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Dr. John Malloy IV, D.O.

  

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

Problem you are being seen for today: 
◯Neck Pain 			◯Arm Pain 	◯Right ◯Left	◯Arm Numbness ◯Right ◯Left 
◯Low Back Pain 		◯Leg Pain	◯Right ◯Left 	◯Leg Numbness ◯Right ◯Left 
◯Difficulty Walking 
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Have you had this problem in the past? ◯Yes 	◯No

Your localized pain is best described as: 
◯Dull Ache ◯Sharp ◯Burning ◯Electric Shock 

Your radiating pain is best described as: 
◯Dull Ache ◯Sharp ◯Burning ◯Electric Shock

Where is your pain now? (use the diagram to the right) 
Place an X in the area(s) you feel the most pain 
Place an O where you feel numbness/tingling 

Timing of Pain: 
◯Occasional ◯Intermittent 
◯Nearly Constant ◯Constant 

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

Do you experience any of the following? ◯Clumsiness in your hands ◯Difficulty with buttons ◯Changes in handwriting ◯Changes in the way you walk ◯Unsteadiness 
 Please see next page
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Relieving and Aggravating Factors: 
How do the following affect your pain (please select one for each item) 
Lying Down 			◯Improves Pain 	◯No Change 		◯Worsens Pain 
Standing 			◯Improves Pain 	◯No Change 		◯Worsens Pain 
Sitting 				◯Improves Pain 	◯No Change 		◯Worsens Pain 
Walking 			◯Improves Pain 	◯No Change 		◯Worsens Pain 
Exercise			◯Improves Pain 	◯No Change 		◯Worsens Pain 
Coughing/Sneezing 		◯Improves Pain 	◯No Change 		◯Worsens Pain 
Bowel Movements 		◯Improves Pain 	◯No Change 		◯Worsens Pain 

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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