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Advanced Medical Imaging 727-398-5999 

Bardmoor Imaging  727-461-8555 

Central MRI   727-381-4674 

Largo Medical Center  727-588-5850 

National PET Scan  727-471-1000  

Gateway    727-525-2121 

Northside Hospital  727-528-5900 

Palms of Pasadena  727-341-7890 

Pinellas High Field Imaging 727-347-4674 

Rose Radiology  727-531-5444 

St. Petersburg General  727-341-4808 

Tampa Bay Imaging (TBI) 727-545-9674 

Westcoast Radiology  727-446-6760 
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Patient Pain Drawing

Patient name: ________________________________________________ Date: ___________

Mark the areas on your body where you feel the described sensations. Use the appropriate symbol. Include all

affected areas. Just to complete the picture, please draw in your face.

Ache Numbness Pins and needles Burning Stabbing

∆ ∆ ∆ ∆ ∆ = = = = = = ο ο ο ο ο ο x x x x x / / / / / /

Back Front

Pain in arm(s) compared to neck:

❑ worse than

❑ same as

❑ less than

Pain in leg(s) compared to neck:

❑ worse than

❑ same as

❑ less than

Signature:_______________________________________ Date:___________________

Copyright © 2001 American Academy of Orthopaedic Surgeons. Permission to duplicate this page is granted by AAOS for individual physician use. Not for resale or other distribution.



Neil Brown, MD
        NEUROSURGERY HISTORY FORM 

 

 

Patient Name                                                                       Today’s Date____________________________ 

Reason for Referral (Neck pain, Low back pain) _____________________________________________________ 

Date of Injury or when Problem Onset  ____________________________________________ 

Type of Injury if Applicable 

1. Slip & Fall:   Yes No 

2. Work-Related Injury:    Yes    No 

3. Motor Vehicle Accident: Yes  No 

 Driver  Passenger: front / rear seat  Pedestrian  

Seat belt Yes No 

Did you strike any part of your body in the vehicle?:   Yes    No     

         If Yes, Where? Steering wheel, windshield, head rest, side window, dash 

Did someone get a ticket ? Yes   No Your vehicle Other Driver 

How fast was the vehicle going when it hit your vehicle / you? _____ mph 

Was anyone else injured? ________________________________________________________________ 

How much damage was done to your vehicle (estimate$/description): _________________________ 

_____________________________________________________________________________________________ 

Briefly describe how the accident/injury occurred or when problem started: 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________

____________________________________________________________________________________________________ 

Did you have any loss of consciousness:    Yes No If yes, how long?  ________________________ 
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What problems/symptoms did you have immediately after the injury? 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

Where were you initially seen? (Name of hospital, clinic or location) ______________________________ 

___________________________________________________________________________________________________ 

Date of Initial Visit__________________________________________________________________________________ 

How did you get there?   Ambulance      other vehicle  ______________________________________ 

What treatments (examination, x-rays, medications) were initially rendered? 

___________________________________________________________________________________________________ 

 

Name of Clinic and/or Physician which you followed up with _________________________________________ 

___________________________________________________________________________________________________ 

Did you see any other physicians? If so, who, when and where? _______________________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________

Have you been prescribed any medications for your injury? By Whom? 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________

Describe any treatments you have received for this injury (Chiropractic treatment, Physical Therapy, 

Massage, Acupuncture, Epidural Steroid Injections, etc.)______________________________________________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 

Are you still receiving therapy?   Yes    No      

If yes, How often?_____________________________________________ 

Are you experiencing any pain in any other areas besides your neck or back?   If so, where?____________ 

____________________________________________________________________________________________________ 

____________________________________________________________________________________________________ 
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Do you have low back pain: Yes No 

 If yes, is pain:   constant intermittent     seldom 

 How long has pain been present: ________________________________________________________ 

                        Rate pain:       /10 (good day) -       /10 (bad day)  

(0 = no pain; 10 = extreme pain) 

 Is the pain improving with treatment: Yes  No 

 Is there associated leg pain   Yes No 

  Which leg: right left both 

 Is the leg pain the same as, worse or less than the back pain 

 Do you have any numbness or tingling in your legs: Yes No 

 Do you have any leg weakness              Yes     No 

 Do you have any bowel or bladder problems:  Yes  No 

 Does your low back pain affect your sex life     Yes  No 

Circle the activities that make the pain worse:  bending forward/ extension / squatting/ kneeling 

coughing/  prolonged standing/  prolonged sitting/  walking/  all of the above  

 

What makes the pain better?  

____________________________________________________________________________________________________

____________________________________________________________________________________________________ 

 

Do you have neck pain: Yes No 

 If yes, is pain:   constant intermittent      seldom 

 How long has pain been present: ____________________________________________________ 

                                    Rate pain:         /10 (good day)  -        /10 (bad day)  

(0 = no pain; 10 = extreme pain) 

 Is the pain improving with treatment: Yes  No 

 Is there associated arm pain   Yes No 
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  Which arm: right left both 

 Is the arm pain the same as, worse or less than the neck pain 

 Do you have any numbness or tingling in your arms: Yes No 

 Do you have any arm weakness:                         Yes No 

 Do you have associated headaches:                                   Yes  No    

                    If yes, how often?  ____________________________________________________________________ 

 Do you have any dizziness                                               Yes  No 

Circle the activities that make the pain worse:  bending/ extending head/ turning head to either side/                     

coughing/ prolonged standing/ prolonged sitting/ walking/ reaching above head/ all of the above 

 

What makes the pain better?   ____________________________________________________________________ 

__________________________________________________________________________________________________ 

 

 

 

Prior Injuries or Symptoms to Same Area   Yes   No 

If so, what and when? 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 

 

Describe any prior work-related injuries, automobile injuries or slip & fall injuries that you were 

involved in, when and how? _____________________________________________________________________ 

________________________________________________________________________________________________ 

________________________________________________________________________________________________ 
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Social History 

 

Marital Status:   single  married divorced  widowed 

Smoker      No / Yes   If Yes, how much daily _______________years ____________________  

Alcohol Intake No / Yes   If Yes, how much daily _______________ years ____________________ 

What is your occupation? ___________________________________________________________________ 

Are you Currently Working?_   Yes  No 

Do you have any workplace restrictions? Yes  No   

If so, describe work restrictions:  

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Medical History: Are you being treated for any medical conditions 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

 

List All Prescription Medications you are currently taking 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 

List All Non-Prescription Medications you are currently taking  

(i.e. vitamins, aspirin, Tylenol, Motrin, Advil) 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

Medication Allergies________________________________________________________________________ 

____________________________________________________________________________________________ 
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Family Medical History: 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Previous Surgeries _________________________________________________________________________ 

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 


