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Todd E. Kerner, M.D./Ph.D.              Thomas A. Rossi, M.D. 
Welcome to Dublin Physical Medicine.   We are excited to meet you.  Please fill out our form so we can get to know you better and help  you out.  

Patient Name:
First:__________________M.I.____________    Last:____________________     Date:  _____________
Birth Date:  
_________________________  Preferred Name:  _________________________________ 

Explain symptoms (back, neck pain) and WHERE are they  (i.e. RIGHT hand, L hip):   _________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________

_________________________________________________________________________________________

Place an ‘X’  where you have pain.  [image: image1.png]


  SHADE IN  where you have weakness, tingling, or numbness.
WHEN did these start?______________________________________________________________________

Accident/injury?   If so, WHEN and explain:______________ ______________________________________
_________________________________________________________________________________________
Please rate your pain, using the legend below:




NONE 
   
 MOD 

     WORST

Now:                            
0   1   2   3   4   5   6   7   8   9   10

            Worst in last month:  
0   1   2   3   4   5   6   7   8   9   10

Least in last month:
0   1   2   3   4   5   6   7   8   9   10
What makes your symptoms WORSE:    _______________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________
What makes your symptoms BETTER:    _______________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________
Which current/previous of these have you tried?   
	Treatment
	
	Did it help?

	Surgery


	
	  Y  /   N

	Epidural, Facet, SI Joint Injections (back, neck) 
	
	  Y  /   N

	Joint injections 


	
	  Y  /   N

	Physical / Water Therapy 


	
	  Y  /   N

	Chiropractic Adjustments 


	
	  Y  /   N

	Acupuncture 

 
	
	  Y  /   N

	Bracing / TENS unit 


	
	  Y  /   N


Which imaging / tests done so far? 
	Modality 
	 

	MRI 


	

	CT scan 


	

	X-ray 


	

	EMG / NCS 


	

	Other 


	


Medical  history  (heart disease,  cancer,  diabetes, etc.)?    _________________________________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________
__________________________________________________________________________________________
Surgical  history  (back, neck, etc.)?    _________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

What is your occupation?   __________________________________________________________________
Are you involved  in any recreational sports or exercise?  _________________________________________ _________________________________________________________________________________________

Do you use consume any:   alcohol            ___________  




smoke           ___________





illicit drugs    ___________ _________________________________________________________________________________________

What diseases run in your family? ____________________________________________________________ _________________________________________________________________________________________
__________________________________________________________________________________________

Current medications and doses  (feel free to just attach a list)?  ___________________________________  _________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What are your allergies  (medications, dyes (iodine), seafood, materials (latex), phobias of needles, etc.)?  __________________________________________________________________________________________
REVIEW OF SYSTEMS:   (please circle only those that apply)

GENERAL:
fatigue, fevers, chills, night-sweats,  headaches, vertigo, weight change (gain / loss)
HEENT:
runny nose, sore throat, cough, difficulty swallowing, hearing, vision changes 
HEART:
chest pain, palpitations, irregular heart rate, difficulty breathing lying down 
LUNGS:
shortness of breath, dyspnea on exertion   
GI:  
diarrhea, constipation, nausea, vomiting,  abdominal pain, blood in stools, fecal incontinence
GU:
retention of urine, pain with urination, blood in urine, urinary incontinence
NEURO:
numbness, tingling, weakness, spasms, spasticity, tremors, cramps   
MUSC:
back,  neck,  shoulder, elbow,  wrist, hand,  hip,  knee, foot, ankle pain, 
VASC:
circulation problems, blanching/cold digits
SKIN:
rashes, itching, open sores

HEME:
blood clots, bleeding tendencies, bruising 
PSYCH:
depression, anxiety, new severe stressors

PHYSICIAN Signature:_______________________________    Date:_____________________
� EMBED PBrush  ���
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