
South Texas Orthopaedic & Spinal Surgery Associates, P.A. 
Patient History Form 

 
ACCT#: ____________________________    DATE: __________________________________________________________  
Patient’s Legal Name: __________________________________________________________________________________  
Age: _________  Date of Birth: _________________ Education (Highest level attained): ______________________________  
Primary Care Physician: _________________________________________________________________________________  
Referring Physician: ____________________________________________________________________________________  
REASON FOR VISIT: My area of pain or complaint(s) is/are: 
 
 
 
 
 
 
 
 
 
 
Part of your body experiencing the GREATEST pain:  
Pain Location: _______________________ Date of Onset _______________ Rated at (0=none, 10=unbearable): ______ 
Pain Location: _______________________ Date of Onset _______________ Rated at (0=none, 10=unbearable): ______ 
Pain Location: _______________________ Date of Onset _______________ Rated at (0=none, 10=unbearable): ______ 
 

The pain was:   � gradual     � sudden     � following an injury on: ___________________ 
Please indicate:  � no prior low back pain     � no prior neck pain                
 
MID TO LOW BACK:    � Numbness and/or Tingling: part of lower body: _______________  � right   � left  � both sides 
Pain quality:   �  aching     �  sharp     �  burning     �  cramping     �  stabbing  
Pain location: �  middle of lower back     �  left side     �  right side     �  both sides     �  across buttock/back 
 
NECK:      � Numbness and/or Tingling: part of upper body: _______________  � right   � left  � both sides 
Pain quality:   �  aching     �  sharp     �  burning     �  cramping     �  stabbing 
Pain location: �  middle of lower back     �  left side     �  right side     �  both sides     �  across buttock/back 
 
DOMINANT HAND:  �  L �  R 
 
TREATMENT HISTORY FOR CURRENT PROBLEM 
 

Medications Taken for Current Symptoms:  Steroidal Anti-inflammatories:   � Medrol Dosepak    � Other:_______________  
Nonsteroidal Anti-inflammatories:   � Aleve   � Aspirin   � Motrin   � Celebrex   � Mobic   � Other: _____________________ 
Pain Relievers:    � Tylenol   � Darvocet   � Tramadol   � Ultram   � Norco   � Vicodin   � Other: ______________________ 
Muscle Relaxers:   � Flexeril   � Skelaxin   � Soma � Other: _____________________ 
 
Have you had physical therapy for this problem?  � No   � Yes-  Duration: ____________ Date of Last Session: ____________ 
 

Please check any injection treatment(s) received for this problem: � Epidural steroid   � Facet   � Trigger Point   � Hardware     
� Nerve root block   � Other: ______________________ 
 
PAST MEDICAL HISTORY:  
Medication allergies: ___________________________________________________________________________________  
Medications you currently take: ___________________________________________________________________________  
____________________________________________________________________________________________________  
____________________________________________________________________________________________________  

 



 

PAST SURGICAL HISTORY:  
Check any previous spinal surgeries and when they happened: 
�  None             �  Cervical- _________________     �  Thoracic- __________________     �  Lumbar- __________________  

 

Check all other surgeries: � None   � Appendectomy   � Cardiac   � Tonsillectomy   � Wisdom teeth removal   � Gall bladder  
� Thyroid   � Other Orthopaedic Surgery _______________   � Hernia Repair   � Breast   � Other _____________________ 
 
PAST MEDICAL HISTORY: check all that apply 
 

Musculoskeletal/Joints:      � Muscular Disease     � Arthritis              
Neurological:                        � Headaches     � Migraines     � Seizures/Epilepsy     � Strokes 
Metabolic:                             � Diabetes     � Thyroid Problems  
Bleeding Disorders:             � Anemia     � Blood Cots     � Bleeding Problems  
Urinary:       � Blood in Urine     � Frequent Urination     � Trouble Starting Urination  
                      � Trouble Stopping Urination     � Pain with Urination     � Prostate Disease     � Kidney Disease  
Respiratory:   � Asthma     � Bronchitis     � COPD     � Emphysema     � Pneumonia     � Tuberculosis     
Cardiovascular:      � Chest Pain     � Mitral Valve Prolapse     � Irregular Heartbeats     � High Blood Pressure 
                                      � Shortness of Breath  
Reproductive:         � Infections     � Herpes     � Venereal Disease 
Gastrointestinal:   � Stomach Ulcers     � Gallbladder Problems     � Pancreatitis     � Colitis 
                                 � Blood in Stool     � Hiatal Hernia     � Liver Disease     � Constipation     � Jaundice      
                                 � Loss of Bowel Control     � Hepatitis      
Cancer:     � Lung     � Breast     � Colon/Intestinal     � Stomach     � Prostate     � Skin     � Bone 
                  � Kidney     � Other Malignancy- ______________________ 
Immunological Diseases:    � HIV Infection/AIDS 
Women Only:    �  Endometriosis    Are you on birth control?  � No   � Yes    Are you pregnant?  � No  � Yes   Due Date: ___________ 
 
How long ago was your last complete physical?  _______________   Were there any abnormal findings?    �  No     �  Yes     
Describe:_____________________________________________________________________________________________  
 
Do you smoke NOW?    �  No     �  Yes     Packs per day: ___________ for _____________ years  
Did you smoke in the past?     �  No     �  Yes     Packs per day: ___________ for _____________ years  
Do you drink alcoholic beverages?    �  No     �  Yes     Drinks per week:_________ for ___________ years  
Do you have a history of drug abuse?     �  No     �  Yes     Please describe: _______________________________________  
 
SOCIAL HISTORY: 
   Patient’s Marital Status:      �  Married     �  Single     �  Widowed     �  Divorced     �  Separated 
   Number of children ___________      Hobbies: ___________________     Spouse occupation: ________________________     
 
FAMILY HISTORY: check any problems that apply and note the family member 
� diabetes ______________________     �  high blood pressure ___________________    �  neck pain ________________  
� heart disease __________________     �  low blood pressure____________________      �  other ___________________  
� vascular disease _______________      �  cancer _____________________________      
 
OCCUPATIONAL HISTORY: 
Occupation:___________________________________________________________________________________________  
Employer: ____________________________________________________ Hire Date: _______________________________  
Presently working:    �  Yes     �  No     If no, how long have you been off work? ____________________________________  
 
I hereby certify by my signature that the medical information given on this form is correct and complete to the best of my 
knowledge 
 
________________________________________      __________________     _____________________________________  
Patient Signature                                                              Date                                   Verified by Physician/Nurse 



South Texas Orthopaedic & Spinal Surgery Associates, P.A. 
Patient Pain Diagram 

 
ACCT#: ____________________________    DATE: _____________________ 
Patient’s Name: ________________________________________________________________________________ 
 
INSTRUCTIONS: Use the appropriate symbol(s) below (as many as needed) and rate each 
 
Pain Severity Scale:  MILD  --  1   2   3   4   5   6   7   8   9   10  --  INTOLERABLE 
 

   NUMBNESS    (SYMBOL:  * )        PINS & NEEDLES   (SYMBOL:  O )   
        

       How would you rate this pain: ________                   How would you rate this pain: ________     
 

   BURNING   (SYMBOL:  x )        DEEP ACHE OR PAIN  (SYMBOL:  A )   
         

               How would you rate this pain: ________                    How would you rate this pain: ________    
 

   STABBING   (SYMBOL:  / )   
        

               How would you rate this pain: ________    
 

 
        

 
 
 


