Columbia Orthopaedic Group

COLUMBIA SPINE CENTER
Back HISTORY

NAME:________________________
AGE: ________

REFERRING PHYSICIAN: ____________________









REGULAR PHYSICIAN: ______________________

1. Have you ever had back problems? __________When?___________________________ Was that pain different than your  pain now?___________How?__________________________________________________________

2. How long have you had the pain that brings you here today? __________________________________________

3. Has the pain changed in location or intensity lately? _________________________________________________

4. If so, how has it changed? _____________________________________________________________________

5. Is your pain: a) lower back only ______
b) lower back and one leg

R

L

c) lower back and both legs ______
d) how far down the leg(s)? _________________________________

6. Describe the pain.

7. Is there:








Yes
No
Where

a. Increased pain when you cough or sneeze?



 FORMCHECKBOX 

 FORMCHECKBOX 

________________

b. Numbness or tingling? 





 FORMCHECKBOX 

 FORMCHECKBOX 

________________

c. Weakness?







 FORMCHECKBOX 

 FORMCHECKBOX 

________________

d. Loss of bladder or bowel control?




 FORMCHECKBOX 

 FORMCHECKBOX 

________________

e. Increase of pain when you bend?




 FORMCHECKBOX 

 FORMCHECKBOX 

________________

f. Increase of pain when you lift? 




 FORMCHECKBOX 

 FORMCHECKBOX 

________________

g. Increase of pain when you sit in a chair? 



 FORMCHECKBOX 

 FORMCHECKBOX 

________________

h. Increase of paint when you get up or down? 



 FORMCHECKBOX 

 FORMCHECKBOX 

________________

i. Increase of pain when you stand partially bent? 


 FORMCHECKBOX 

 FORMCHECKBOX 

________________

8. What is your best (most comfortable) position: (Circle one)

Sitting

Standing

Walking

Lying Down

Partially bent

9. What is your worst position: (Circle one)

Sitting

Standing

Walking

Lying Down

Partially bent

10. If you have increased pain with standing or walking

a. How long can you stand in one place without sitting down? _______________________________________

b. How far can you walk? ___________________________________________________________________

11. What medicines are you currently taking? _________________________________________________________


______________________________________________________________________________________


______________________________________________________________________________________

​​​​​​​

12. What medicines have you tried without success? ___________________________________________________

13. What medicines disagreed with you or did you stop because of side effects? ______________________________

______________________________________________________________________________________________Please list the following which you have had.



When


Where

a. Plain X-rays






______________
_____________

b. CT Scan






______________
_____________

c. MRI







______________
_____________

d. Myelogram






______________
_____________

e. EMG







______________
_____________

f. Bone Scan






______________
_____________

g. Dexa Scan






______________
_____________

h. Previous spinal operations




______________
_____________

14. What other practitioners have you seen?



When


a. Chiropractic






_________________________________

b. Physical Therapist





_________________________________

c. Pain Management Physician




_________________________________

d. Neurosurgeon





_________________________________

e. Orthopaedic Physician




_________________________________
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