/______	
	
	


