
Medical History 

SPINE - NEW PATIENT INTAKE 
 
 

 
Patient Name:   Date:   

DOB:  / /  Age:   Height:   Weight:   

Referring Provider :   Pain management doctor :   

Have you been participating in physical therapy?: Location   Frequency   Duration   
 

 

Family Self 
 

 
 
 
 
 
 
 
 
 

 

 
Diabetes 

High blood pressure 

Coronary artery disease 

Heart attack 

Atrial fibrillation 

Congestive heart failure (CHF) 

Heat valve problem 

Pace maker 

Angina 

Asthma 

COPD / Emphysema 

Bleeding disorder 

DVT / Blood Clots 

HIV / AIDS 

Family Self Family Self 
Arthritis 

Lupus (SLE) 

Crohn’s disease 

IBS 

Fibromyalgia 

Migraine headaches 

Thyroid disease 

Peripheral vascular dis. 

Peripheral neuropathy 

Psoriasis 

Multiple sclerosis 

Sleep apnea 

Renal (Kidney) disease 

Alzheimer’s disease 

 
Parkinson’s disease 

GERD 

Depression 

Bipolar disorder 

Schizophrenia 

Hepatitis (liver disease) 

Cirrhosis 
Stroke 

Osteoporosis 

Spinal stenosis 

Scoliosis 

Obesity 

Drug abuse 
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ALLERGIES TO MEDICATIONS:   

 
Alcohol use:    

Tobacco use:     

Marijuana use:    

Illicit drug use:   

Level of education:     

Profession:    

Employment status:    

Work related injury or lawsuit pending:    

Medication Dose Frequency 



Date 

Surgical history (List spine surgeries first) 

Type of surgery Surgeon 

Describe any history of neck or back pain prior to your current issue 

What is the nature of your office visit today? 

Patient Name:   
 

 

 

 
Continue to next page—this section for Office Use—Please do not write below this line 

[ ORIGIN / LOCATION / TIMING ] 
[ CHARACTER / INTENSITY ] 
[ RADIATION / NUMBNESS / TINGLING ] 
[ WEAKNESS ] 
[ CLAUDICATION / GAIT INSTBILITY / POSTURAL INSTABILITY ] 
[ CLUMSINESS IN HANDS / GAIT SPASTICITY ] 
[ BOWEL DYSFUNCTION / BLADDER DYSFUNCTION / SEXUAL DYS- 
FUNCTION ] 

 
[ ONSET] 
[ PROGRESSION ] 
[ IMPROVING / STABLE / WORSENING ] 
[ IMPROVES ] 
[ WORSENS ] 
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Impact on Lifestyle (check all areas that are negatively impacted due to your present symptoms) 

Patient Name:   
 

Review of systems 

Fever 

Chills 

Chest Pain 

Pounding in chest 
Shooting pain 

Weakness 

Headaches 

Confusion 

 Neck pain 

 Back pain 

Sweats 

Fatigue 

Weight loss   

Swelling in feet/ankles 

Shortness of breath 

Cough 

Numbness 

Tingling 

Difficulty walking 

Memory loss 

Speech difficulty 

Vision loss 

 Joint pain/swelling 

 Use of cane/walker 

 Blurred vision 

 Weight gain   Wheeze Poor balance Seizures  Hearing loss 

Nausea 

Vomiting 
Incontinence of stool 

Frequent urination 

Ringing in ear 

Sore throat 

Anxiety 

Depression 

Chng in hat/ring/shoe sz. 

Heat intolerance 

 Heartburn 

 Diarrhea 

 Constipation 

 Blood in stool 

Urinary urgency 

Painful urination 

Urinary incontinence 

Sexual dysfunction 

Sinus congestion 

Itching 

Rash 

Skin lesion 

Difficulty sleeping 

Easy bruising 

Easy bleeding 

Swollen lymph nodes 

Cold intolerance 

Excessive thirst 

Excessive hunger 

 

Employment/work Sleep Exercise/Fitness Weight loss/gain Enjoyable activities Outdoor activities 

Household chores Activates of daily living Personal hygine Mental well-being 

 

 
Rest Activity modifications Ice/heat therapy Bracing Over the counter pain medications 

Prescription Strength pain medications Spinal injections Radio Frequency Ablation Massage therapy 

TENS unit Traction Chiropractics Acupuncture Other:  
 
 

Continue to next page—this section for Office Use—Please do not write below this line 
 
 
 
 
 
 
 

 
 

Gen: 
CV: 
Pulm: 
Skin: 
Eyes: 
MSK: 

Neuro: 
GCS / CN 
Sensation 
Motor 
Reflexes 
Posture/Stance/Gait: 
VAS back/arm: 
ODI back: 
VAS neck/arm: 
ODI neck: 
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What have you tried in order to improve your symptoms? 



