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CONSENT TO OBTAIN PATIENT MEDICATION HISTORY 
 
 

Patient medication history is a list of prescription medicines that our practice providers, or other providers, have 
prescribed for you.  A variety of sources, including pharmacies and health insurers, contribute to the collection 
of this history. 
 
The collected information is stored in the practice electronic medical records system (EHR/EMR) and becomes 
part of your personal medical records.  Medication history is very important in helping healthcare providers treat 
your symptoms and/or illness properly and in avoiding potentially dangerous drug interactions.   
 
It is very important that you and your provider discuss all your medications in order to ensure that your recorded 
medication history is 100% accurate.  Some pharmacies do not make drug history information available, and 
your drug history might not include drugs purchased without using your health insurance.  Also, over-the-
counter drugs, supplements, or herbal remedies that patients take on their own may not be included.   
 
I give my permission to allow my healthcare provider to obtain my medication history from my 
pharmacy, my health plan(s), and my other healthcare provider(s). 
 
 
_____________________________________________  _________________________________ 
Patient/Parent/Guardian Signature    Date 
 
_____________________________________________  _________________________________ 
Printed Name       Relation 
 
By signing this consent form you are giving your healthcare provider permission to collect and giving your 
pharmacy and health insurer permission to disclose information about your prescriptions that have been filled at 
any pharmacy or covered by any health insurance plan.  This includes prescription medicines to treat AIDS/HIV 
and medicines used to treat mental health issues such as depression.   
 











 
New Patient Intake Information 

*By initialing here, I understand that, although not required, filling out the non-mandatory 
information asked will help facilitate my consultation. 
 

       
 
      Initials ___  Date __________ 
       
      Name: _______________________________                  Preferred Name: ______________________  
      Title ___________          Age ____              Gender______ 
       

How did you find/get referred to Dr. Larson - CDA Spine? __________________________________ 
Explain: __________________________________________________________________________ 
 
Description of Condition: 
Symptoms/pain/condition developed: _______________        Date of symptom onset: __________ 
Brief description of condition:  
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
 
Is your condition the result of an injury? Yes ___   No ___ 

 
Work injury: Yes ___ No ____   What state? ________________   
Do you have an open claim?  Yes ___  No ___ 
Insurance Company: ___________________________________            Claim #________________ 
Claims Manager: ___________________________ Attorney________________________________ 
Brief injury description: _____________________________________________________________    
 
Motor Vehicle Accident: Yes ___ No ___ 
Auto Insurance Co.: _________________________________ Attorney: ______________________ 
Explain: _________________________________________________________________________ 
 
Other Injury: ______________________________________________________________________ 
                      ______________________________________________________________________ 

About your current condition: 
Pre-condition level of function: __________ 
Current condition level of function: __________ 
Goal condition level of function: __________ 
What activities do you, or would you like to do?  
_________________________________________________________________________________ 
_________________________________________________________________________________ 

On a scale of 1-10 (1 least, 10 worst) what is your average pain?  ______ 
On a scale of 1-10 (1 least, 10 worst) what is your worst pain?     ______ 
On a scale of 1-10 (1 least, 10 wors) what is your current pain?    ______           

 
      



 

 
 

 Please use the following key to shade in the distribution of your pain on the figures: 
Numbness   Pins and Needles 00000000  Pain  /////////////// 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
Describe your pain: (check all that apply):   Constant    Intermittent    Dull    Sharp   Throbbing 

 Burning     Tingling     Aching.   Stabbing    Shooting    Electrical 
 Other (explain)_________________________________________________________ 

What aggravates your pain? (check all that apply):   Bending forward    Bending backward 
 Sitting    Standing   Walking    Laying down    Looking up   Looking down  Turning head right 
 Turning head left    Twisting right    Twisting left   Cough/ sneeze   Lifting   Pushing/pulling 
 Other (explain)_______________________________________________________________ 

 
What helps your pain? (check all that apply):   Laying   Sitting   Standing   Changing position 

