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PLEASE COMPLETE THE FOLLOW-UP FORM 
 

Patient Name: ______________________________________________ Today's Date:_________________ 
 

What is your Chief Complaint? _____________________________________________________________ 

What makes your pain worse?  ______________________________________________________________ 

What makes your pain better? ______________________________________________________________ 
 

SHADE AREA OF PAIN/NUMBNESS/FUNNY SENSATIONS 
 

 
 
 

Are you on any NEW medications? __________ If yes, what are you taking:________________________ 

Are there any NEW allergies? _______________If yes, what are they: ________________________________ 
 

PLEASE DESCRIBE YOUR PAIN (check those that apply) 

� Sharp ♦ � Burning ♦ � Achy ♦ � Knife-like ♦ � Pressure ♦ � Toothache ♦ � Twisting  
� Throbbing ♦ � Pulsating 

Rate your pain (on average) 0 is no pain and 10 is .the worst pain that will lead you to stay in bed  

(-)       0      1     2    3    4    5    6    7    8     9    10    (+) 

LIST YOUR CURRENT MEDICATIONS 
 

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________ 
 

 

REVIEW OF SYSTEMS (check those that apply) 
Musculoskeletal: � Joint pain ♦ � Cramps ♦ � Spasms ♦ � Back ♦ � Neck ♦ � Sore muscles 

Neurological: � Weakness ♦ � Numbness ♦ � Memory loss ♦ � Pain in limb ♦ � Choking  
                        � Bowel or bladder incontinence ♦ � Speech changes 
 

Cardiovascular/ Respiratory: Shortness of breath. ♦ �  Chest pain 
 

Psychological: � Depression ♦ � Anxiety � Irritability 
 

Genitourinary: � Pain with urination ♦ � Urgency ♦ � Hesitancy ♦ � Blood in urine   
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