This Section Used for Physician Drawings 

Dx/Plan   

Patient Name:   Date:   
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Oswestry Low Back Disability Questionnaire 
 

 

Oswestry Low Back Pain Disability Questionnaire 

Instructions 
This questionnaire has been designed to give us information as to how your back or leg pain is affecting 
your ability to manage in everyday life. Please answer by checking ONE box in each section for the 
statement which best applies to you. We realise you may consider that two or more statements in any one 
section apply but please just shade out the spot that indicates the statement which most clearly describes 
your problem. 

Section 1 - Pain intensity 

  I have no pain at the moment 

 The pain is very mild at the moment 

 The pain is moderate at the moment 

 The pain is fairly severe at the moment 

  The pain is very severe at the moment 

 The pain is the worst imaginable at the 
moment 

 
Section 2 - Personal care (washing, dressing etc) 

 I can look after myself normally without 
causing extra pain 

  I can look after myself normally but it 
causes extra pain 

It is painful to look after myself and I am 
slow and careful 

I need some help but manage most of my 
personal care 

I need help every day in most aspects of 
self-care 

  I do not get dressed, I wash with difficulty 
and stay in bed 

Section 3 - Lifting 

 I can lift heavy weights without extra pain 

 I can lift heavy weights but it gives extra pain 

 Pain prevents me from lifting heavy weights off 
the fioor, but I can manage if they are 
conveniently placed eg. on a table 

 Pain prevents me from lifting heavy weights, 
but I can manage light to medium weights if 
they are conveniently positioned 

 I can lift very light weights 

 I cannot lift or carry anything at all 

 
Section 4 - Walking• 

D Pain does not prevent me walking any distance 

D Pain prevents me from walking more than 
1 mile 

D Pain prevents me from walking more than 
112 mile 

D Pain prevents me from walking more than 
100 yards 

D I can only walk using a stick or crutches 

D I am in bed most of the time 
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Oswestry Low Back Disability Questionnaire 

Section 5 - Sitting 

D I can sit in any chair as long as I like

D I can only sit in my favourite chair as long as
I like 

D Pain prevents me sitting more than one hour

D Pain prevents me from sitting more than
30 minutes 

D Pain prevents me from sitting more than
10 minutes 

D Pain prevents me from sitting at all 

Section 6 - Standing 

D I can stand as long as I want without extra pain

D I can stand as long as I want but it gives me
extra pain 

D Pain prevents me from standing for more than
1 hour 

D Pain prevents me from standing for more than
30 minutes 

D Pain prevents me from standing for more than
10 minutes 

D Pain prevents me from standing at all

Section 7 - Sleeping 

D My sleep is never disturbed by pain

D My sleep is occasionally disturbed by pain

D Because of pain I have less than 6 hours sleep

D Because of pain I have less than 4 hours sleep

D Because of pain I have less than 2 hours sleep

D Pain prevents me from sleeping at all

Section 8 - Sex life (if applicable) 

D My sex life is normal and causes no extra pain 

D  My sex life is normal but causes some extra 
pain 

D My sex life is nearly normal but is very painful 

D My sex life is severely restricted by pain 

D My sex life is nearly absent because of pain 

D Pain prevents any sex life at all 

Section 9 - Social life 

D  My social life is normal and gives me no extra 
pain 

D  My social life is normal but increases the 
degree of pain 

D  Pain has no significant effect on my social life 
apart from limiting my more energetic interests 
eg,sport 

D  Pain has restricted my social life and I do not go 
out as often 

D Pain has restricted my social life to my home

D I have no social life because of pain

Section 10 - Travelling 

D I can travel anywhere without pain 

D I can travel anywhere but it gives me extra pain 

D  Pain is bad but I manage journeys over two 
hours 

D  Pain restricts me to journeys of less than one 
hour 

D  Pain restricts me to short necessary journeys 
under 30 minutes 

D Pain prevents rne from travelling except to 
receive treatment 

References 
1.  Fairbank JC, Pynsent PB. The Oswestry Disability Index. Spine 2000 Nov 15;25(22):2940-52;

discussion 52.
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 Address: ------------------------------------------------------------------------   

        

    

Home Phone: (___J  Cell Phone:(___J  Work Phone:LJ    

Emergency Contact:  Phone: (___J   Relationship:   

  

         

Employers Name ----------------------------------------------------------------------------------------------------------- ­ 
Address:                                                                                                                                                                  
City:   State:   Zip:  Phone:  (___J   

Name of Primary Insurance:        

Policy#:  Policyholder Name:      

Relationship to Patient:   DOB:   Phone:(___J    

If Company Policy, Employer Name:    Group#: _ 

Name of Secondary Insurance:         

Policy#:  _ Policyholder Name:     _ 

Relationship to Patient:   DOB:  Phone:(___J __    

If Company Policy, Employer Name:   Group#:   _ 

The information above is true to the best of my knowledge. I authorize my insurance benefits to be paid directly to my physician here at 
Coastal Neurology and Neurosurgery. I understand that I am financially responsible for balance that is due before and after my insurance 
has been paid. I also authorize Coastal Neurology and Neurosurgery to obtain/release any ofmy information required to process any claims. 
Ifmy insurance does not pay the claim within 30 days of submission, I will be responsible for payment ofthe claim. 

Patient Signature:  _ Date:   

COASTAL 
Neurology & eurosurgery 

PLEASE FILL OUT THE FOLLOWING COMPLETELY 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 
 
 
 

301 W. Northern Lights Blvd. Ste 400 * Anchorage 99503 
P: 907-563-4810 * F: 907-563-4811 

www.cnnsalaska.com 

http://www.cnnsalaska.com/


COASTAL 
Neurology & eurosurgory 

 
 
 

AUTHORIZATION TO USE AND/OR DISCLOSE HEALTH INFORMATION 
 

 
Patient name:   D.O.B:.  SSN#  

I authorize Coastal Neurology and Neurosurgery: 

 Obtain my medical records from:  Release my medical records to: 
 
 
 

 
By initialing the spaces below, I specifically authorize the use or disclosure of the following health information and/or 
records, if such information and/or records exist: 
 Please send the entire medical record (all information) to the above named recipient. 

OR 
All hospital records (including nursing records & progress notes! 
Operative reports 
Medical records needed for continuity of care 
Most recent five-year history 
Emergency and urgent care records 

Office chart notes 
Laboratory reports 
Pathology reports 
Diagnostic imaging/X-ray reports 
Billing statement/Full account ledger 

Other:   
 
 
 

*The following items must be initialed to be included in the use or disclosure of other health information 
 *HIV/AIDS related health information and/or records 
 *Mental health information and/or records 
 •Genetic testing information and/or records 
 *Drug/alcohol diagnosis, treatment and/or referral information (Federal regulations require a description of how 

much and what kind of information is to be disclosed. Federal law prohibits the re-disclosure of such information) 
 *Psychotherapy notes (If this authorization is for the use and/or disclosure of psychotherapy notes, then it cannot be 

combined with any other authorization.) 

Except to the extent that action has already been taken in reliance upon the authorization, I understand that I may revoke this 
authorization at any time by giving written notice to the Medial Records Department at CNN. Unless revoked earlier, this 
authorization will expire 180 days from the date of signing or upon.  

(Expiration Date) 
 
 
 

 
Signature of Individual or Individual's Legal Representative Date 

 
 

Print Name of Legal Representative (if Applicable) Date 
 
 
 
 
 
 

 
301 W. Northern Lights Blvd. Ste 400* Anchorage 99503 

P: 907-563-4810 * F: 907-563-4811 
www.cnnsalaska.com 

http://www.cnnsalaska.com/


HIPAA ACKNOWLEDGMENT 
*In order for Coastal Neurology and Neurosurgery to comply with Federal government regulations, we

are required to have a document available for you to review that explains our Patient Privacy 
lnformation/HLPAA policy. If you wish to review, please ask our front desk receptionist for a copy of this 

policy* 
l hereby acknowledge that have been offered, received or viewed a copy of Coastal Neurology and 
Neurosurgery's Notice of Privacy Practices. 
With my consent, Coastal Neurology and Neurosurgery may use and disclose protected health 
information about me to carry out treatment, payment, and healthcare operations as discussed in the 
NPP. 
With my consent, Coastal Neurology and Neurosurgery may call my home or other designated 
location and leave a message on voicemail or in person in reference to any items that may assist the 
practice in providing my healthcare. 
With my consent, Coastal Neurology and Neurosurgery may mail or email to my home or other 
designated location any items that assist the practice in providing my healthcare. 
I may revoke this consent in writing, except to the extent that the practice has already made 
disclosures relying upon my prior consent. If I do not sign this consent, Coastal Neurology and 
Neurosurgery may decline to provide treatment to me. 

