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Patient Entrance Form
Dear Patient:

Welcome to Great Neck Spine Center. We want you to know that it is our sincere desire to help you in any way we can.  Please take the next few moments to complete this confidential questionnaire. The accuracy of the information you provide is critical in helping us determine how to serve you most effectively.  Thank you.

About You
	Name:
	
	SS #:
	
	Date:
	


	Address:
	
	City
	
	State
	
	Zip
	


	Telephone  (home)
	
	(work) 
	
	(cell)
	
	


	Email Address
	
	Fax 
	


	Date of Birth
	
	Marital Status  ( Single    ( Married   ( Widowed    ( Divorced       


	Occupation
	
	Employer
	


	Spouse’s Name
	
	Spouse’s Work Telephone
	


	How did you hear about Dr.Surasky/Great Neck Spine Center?  
	


Were you referred by: ( a physician?   ( North Shore Hospital    ( employer     ( family/friend______________________











         (name)
About Your Condition
1. What is your main problem/symptom prompting your request for a consultation with Dr. Surasky? _________
_________________________________________________________________________________________
2. When did it begin? _______________________________________________________________________

3. It is getting:           better (          worse (          staying the same (.
4. What types of treatment have you received?

( Medication

( Physical therapy

( Chiropractic / Osteopathic
( Epidural / Injections

( Surgery

( Other

5. Do you feel any of these treatments were of benefit?  ____________________________________________
6. My primary objective in seeing Dr. Surasky Is:

□ To simply get an explanation of my condition.

□ To reduce symptoms.

□ To become pain free as soon as possible.
□ To become pain free as soon as possible but also to stabilize my spine so that I can be more active.
□ To become pain free, stable, and on a maintenance program.
□ To lose weight and be more physically fit.

□ I really have no idea, I’ll let the doctor decide what’s best. 
About Your Condition  (continued)
Please mark the location of your pain on the figures to the right.


On the scales below, rate your pain intensity by circling the
appropriate number: 
            0 = no pain
 10 = unbearable pain
My pain at its worst is:
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10


My pain at its best is:
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10


My pain on average is:

	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10


My pain at the moment is:
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10


How often do you experience your symptoms?
( Constantly (76-100% of the day)

( Frequently (51-75% of the day)

 ( Occasionally (26-50% of the day)

 ( Intermittently (0-25% of the day)

To what degree do your symptoms interfere with your daily activities?

Please indicate by circling the appropriate number below:

	
	
	
	
	
	
	
	
	
	
	

	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10

	No
	
	Mild
	
	Moderate
	
	Limiting
	
	Intense
	
	Severe

	Symptoms
	
	(forgotten

with activity)
	(interferes 

with activity)
	(prevents 

full activity)
	(preoccupied with pain)
	(no activity

 possible)

	
	
	
	
	
	
	


My symptoms interfere with my: 


( sleep    ( work     ( personal care    ( social life    ( recreation    ( none of these

I have difficulty:    


( lifting    ( walking    ( standing    ( sitting    ( driving    ( sleeping

About Your Past Medical History
1. Do you have a family physician? _________  Name _____________________________________________
2. Women: Do you have regular gynecological exams? _____________ Date of most recent: ______________

   
Name of Gynecologist _______________________________________________________________

To the best of your knowledge, are you currently pregnant? __________________________________

3. Please mark with a check any of the following illnesses you have had.

( Heart Disease 
( High Blood Pressure

( Kidney Disease

( Prostate Disease
( Multiple Sclerosis

( Scoliosis

( Stroke

( Diabetes
( Cancer

( Ulcer
( Serious Injury

( Mental Illness

4. Are you allergic to any medication? _________________________________________________________
5. Do you have any other allergies? ___________________________________________________________

6. Please list all surgeries you have had. 

	Year
	Reason / Procedure

	
	

	
	

	
	

	
	

	
	


7. Do you have an implanted cardiac pacemaker? _________    implanted defibrillator? __________________

8. In general, would you say your health is:    ( Excellent     ( Very Good      ( Good      ( Fair      ( Poor
About Your Family

For each of the following conditions, put an “X” in the appropriate box (or boxes) if any of your blood relations have had that condition. 
	
	Father
	Mother
	Brother
	Sister
	Father’s Father
	Father’s Mother
	Mother’s Father
	Mother’s Mother

	Diabetes
	
	
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	
	
	

	Heart Disease
	
	
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	
	
	

	Cancer (specify type)
	
	
	
	
	
	
	
	

	Disc Problem
	
	
	
	
	
	
	
	

	Scoliosis
	
	
	
	
	
	
	
	

	Spinal Stenosis
	
	
	
	
	
	
	
	

	Multiple Sclerosis
	
	
	
	
	
	
	
	

	Rheumatoid Arthritis
	
	
	
	
	
	
	
	


About Your Health Insurance

Insurance Information:

1. Is your condition due to an auto accident? _________ Date of accident: _____________________

2. Have you reported it to your auto insurance company? ___________________________________

3. Is your condition due to and on the job injury? __________________________________________
4. Have you filed and injury report? ____________________________________________________ 

5. Do you have health Insurance? _________ Company ___________________________________

6. Insurance Identification Number _____________________________________________________

I understand and agree that health insurance and accident policies are an arrangement between an insurance carrier and me. Furthermore, I understand that this office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to this office will be credited to my account upon receipt. However, I clearly understand and agree that all services rendered me are charged directly to me and that I am personally responsible for payment. 
	
	
	

	Patient’s Signature
	
	Date





�








