NAME

GENERAL HISTORY

1. Past medical problems?

2. Past Hospitalizations?

3. Past Surgeries?

4. Medications (over-the-counter or prescriptions)?

5. Allergies to medications?

6. Highest recorded weight?
Lowest weight?
Present weight?

7. Height?

8. Activities, Sports, or Hobbies?

9. Do you take Vitamins/supplements?

10. Any special diets?

11. Do you exercise regularly?

12. What type of exercise?

13. Female Patients Last menstrual period?

Change in menstrual periods?

Extra Calcium?

14. Other Information?

WESTERN ORTHOPEDIC AND SPORTS MEDICINE



. LOW BACK PAIN

HISTORY OF LOW BACK INJURY/PAIN

-y

. When did your pain begin/ what caused it?

2. Was this related to a work injury or a car accident?

3. What makes your pain worse/ what makes it better?

4. Does your pain go down your legs/buttocks?

9. Any history of numbness/tingling or weakness?

6. Any bowel or bladder changes?

7. Is the pain worse with activity or after activity?

8. Any night sweats, weight loss, or night pain?

9. Any abdominal pain?

10. Are you involved in any repetitive activities? (ex. Work, sports)

11. What tests have you had for this problem? (ex. x-ray, mri)

12. What treatment, therapy have you had for this problem?

13. What medications do you take for this problem?

14. Additional Information?







