
 
Long Island Spine Specialists 

IINNIITTIIAALL  PPAATTIIEENNTT  FFOORRMM  
 
DATE: _____________      REFERRED BY: ________________________________________________   
                                                                      □□□ DOCTOR             □□□ CHIROPRACTOR                □□□ FRIEND/RELATIVE 
 
LAST NAME: ___________________________FIRST NAME: __________________ Age ____ Date of Birth ________ 
 
SOCIAL SECURITY #: ______________________PRIMARY CARE PHYSICIAN: __________________________________ 
Do you see a Pain Management Physician.   □□□ No       □□□ Yes    If yes,  name: ________________________________________ 
 
Reason For Today’s Visit:  ____________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
 

1. DID YOU HAVE AN INJURY?   □□□ No     □□□ Yes.  If yes, explain what happened?  
________________________________________________________________________________________________ 
_________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________ 
 

 
2. HOW LONG HAVE YOU HAD THE PAIN? _____________________________________________________________________________ 
3. IS THE PAIN GETTING WORSE?   ________________________________________________________________________________      
 
 Please check (√) box if this problem related to a: □□□ On the job injury/Date: _____ □□□ Motor vehicle accident./ Date: ________ 

 
YOUR CURRENT MEDICATIONS ARE: _________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
Do You Take Aspirin   □□□                                     Do You Take Fish Oil      □□□       
Your Pharmacy Name: ____________________Address: _________________________________________Phone#:____________ 
 
ALLERGIC TO MEDICATIONS: ______________________________________________________________________ 
_________________________________________________________________________________________ 
_________________________________________________________________________________________ 
 
Latex allergy □□□         Shellfish allergy □□□      Food Allergy □□□  ____________________________________________ 
 
Would you like to designate a family member or friend to discuss your medical information?    Yes □□□        No □□□ 
 
If yes please give:  Name:__________________________ Phone: _____________Relationship to you: ____________ 
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 M e d i c a l   H i s t o r y     Name:___________________________ 

 
 Please check  √ the box if you have had any of the following conditions:   

 

□□□    CARDIOVASCULAR – example (heart problems, high blood pressure, pacemaker, other).  List specific: __________________ 
____________________________________________________________________________________ 

□□□          DERMATOLOGIC – (skin rashes, psoriasis, other) list specific: ___________________________________________________ 
 
□□□ GASTROINTESTINAL – (Stomach, bowel, intestines, ulcers, other) list specific: _________________________________ 
 

□□□    GENITOURINARY – (urinary problems, kidney disease, other) list specific:  ___________________________________ 
 

□□□   EARS, NOSE, THROAT – (Chronic tonsillitis, sinus infections, other) list specific:   _______________________________ 
 

□□□  HEMATOLOGIC – (anemia, bleeding disorders, other.) list specific: ________________________________________ 
 

□□□    IMMUNOLOGIC DISORDERS - INFECTIOUS DISEASE (tuberculosis, HIV, hepatitis, other) list specific: ________________________ 
           ___________________________________________________________________________________ 
 

□□□   ENDOCRINE/METABOLIC – (diabetes, thyroid conditions, other) list specific:  __________________________________ 

□□□  MUSCULOSKELETAL – (bursitis, gout, arthritis, other) list specific: _________________________________________ 

□□□  NEOPLASTIC CONDITION – (cancer, tumors, other.) list specific: __________________________________________ 

□□□    NEUROPSYCHIATRIC – (depression, seizures, anxiety disorder, other.) list specific: _____________________________ 

□□□    PULMONARY – (asthma, lung disease, other breathing disorder.) list specific: _____________________________ 

□□□                WOMEN – HEALTH ISSUES – (cystic ovaries, dysmenorrhea, other) list specific: ________________________________ 

□□□          OTHER – (PLEASE INDICATE)  _____________________________________________________________________________ 
 

S U R G I C A L    H I S T O R Y  
 
                     PROCEDURE                  YEAR                DOCTOR’S NAME                COMMENTS  
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 F a m i l y    H i s t o r y      Name:___________________________ 

 
If deceased please check (√) BOX:     MOTHER  □□□   - Age ____  FATHER  □□□   - Age ____ 
_______________________________________________________________________________________ 
 
Has any family member been diagnosed with the following?   Please check (√) box and corresponding condition.  
 

