                 ROCKY MOUNTAIN SPINE & SPORTS MEDICINE ASSOCIATES, LLC

                    ROCK NAVARKAL, M.D., J.D.

RE-EVALUATION/ FOLLOW UP FORM

Patient Name:_______________________  Age:_____  Today’s Date:_________________

Any insurance or demographic (phone number, address, etc) changes? _______________________________________
· What is the Primary Problem (current symptom/ pain) you would like to discuss today:____________________ ________________________________________________________________________________________________
· How long have you had the current symptoms/ pain:__________________________________________________
· When (times of day) does the current pain/symptoms tend to occur or worsen: ________________________ 
· Where (work/home/other) does the current pain/symptoms tend to occur or worsen: ____________________
· What activities/things tend to make the current pain/symptoms better or worse: __________________________

      _________________________________________________________________________________________________
· How is your physical therapy/ home exercise program working: ______________________________________
· How are your medications working: ________________________________________________________________
· Please explain how your current pain/symptoms affect your work duties, daily activities and hobbies: ________________________________________________________________________________________________
      _________________________________________________________________________________________________

· Your overall activity since the last visit:

Much Improved (    Slightly Improved (    No Change (   Slightly Worse (    Much Worse (
    Review of Systems   (Mark Yes if you are currently having any of the following symptoms)
	CONDITION
	YES 
	 CONDITION     
	YES
	 CONDITION
	YES  

	Fever/Chills
	
	Altered Bowel Habits
	
	Muscle weakness
	

	Weight gain/loss
	
	Nausea or vomiting
	
	Muscle spasm
	

	Night sweats
	
	Heartburn/ Reflux
	
	Seizures/ Blackouts 
	

	Fatigue
	
	Abdominal pain
	
	Tingling or pain in extremities 
	

	Insomnia/Sleep dysfunction
	
	Genital-urinary trouble
	
	Trembling/Abnormal movements of extremities
	

	Headaches
	
	Kidney/ Flank pain
	
	Balance/ Coordination difficulties
	

	Eyes/Visual disturbances
	
	Skin/Lymphatic/Breast trouble
	
	Memory trouble
	

	Ears/Nose/Mouth/Throat trouble
	
	Easy Bruising
	
	Abnormal thoughts/ Delusions
	

	Shortness of breath
	
	Muscle pain/soreness/

stiffness/swelling
	
	Sadness/ Depression
	

	Chest /arm pain
	
	Bone or joint pain/soreness/ stiffness/swelling
	
	Anxiety
	

	Palpitations
	
	
	
	Thoughts of harming yourself
	


Pain Rating: Since Your Last Visit on a scale of 0 (no pain) to 10 (worst pain ever). 
Check whether you're completing this form based on:   Taking Medications (      or     Not Taking Medications (.

	At Present:
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	
	
	
	
	
	
	
	
	
	
	
	

	At its Worst: 
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	​ SINCE LAST VISIT
	
	
	
	
	
	
	
	
	
	
	

	At its Best: 
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	​ SINCE LAST VISIT
	
	
	
	
	
	
	
	
	
	
	

	On Average: 
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	​ SINCE LAST VISIT
	
	
	
	
	
	
	
	
	
	
	


Please mark location and type of pain on figure
Numbness  ******           Pins & Needles 000000           Burning XXXXX           Stabbing /////////           Aching ^^^^^^
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Is there anything else you need to talk to the doctor about today?:_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
****************************Please Do Not Write Below This Line**********************************

Patient’s Vital Signs: Blood Pressure_____/____ Pulse________ Pulse Oximetry_______% Resp_________

Height______ Weight_______

Medical Assistants & Physician’s Progress & Treatment Notes: 

PCP (name & location):_________________________________________________________________________

Other Treating Specialists (names & locations):______________________________________________________

____________________________________________________________________________________________ 

Hospital Visits (names & dates & location):_________________________________________________________ 

Physical Therapy/Massage Therapy/Chiropractic/Acupuncture (names & locations):_________________________ ____________________________________________________________________________________________ Recent Laboratory (names & locations):____________________________________________________________

Radiology Xray, MRI, CAT, ultrasound (names & locations): ___________________________________________ _____________________________________________________________________________________________
Medication Review with Patient (medication reconciliation-make sure what is listed is accurate & complete): _____ _____________________________________________________________________________________________ _____________________________________________________________________________________________
Additional Information Patient Did Not Include On Form/ Treatment Notes: _______________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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