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Patient Name: _______________________________________________________ DOB: ______________ Age: _____ 
 
Place of Birth: City _________________ State___ Country ______ Who referred you to our office? ______________________ 
 
Who is your primary care doctor?  Name: ___________________________ Practice Name: __________________________ 
 
Height: _______ Weight: _______    Please circle:   Male    Female     R-Handed    L-Handed 
 
Where is your pain? ___________________________________________________ 
                                     
Please indicate your area of pain on the body diagram to the right.  ® ® ® ® ® ® 
 
Please rate the intensity of your pain below: 
 
  What is the pain at its WORST? 
 
  No Pain   0       1        2        3        4         5        6         7        8         9         10   Worst Pain 
 
  What is the pain at its BEST? 
 
  No Pain    0       1        2        3        4         5         6          7        8         9       10   Worst Pain 
 
   What is your CURRENT pain level? 
 
   No Pain    0       1         2        3       4          5         6         7         8        9       10   Worst Pain 
 
 

When did your pain start? ___________________________________________________________________________ 
 
Was there an injury or precipitating event?  Yes / No    If yes, please indicate date of injury and describe what happened: ____________ 
 

_____________________________________________________________________________________________ 
 

Have you had any of the following studies?   � MRI      � CT scan     � X-ray      � Myelogram        Date Performed: _____________ 
 
Type of Exam (cervical, lumbar, brain, etc.): ____________________________  Facility: _____________________________ 
 
Have you had back surgery?   Y   /   N     Type/Date/Facility: _____________________________________________________ 
 
 

Please indicate which of the following therapies you have tried FOR THIS PROBLEM and whether they have helped. 
 
NSAIDs         Did it help?    Yes  /   No  /  Not Tried Brace/Collar             Did it help?   Yes  /  No  /  Not Tried  
Physical Therapy       Did it help?    Yes  /   No  /  Not Tried Epidural steroid injections            Did it help?   Yes  /  No  /  Not Tried  
Oral steroids       Did it help?    Yes  /   No  /  Not Tried Chiropractic therapy/OMT                    Did it help?   Yes  /  No  /   Not Tried  
Pain medication       Did it help?    Yes  /   No  /  Not Tried Tens Unit         Did it help?   Yes  /  No  /  Not Tried   
Muscle relaxants        Did it help?    Yes  /   No  /  Not Tried Other:__________________ Did it help?   Yes  /  No  /  Not Tried 
                 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
FOR CLINICAL STAFF ONLY:      BP ____________    P ___________    R ____________    O2 Sat. ____________     
 

CLINICAL SUMMARY: 
 
 
 

 
        
 
 
 

   Intake Clinician Signature: ______________________  



 
 
Patient Name: _____________________________________________  Date of Birth: __________________                 
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Have you seen other doctors for this problem?   Yes   /   No     Name(s): ____________________________________________ 
 
Do you have any areas of numbness?    Yes   /   No      If yes, where? ___________________ When did it begin? ______________ 
 
Do you have any areas of weakness?      Yes   /   No     If yes, where? ___________________ When did it begin? ______________ 
  
Describe the TYPE of pain you are having (circle all that apply): 
 

aching         burning       shooting       sharp  stabbing        dull        cramping        throbbing        gnawing                 
 

sickening     fearful         punishing     cruel       tearing         tender       other: ___________________  
 
Where is the pain most present?  ______________________________________________________________________ 
 
Does the pain radiate from the main area of pain?     Yes   /  No      If yes, to where? ____________________________________ 
 
What makes your pain worse? ________________________________________________________________________ 
 
What makes your pain better? ________________________________________________________________________ 
 
What daily activities are currently affected by your pain/discomfort (e.g., washing dishes, getting the mail, cooking)? _____________ 
 

_____________________________________________________________________________________________ 
 
What is the ONE most important activity you wish you could do today, but can’t do because of your pain? ____________________ 
 

_____________________________________________________________________________________________ 
 
What are you currently taking for pain control? _______________________________ Dosage/Frequency: _______________ 
 
Prescribing Physician: ________________________________________________ Phone No. _____________________ 
 
Did you complete a Universal Medication Form?   Yes   /   No         ALLERGIC TO IODINE OR SHELLFISH?  Yes  /  No 
 
OTHER ALLERGIES? Please indicate type: _____________________________________________________________ 
 