□□□ Mother        Scoliosis □□□   Stenosis □□□ □   Degenerative or Herniated Disc  □□    Osteoporosis □□□    Cancer □□□    Arthritis □□□ 
 

□□□   Father - Scoliosis □□□   Stenosis □□□ □   Degenerative or Herniated Disc  □□    Osteoporosis □□□    Cancer □□□    Arthritis □□□ 
 

□□□ Brother  Scoliosis □□□   Stenosis □□□ □   Degenerative or Herniated Disc  □□    Osteoporosis □□□    Cancer □□□    Arthritis □□□ 
 

□□□ Sister Scoliosis □□□   Stenosis □□□ □   Degenerative or Herniated Disc  □□    Osteoporosis □□□    Cancer □□□    Arthritis □□□ 
 

□□□ Grandparent Scoliosis □□□   Stenosis □□□ □   Degenerative or Herniated Disc  □□    Osteoporosis □□□    Cancer □□□    Arthritis □□□ 
 

□□□ Other  Scoliosis □□□   Stenosis □□□ □   Degenerative or Herniated Disc  □□    Osteoporosis □□□    Cancer □□□    Arthritis □□□ 
 

W O R K   H I S T O R Y  
Please check  (√) off boxes that apply to you. 

Occupation:  _____________________________________________________                             

□□□  RETIRED.   Since _________________. (give date)   □□□  Unemployed   
 

□□□  DISABLED.   If so, please indicate.    □□□ Full/Permanent   □□□ Partial/Permanent  □□□ Full/temporary □□□ Partial/temporary 
 
Have you previously missed any days from work due to back pain?  Yes □□□ No □□□   If so, how long? ___________________ 
 
□□□ Disabled through Social Security?     Yes □□□ □ No □□         Last date worked prior to disability _________________ 
   

S O C I A L   H I S T O R Y  
Please check  (√) off boxes that apply to you. 

 
Marital status :    □□□ single       □□□ married     □□□ divorced    □□□  widowed  Children    Yes □□□  No □□□ 
Living arrangements at home:   □□□  alone    □□□  with spouse    □□□  with family   □□□  nursing facility   □□□ retirement community 
 

Tobacco:  Yes □□□ No □□□ □   Former smoker □□  If so, how much: ___packs per day. -Yrs Smoked___  Quit Date:___(year) 

Consume Alcohol:   No □□□   YES □□□  - SOCIAL □□□  DAILY □□□    How much _____________Type ________________ 
Have you ever been treated for drug or alcohol addiction?  Yes □□□      No □□□ 
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            Current Conditions     NAME:_______________________ 

 
If you have had any of the following conditions in the LAST TWO MONTHS, please check the box (√). 

 
CONSTITUTIONAL SYMPTOMS 

 
Fevers/Chills  □□□ 
Weight loss  □□□   
Weight gain  □□□ 
Fatigue   □□□ 
 
 HEENT 
Headache  □□□ 
Dizziness  □□□ 
Difficulty Swallowing □□□ 
 
 RESPIRATORY  

 
Shortness of breath □□□ 
Cough   □□□ 

 
  CARDIOVASCULAR 

Chest pain  □□□ 
High Blood Pressure □□□ 
Edema   □□□ 
 
 GASTROINTESTINAL 

 
Nausea/Vomiting  □□□ 
Abdominal Pain  □□□ 
Diarrhea   □□□ 
Constipation  □□□   

Bowel Incontinence  □□□ 
 
GENITOURINARY 
Urinary incontinence □□□ 
Painful urination  □□□ 
Blood in urine  □□□ 
 
REPRODUCTIVE 
 
Significant Health information 
Male: ________________________ 
Female: ______________________ 
________________________ 
 

  DERMATOLOGIC 
Rash   □□□ 
Itching    □□□ 
 
HEMATOLOGIC 
Bruising   □□□ 
Bleed Easily  □□□ 
Blood Clot  □□□ 
 
IMMUNOLOGIC 
Hay Fever  □□□ 
Environmental allergies □□□ 
Asthma   □□□ 
 
 

Please check (√) box:  Are you right handed? □□□ Left-handed?   □□□ Ambidextrous?  (able to use both hands with equal ease) □□□   
Do You Wear Glasses?       No □□□            Yes    □□□      ---                  Contacts  No    □□□         Yes    □□□                                  Both       □□□ 
I give my authorization to discuss “medical care” if I designated persons in this form.  I have answered the questions to the 
best of my ability.  
 

PATIENT SIGNATURE:  _____________________________________________  DATE ____________ 
 

PLEASE PRINT NAME: _______________________________________________________ 
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