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 SPINE FOLLOW-UP QUESTIONAIRE 
Rev 10/20/10 

 
Name:__________________________________   Date of Visit:__________________ 
 
Male ○                Female ○      Date of Surgery:________________ 
 
Height:__________  Weight:___________    Age Today:____________________ 
 
Referring Doctor:_________________________      Primary Doctor:________________ 
 
What is the purpose of your visit today?  
 

o Review MRI / CT /  xrays 
o Review injection  results (Injection date:_________) 
o Routine follow-up 
o Post-Operative Follow-up (Surgery date:_________) 
o Other__________________________________________________________________________

_______________________________________________________________________________ 
 
♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦ 
Please complete all information. You may select more than one answer per question. Feel free to add 
additional information in the margins. Thank you for taking your time to fill this out completely. 
♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦ 
 

Pain Drawing: Mark these drawings using the symbols that best describe your pain quality: 
Numbness:+++       Pain: >>>      Burning: ---------- 
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The following lines represent pain of increasing intensity from “no pain” to “very severe pain.” 
Draw ONE vertical mark on each of the lines below to best describe: 

Your pain right now: 
♦---------------------------------------------------------------------------------------------------------------------------♦ 
No Pain(0)                Worst Possible Pain(10) 

 
The average intensity of your pain at it's worst: 

♦---------------------------------------------------------------------------------------------------------------------------♦ 
No Pain(0)                          Worst Possible Pain(10) 
 
Compared to your last visit, are your symptoms? 
 
[ ] Improved           [ ] Worse                  [ ] Same         [ ] Different          
 
 
 
What pain brings you here today? 
[ ] Neck Pain 
[ ] Upper Back Pain 
[ ] Lower Back Pain 
[ ] Right Leg Pain 
[ ] Left Leg Pain 
[ ] Pain in Both Legs 
 
If you have neck pain, what percent is neck 
pain and what percent is arm pain? 
______% Neck                             ______% Arm 

 
[ ] Right Arm Pain 
[ ] Left Arm Pain 
[ ] Pain in Both Arms 
[ ] Scoliosis 
[ ] Other – Specify 
 
 
If you have back pain, what percent is back 
pain and what percent is leg pain? 
______% Back                                ______% Leg 

 
 
Current Medications– 
What medications are you currently taking, and for what medical problem? Attach list or use back if necessary 
Name:                                   Dosage:                           Frequency:                  Notes: 
 
_____________________   ____________________   _________________  _______________________ 
 
_____________________   ____________________   _________________  _______________________ 
 
_____________________   ____________________   _________________  _______________________ 
 
_____________________   ____________________   _________________  _______________________ 
 
_____________________   ____________________   _________________  _______________________ 
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