COASTAL 
Ne1.1rology & eu'osurgery 

Release of information to Friends and/or Family 

I authorize Coastal Neurology and Neurosurgery to release some or all medical records, medication(s), 
financial and appointment information to the following persons: 

Name Relationship to Patient DOB 

• 
• 
• 

1 hereby consent to the use or disclosure of my individually identifiable health information by Coastal Neurology and 
Neurosurgery to carry out the treatment, obtain payment from my insurance company, and continuation of care with any 
of my past, present or future healthcare providers. At any time, 1 have the right to void this consent; such void must be 
submitted in writing to Coastal Neurology and Neurosurgery. By signing below, I have read and understood all sections 
of this policy. 

Patient Signature:  Date:.

Representative, if applicable: Date: _ 

For Clinic Use 

__ Patient Refused to Sign Patient Unable to Sign Because  

Employee Signature:  Date: _ 

301 W. Northern Lights Blvd. Ste 400* Anchorage 99503 
P: 907-563-4810 * F: 907-563-4811 

www.cnnsalaska.com 

http://www.cnnsalaska.com/


COASTAL 
------� Neurology & '-eurosurgery 

Please review rhe following policy and acknowledge receipt by your signature 
FINANCIAL INFORMATION 

Charges: 
• We will collect all copays and deductibles today at your first visit and each visit after, if surgery is indicated, we

will file your insurance for your surgery and you will receive a bill with your copay and/or deductible. You will
be responsible for paying your amounts when your insurance has paid.

• If your injury is related to an auto accident or work injury, we will bill your insurance. If your insurance
company states it has controverted or exhausted, you will be responsible for payment in full or we might be able
to bill your personal insurance. Please make sure you present your health insurance coverage at your first visit.

Insurance billing: 
• It is your responsibility to provide us with correct insurance information for billing purposes.
• We will bill your insurance as a courtesy. All balances not paid by your insurance are due upon receipt of a bill

from Coastal Neurology and Neurosurgery.
• It is your responsibility Charges not paid timely by your insurance will become your responsibility.
• It is your responsibility to contact your insurance with benefit verification questions.
• It is also vour responsibility to respond to all requests for information you receive from your insurance

company. 

Overdue accounts: 
• If your account has a balance, it is your responsibility to pay off the balance. If you have questions, please

contact our Billing Department at 907-563-2455

Authorization and Release: 
I have read and understand the information above. I understand that I am financially responsible for all charges, whether 
they are covered by my insurance or not. I authorize Coastal Neurology and Neurosurgery to release my medical records 
to my insurance carrier any medical information needed to obtain payment for services rendered. I hereby assign to the 
physician payments for medical services rendered to myself or my dependents. 

Patient Signature: Date: _ 

Thank you for allowing Coastal Neurology and Neurosurgery to be a part of your care to get you back to your 
normal life. We would like to inform you that at this time, Coastal Neurology and Neurosurgery are 
contracted with Blue Cross Blue Shield Alaska Plans, Aetna, Cigna, Meritain, VA Choice, Medicare, 
Medicaid, EBMS, HealthNet Military and Family, United Healthcare with Alaska Medicaid. 

This means if you have commercial insurance, you will have your contracted copays and/or deductibles that 
you have agreed to pay. Keep in mind that many plans have different amounts due for in and out of network, 
and you may accrue additional fees by going out of network. 

We will write off any amounts over the usual and customary, but you are still responsible to meet those 
deductibles and copays at the time of service. 

If you have any questions, please feel free to contact our Billing Department at 907-561-2486, or email to 
info@cnnsalaska.com 

Thank you for allowing us to be part of your neurological needs. 

301 W. Northern Lights Blvd. Ste 400 * Anchorage 99503 
P: 907-563-4810 * F: 907-563-4811 

www.cnnsalaska.com 
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