
  NEW PATIENT INTERVIEW 
DISORDERS OF THE SPINE 

Form #18J     REV 3-20 

What is the main complaint that brought you here today? ____________________________________ 
_____________________________________________________________________________
_____________________________________________________________________________ 

When did your symptoms begin? _____________________________________________________ 

Was there an accident or injury prior to these symptoms?     ☐Yes  ☐No      
*If yes, please complete “Accident Form”

Before this episode, had you ever experienced (mark all that apply): 

☐Neck pain   ☐Back pain   ☐Leg pain   ☐Arm pain     If yes, when? ___________________________________

Have you ever seen a doctor for:  ☐Neck pain   ☐Back pain   ☐Leg pain   ☐Arm pain 
If yes, provide date and name of doctor:  __________________________________________________ 

Do you currently have: ☐Neck pain   ☐Back pain     If yes, describe: __________________________________ 

_____________________________________________________________________________ 

Do you currently have? 

☐Leg pain; If yes, indicate which leg:   ☐Right   ☐Left   ☐Both legs

☐Arm pain; If yes, indicate which arm:   ☐Right   ☐Left   ☐Both arms

If yes, please describe: _____________________________________________________________ 
_____________________________________________________________________________ 

Which is the worst?   ☐Neck pain   ☐Back pain   ☐Leg pain   ☐Arm pain      

What makes your pain worse? _______________________________________________________ 
_____________________________________________________________________________ 

What makes your pain better? _______________________________________________________ 
_____________________________________________________________________________ 

Are your symptoms: ☐Improving   ☐Getting worse   ☐Staying the same 

Are you able to live with the pain?     ☐Yes  ☐No      

For staff use only: 

B/P________ / ________     HR________     RESP________ 

WEIGHT________     HEIGHT________     ☐Right-Handed     ☐Left-Handed     

Name:

Date of Birth:
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Do you have problems with walking?   ☐Yes  ☐No    If yes, describe: _____________________________ 

_____________
_____________________________________________________________________________

________________________________________________________________ 
 
How far can you walk (such as 1 block, 50 feet, etc.)? ______________________________________________ 
 
On a scale from 1 (no pain) to 10 (worst pain), what is your pain level? ________________________________ 
 

Have you noticed any numbness or weakness?   ☐Yes  ☐No    If yes, describe: ______________________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 

 

Have you noticed any changes in your bowel or bladder habits?   ☐Yes  ☐No    If yes, describe: ___________ 
_____________________________________________________________________________ 
_____________________________________________________________________________ 

 

Have you had any treatment on your spine for: ☐Neck pain   ☐Back pain   ☐Leg pain   ☐Arm pain 
*If yes, what treatments have your received? Describe response (pain improved, stayed the same, 
treatment made the pain worse, etc.) and the last date of treatment:   

☐Chiropractic: __________________________________________________________________ 
       Response            Date of treatment      

☐Oral steroids: _________________________________________________________________ 
       Response            Date of treatment      

☐Physical therapy: _______________________________________________________________ 
       Response            Date of treatment      

☐Epidural injections: _____________________________________________________________ 
       Response            Date of treatment      

☐NSAIDS (Advil, Aleve): ____________________________________________________________ 
       Response            Date of treatment      

☐Traction: _____________________________________________________________________ 
       Response            Date of treatment      

☐Other: ______________________________________________________________________ 
       Response            Date of treatment      
 
What testing have you had for the problem? 

Where?  ☐X-rays, date done: _____________ ____________________________________________ 

 Where? ☐MRI, date done: ______________  ___________________________________________ 

 Where? _☐CT scan, date done: ____________ ___________________________________________ 

 Type? Where? ☐Other, date done: ______________ ______________ _______________________ 

 

Are your films (X-rays, MRI images, etc.) and reports here with you today?   ☐Yes  ☐No     
 
If you have a specific question you would like your doctor to answer before you leave today, please write it 
down here: 

_____________________________________________________________________________ 
_____________________________________________________________________________ 
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