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ARIZONA SPINE CONSULTANTS, LTD. 

Louis R. Rappoport, M.D. 
 

MEDICAL HISTORY FORM 
 

Patient Name: ________________________________________ Today’s Date: _____________________ 
 

DOB: ____________________________ Age: ________ How did you hear about us? ________________ 
 

MAJOR COMPLAINT: 
 

(CIRCLE ALL THAT APPLY) 
 

Neck pain Middle back pain Lower back pain 

Leg Pain: Right / Left / Bilateral Foot Pain: Right / Left / Bilateral Arm Pain: Right / Left / Bilateral 

Hand Pain: Right / Left / Bilateral Headaches Hand Dominance: Right / Left 

 
Weakness      Numbness or Tingling 
 

Upper Extremities: Right 
/ Left / Bilateral 

Hand: Right / Left / 
Bilateral 

 Upper Extremities: Right / 
Left / Bilateral 

Hand: Right / Left / Bilateral 

Lower Extremities: Right 
/ Left / Bilateral 

Foot: Right / Left / Bilateral  Lower Extremities: Right / 
Left / Bilateral 

Foot: Right / Left / Bilateral 

 
Bowel dysfunction / Bladder dysfunction:  Explain: ___________________________________________ 
 
When did problem start? ___________________ Date of Injury? _____________ Work Related? ______ 
 
Lawsuit?  Yes / No          Prior Similar Injury or Symptoms?  Yes / No                                                        
Explain:_________________________________________________________________________________ 
 
 
WHICH OF THE FOLLOWING AGGRAVATE YOU PAIN? (CIRCLE ALL THAT APPLY) 
  

Coughing Sneezing Bearing 
down 

Standing Sitting Walking Driving 

Bending Pulling Pushing Positional 
change 

Lifting Sleeping Worse in the 
morning 

Worse at the 
end of the 
day 

 
What relieves your pain? ________________________________________________________________ 
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LIST ALL PREVIOUS TREATMENT TO INCLUDE: 
 
Physical Therapy – How much? _________________________ When did you go last? _____________ 
Traction Therapy – Yes / No              TENS UNIT?  Yes / No 
Pain Management:  Medication? _______________________________________________________ 
Injection therapy:   Epidural Injection? ___________________How Many? ____________ When? _____ 
Facet Blocks? _____________________ How Many? _________ When? __________ 
Nerve Blocks? _____________________ How Many? _________ When? __________ 
 
 
LIST ALL PREVIOUS DIAGNOSTIC TESTING AND DATES: (EX:  X-rays, MRI testing, CT scans, Myelograms, Ultrasound…) 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
LIST ALL PREVIOUS SURGERIES AND DATES: 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
LIST ALL MEDICATIONS, DOSAGES AND DIRECTIONS: (Include All Medications) 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
Pharmacy Name ____________________________________________________________________________________ 
Address or cross streets______________________________________________________________________________ 
Phone# ___________________________________________________________________________________________ 
 
 
Please request and bring all previous diagnostic testing films and reports along with any medical records 
pertaining to your medical condition for review by Dr. Rappoport.  
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How bad is your pain now? __________________________________________________________ 
 
Please mark with an “X” on the body form where the pain is worst now. 
 
Please mark on the line how bad your pain is now:  
 

 
Do You Have a Signed Narcotics Agreement?      Yes ☐  /   No☐ 
Do you have a Marijuana Card?    Yes ☐  /   No☐ 
Do you smoke cigarettes (tobacco)? Yes ☐  /   No☐  if yes How much? _______ at what age did you start? _________ 
How many alcohol beverages do you drink daily? _____________________________. 
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