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        Non-Spine Follow-Up 
Patient Full Name: ____________________________________ Date of Birth: ___________________
Pharmacy Name: __________________ Phone Number:_________________ ◯Same as Prior Visit 
PCP Name: ________________________ Phone Number:________________ ◯Same as Prior Visit 
Is your problem related to an auto accident? ◯Yes  Date of Accident: ___________________ ◯No 
Is your problem related to a work accident?  ◯Yes  Date of Accident: ___________________ ◯No
Reason for visit: _________________________________________________ Left / Right / Bilateral 
List Contributing events or known causes: ________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do your symptoms include pain?  	Yes / No 

On a scale 0-10 (10 is the worst) how severe is your pain? 
◯ 0 ◯ 1◯2 ◯ 3◯ 4 ◯ 5 ◯ 6 ◯ 7 ◯ 8 ◯ 9 ◯ 10

Frequency of Pain: ◯Constant ◯Intermittent (comes & goes) ◯Progressive ◯Not Progressive 

Describe your Pain: ◯Sharp ◯Dull ◯Stabbing ◯Burning 

Do symptoms Include: 
◯Swelling ◯Weakness ◯Numbness ◯Decreased Range of Motion  ◯Pins / Needles Sensation 

Do you have difficulty:
 ◯Crossing your legs ◯Putting on socks & shoes ◯Getting in/out of the car ◯Getting up or down stairs 

How far can you walk before you notice pain? _____________________________________________

If applicable, is the joint: ◯Popping ◯Locking ◯Clicking ◯Instability/Giving Way 

Since your last visit, treatments of your current problem include: (select and circle all that apply) 
◯Ice/Heat Treatments ◯Use of cane/walker ◯Rest (for how long?) ________________ 
◯Activity Modifications ◯Anti-Inflammatories: Advil, Motrin, Aleve, Tylenol ◯Prescription Medications
◯Physical Therapy Start Date: _______________ End Date: _______________ 
◯Chiropractic Care Start Date: _______________ End Date: _______________
◯Injections from(include physicians name): __________________________________________________
In an effort to make the schedule accessible to all of our patients, we appreciate a 24 hour notice for cancellations and rescheduling of all appointments and procedures. Please be advised the failure to comply with this scheduling policy may result in a $25.00 fee. Please be advised that this policy includes not showing up.

Patient Signature: ______________________________________________ Date: ___________________ 
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