Do you currently take ASPIRIN?  Yes  /   No    Other BLOOD THINNERS?   Yes  /  No     If yes, please list: __________________ 
 

_____________________________________________________________________________________________ 
 
 
FAMILY PAST MEDICAL HISTORY: 
 

Mother: _______________________________________________ Living?    Yes / No        Current age or age at death: ____ 
 
Father: _______________________________________________  Living?     Yes / No        Current age or age at death: ____ 
 
Other history of family illness?    Yes / No    If yes, please list: __________________________________________________ 
 
 
SOCIAL HISTORY:  
 

� Single        � Married        � Divorced        � Widowed         Children:    Yes / No        How many?  _________________ 
 

Are you currently working?      Yes / No         Full-time  /  Part-time  /  Retired      Occupation: ____________________________ 
 

Do you currently smoke?       Yes / No      How much per day? _____________   For how many years?  __________________ 
 

Did you previously smoke?   Yes / No         How much and for how many years? __________ Quit date: _________________ 
 

Do you drink alcohol?              Yes / No      How much?  __________________   How often?  _________________________     
  

Do you use illicit drugs?          Yes / No    Current or Prior? _______________  Name of Drug(s):  _____________________ 
 
Did you serve in the Military?  Yes / No       Current or Prior? _______________  Branch: ____________________________ 
 
Highest Level of Education (please circle):   Grammar School   /   High School   /   College        Degree: ______________________ 
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  REVIEW OF SYSTEMS 
        
 

                      Today’s Date: ___________ 

Patient Name: __________________________________________  Date of Birth: ___________ 
 
Are you CURRENTLY experiencing any of the following symptoms? Please check all that apply TODAY: 
 
CONSTITUTIONAL                                  GASTROINTESTINAL        NEUROLOGICAL 
�  Fever   �  Indigestion           �  Headaches  
�  Chills            �  Heartburn           �  Weakness 
�  Fatigue           �  Dry Mouth                  �  Numbness 
�  Weakness           �  Nausea            �  Tingling 
�  Weight Loss          �  Vomiting         �  Fainting 
�  Weight Gain          �  Regurgitation           �  Clumsiness 
�  Night Sweats              �  Abdominal Pain        �  Blackouts 
�  Difficulty Sleeping             �  Loss of Appetite        �  Tremors 
�  Decline in Health         �  Bloody Stools          �  Seizures 
             �  Diarrhea                    �  Paralysis 
OPHTHALMOLOGY (EYES)       �  Constipation                 �  Memory Loss     
�  Blurry Vision           �  Jaundice                   �  Slurred Speech  
�  Double Vision          �  Rectal Bleeding          �  Dizziness 
�  Eye Pain                     

�  Vision Loss          OTOLARYNGOLOGY (EAR/NOSE/THROAT)      
�  Sensitivity to Light            �  Trouble Hearing           RESPIRATORY 
�  Dry Eyes                   �  Ringing in the Ears         �  Chronic Cough  
                 �  Vertigo (Spinning)       �  Coughing Blood 
                          �  Ear Pain              �  Short of Breath  
CARDIOVASCULAR        �  Ear Discharge                  �  Wheezing      
�  Chest Pain                                 �  Hoarse Voice               �  Recent Chest X-Ray                           
�  Palpitations          �  Trouble Swallowing             
�  Short of Breath on Exertion                                 HEME/LYMPHATIC 
�  Swelling of Legs          ENDOCRINE         �  Abnormal Bleeding    
�  Varicose Veins              �  Heat Intolerance                 �  Abnormal Bruising 
�  Leg Pain with Walking          �  Cold Intolerance                 �  Nose Bleeds 
�  Fainting                  �  Weight Loss               �  Swollen Glands 
�  Recent EKG               �  Weight Gain     
                   �  Excessive Appetite       GENITOURINARY 
MUSCULOSKELETAL        �  Increased Thirst           �  Incontinence - Bowel 
�  Neck Pain             �  Excessive Urination       �  Incontinence – Bladder 
�  Back Pain           �  Change in Sweating            �  Frequency/Urgency 
�  Muscle Stiffness                     �  Painful Urination 
�  Muscle Cramps           SKIN/INTEGUMENTARY      �  Blood in Urine   
�  Joint Pain              �  Hair Loss                                        
�  Joint Swelling          �  Nail Changes          PSYCHIATRIC     
�  Joint Stiffness                 �  Dryness         �  Feeling Depressed  
�  Instability/Falls                  �  Itching           �  Memory Loss    
                    �  Suspicious Moles                                     �  Disorientation 
                       �  Skin Rash                  �  Hallucinations  
                       �  Suicidal Thoughts 
                



 PAST MEDICAL/SURGICAL HISTORY 
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         Today’s Date:  ______________

Patient Name: _______________________________________________   Date of Birth:  ______________ 

Have you EVER had or been diagnosed with any of the following? Please check ALL that apply: 

NEUROLOGICAL (BRAIN & SPINE) CARDIOVASCULAR 
�  Stroke (CVA)   �  Mini-Stroke (TIA) �  High Blood Pressure      �  Chest Pain 
�  Seizures   �  Fainting �  High Cholesterol    �  Heart Murmur 
�  Tumor   �  Paralysis  �  Atrial Fibrillation        �  Heart Attack 
�  Headaches   �  Parkinson’s Disease  �  Congestive Heart Failure   �  Varicose Veins 
�  Migraines   �  Restless Leg Syndrome (RLS) �  Mitral Valve Prolapse      �  DVT - Blood Clot 
�  Family History of Neurological Disease �  Pacemaker/Defibrillator 

�  Peripheral Vascular Disease/Poor Circulation 
RESPIRATORY �  Open Heart Surgery - Date: _____________________ 
�   Asthma   �  Bronchitis  �  Cardiac Stents  - Date:   _________________________ 
�   COPD   �  Emphysema  �  EKG  - Date:  ________________________________ 
�   Pneumonia    �  Shortness of Breath 
�   Sleep Apnea      �  Use CPAP Machine  ENDOCRINE 
�   Use Oxygen     �  Pulmonary Embolism (PE) �  Thyroid   �  Diabetes 
�   Tuberculosis      �  Chronic Cough 

GENITOURINARY 
GASTROINTESTINAL �  Bladder Infections     �  Kidney Stones 
�  Acid Reflux (GERD)   �  Peptic Ulcers (Stomach) �  Enlarged Prostate (BPH)   �  Kidney Infections 
�  Abdominal Pain    �  Nausea �  Kidney Failure/Dialysis   �  Kidney Dysfunction 
�  Diverticulosis      �  Hemorrhoids 
�  Ulcerative Colitis   �  Irritable Bowel Syndrome OPHTHALMOLOGY (EYES) 
�  Vomiting   �  Loss Of Appetite �  Wear Glasses/Contacts   �  Glaucoma 
�  Rectal Bleeding �  Macular Degeneration 

�  Cataract:   Please Circle:    Right      Left 
DERMATOLOGY �  Blindness: Please Circle:   Right      Left 
�  Rashes   �  Psoriasis  
�  Fungal Infections   �  Delayed Healing of Wounds OTOLARYNGOLOGY (EAR/NOSE/THROAT) 
�  Skin Cancer  �  Ear Infections   �  Sinus Problems 

�  Vertigo (Spinning)   �  Hearing Loss 
MUSCULOSKELETAL 
�  Osteoarthritis   �  Rheumatoid Arthritis HEMATOLOGIC/IMMUNE SYSTEM 
�  Gout     �  Fibromyalgia �  Low Platelet Count   �  Anemia 
�  Lupus       �  Connective Tissue Disease �  Bleed/Bruise Easily   �  Bleeding Disorder 
�  Knee Replacement -  Please Circle:  Right    Left �  Lymphoma    �  Leukemia 
     Date: __________  �  Hepititis B    �  Hepatitis C 
�  Hip Replacement  -   Please Circle:  Right     Left   �  HIV/AIDS 
     Date: __________ 

GYNECOLOGICAL 
PSYCHIATRIC  �  Currently Pregnant   �  Menopause 
�  Bipolar   �  Schizophrenia �  Hysterectomy 
�  Anxiety   �  Depression   �  Previous Pregnancies: # _____ 
�  Suicidal Thoughts �  Previous Deliveries:  #_______ 

CANCER:    
Type: ________________________________________  �  Chemotherapy       �  Radiation 
Other Treatment: ________________________________________________________________________ 

PRIOR SURGERIES, IMPLANTS or HOSPITALIZATIONS not indicated above (include dates): ______________ 
_____________________________________________________________________________________________ 
______________________________________________________________________________________________ 



UNIVERSAL MEDICATION FORM 

Patient Name / DOB:           
Today’s Date:           

 
PHARMACY NAME PHONE NUMBER LOCATION   

        

COVID VACCINES VACCINES: Date of Last Dose HEIGHT WEIGHT 

 1st Dose: Flu:   
 2nd Dose: Pneumonia:   
 Booster: Shingles:   

ALLERGIES / DESCRIBE REACTION:  
 

 

*I grant permission for SC Pain & Spine Specialists, LLC to review my pharmacy record online:     YES  / NO _____(initial) 

 
Please list all current medications: Include prescription and over-the-counter medications such as aspirin, anti- 
inflammatories or antacids, as well as herbal supplements and vitamins, ginseng, garlic, fish oil, etc.  
Also include medications taken as needed like nitroglycerin. 
 

 

PATIENT TO COMPLETE STAFF to complete at each Date of Service 

Current Medications Dose 
How often do 
you take the 
medication? 

       
 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

Please list the provider that prescribes any anticoagulant, antiplatelet, or “blood thinner” medication(s) for this patient: 
 
                
 
 
Staff Initials Staff Signature      Staff Initials Staff Signature 
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UNIVERSAL MEDICATION FORM 

Patient Name / DOB:           
Today’s Date:           

 
 

PATIENT TO COMPLETE STAFF to complete at each Date of Service 

Current Medications Dose 
How often do 
you take the 
medication? 

       
 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

                 

Please list the provider that prescribes the anticoagulant, antiplatelet, or “blood thinner” medication(s) for this patient: 
 
                
 
 
Staff Initials Staff Signature      Staff Initials Staff Signature 
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PATIENT REGISTRATION FORM 

         Updated 11/11/21 

Patient First Name:_________________________   Middle Initial:    Last Name: 

Street Address:   

   City: _____________________________       State: _____________ Zip Code: 

Primary Phone Number:   Secondary Phone Number: 

Social Security No.: _______________________ Date of Birth: ___________________   Sex:   Male /  Female 

Marital Status:              � Single         � Married         � Separated         � Divorced        � Widowed 
Employment Status:     � Full time        � Part time       � Retired         � Unemployed         � Student

Employer/School: _____________________________________________________ Phone: _____________________ 

Emergency Contact/Release Medical Information: __________________________________________________________ 

Relationship: ___________________________________________  Phone: __________________________________ 

Referring Physician:  ______________________________________  Phone: __________________________________  

� I authorize SC Pain & Spine Specialists to leave messages including Personal Health Information on my voicemail.

�� I authorize SC Pain & Spine Specialists to contact me via email and text message with appointment reminders,
review requests, & general healthcare information. You may receive messages from us, our affiliates, & 3rd-party 
vendors that perform services on our behalf. Messages sent to you via email & text are not confidential methods of 
communications & may not be secure. Your consent is not a condition of services. Message & Data rates may apply. 

Email address:   Cell number for text message: 

INSURANCE INFORMATION 

Primary Insurance:         Effective Date:   

Address: ________________________________________________________ Phone: _________________________  

Guarantor: ______________________________________________________  Relationship:_____________________ 

Group No.: _________________________ ID No.: _______________________  Subscriber Date of Birth: _____________ 

Secondary Insurance:  Effective Date: 

Address: ________________________________________________________ Phone: _________________________  

Guarantor: ______________________________________________________  Relationship:_____________________ 

Group No.: _________________________ ID No.: _______________________  Subscriber Date of Birth: _____________ 

Authorization for release of information and to pay insurance benefits: SC Pain & Spine Specialists, LLC is hereby authorized to release 
information to healthcare providers that have referred me to this physician or who may benefit from this information as they care for me 
in the future. I authorize release of medical information to my insurance carrier, their utilization management agency, my employer, or 
any other agency that may be assisting in payment for my care. In the event of hospitalization, I hereby assign payment to SC Pain & Spine 
Specialists, LLC for surgical and/or medical benefits otherwise payable to me. 

________________________ 
Date 

________________________ 

________________________________________________________ 
Patient Signature (if parent of guardian, please indicate relationship to patient)  

________________________________________________________ 
SCP&SS Representative  Date 
