       Physical Therapy   Chiropractic   Massage   Acupuncture   Heat   Cold    Muscle relaxers  
 Pain medications (list in medication section)   Nothing 
Other (explain)________________________________________________________________ 

 
Have you experienced new bowel or bladder problems? Yes ___  No ___ 



 

Have you had any of the following imaging for the current problem? Yes ___ No ___
 X-rays  CT scan  MRI  Bone scan  

 
Name/address/phone number of Imaging Center: 
_______________________________________________________________________________ 
_______________________________________________________________________________ 

Have you had any of the following treatments/tests for the current problem?  
 Diagnostic Spinal Injections e.g.   Epidural/ESI   Facet joint    Intervertebral disc    SI joint 
 Nerve block   EMG/NCVs 
 Orthopedic Injections  Arthrogram 

If yes, explain: ______________________________________________________________________ 
              ______________________________________________________________________ 
  
Have you had documented PT and/or Chiropractic treatment for your condition? Yes ___ No ___ 
Which treatment(s)?   _______________________ 
When was the most recent documented treatment? _______________ 
How long was the treatment? _____________ 
Name and address of where you had the treatment? 
____________________________________________________________________________________ 
____________________________________________________________________________________ 
 
Have you had any of these treatments for your condition? 

 Acupuncture   Massage  Home/gym exercises  Cervical traction  Lumbar decompression 
 
Have you had the following treatments? 
Surgery: Yes ___ No ___ Description: ___________________________________________________ 
Spine Injection(s): Yes ___  No ___ Description: _____________________________________________ 
Stem cell/PRP/Regenerative Injection: Yes ___ No ___ Description: _____________________________ 
Joint Injection(s): Yes ___ No ___Description: ______________________________________________ 

Have you tried the following medications? Please check all that apply. 
 Narcotics  Lortab  Hydrocodone  Oxycodone  Oxycontin  Ultram  Vicodin  Percocet  

 Norco  Fentanyl  Dilaudid  Methadone  Other ________________________ 
 Anti-inflammatories   Ibuprofen   Aleve  Naproxen  Mobic  Celebrex  Diclofenac  Steroids 
 Other ____________________________________________  
 Muscle relaxants  Soma  Flexeril  Carbamazepine  Zanaflex  Skelaxin 

  Robaxin/Methocarbamol   Other  _____________________________________ 
 Neuropathic drugs   Neurontin/Gabapentin   Lyrica   Other ______________________________                        
 Anti-depressants   Paxil  Zoloft   Nortriptyline  Amitriptyline  Other ___________________ 

 
Are you on a pain medication contract? Yes ___ No ___ 
With whom? _______________________________________________________________________ 

 
Are you currently taking any blood thinning/anticoagulation medications?  Yes ___  No ___ 
If yes which medication(s)?   Coumadin  Warfarin  Pradaxa  Plavix  Aggrenox  Aspirin  
                             Eliquis  Flax seed oil  Fish Oil   Other ___________________  
 
Do you use GLP-1 (Semaglutide, Ozempic, Tirzepatide, Mounjaro, Trulicity)? Yes ___ No ___ 
*If yes, anesthesia requires that you stop 10 days before any surgery. 



 

Current Medications:
________________________________________________________________________________
________________________________________________________________________________ 
 
Medication Allergies: Yes ___ No ___ 

 Iodine  Contrast dye  Steroids  Local Anesthetics  Latex  
 Other: __________________________________________________ 

       Allergic Reaction that occurred: ____________________________________________________              

   Medical History:  Please check the following medical problems you have now, or have had: 
    Anemia 
    Asthma 
    Cancer 
    Stroke 
    Anxiety 
    Depression 

      Heart Problems 
      Thyroid problems 
      Epilepsy 
      Migraines  
      Depression 
      Osteoporosis 

 Easy bleeding 
 Colon disease 
 High blood pressure 
 Hepatitis/HIV 
 Fibromyalgia 
 Rheumatoid arthritis 

 Osteoarthritis.                    
 Ulcers 
 Kidney disease 
 Bladder problem 
 Lung Disease 
 Vascular Problems 

       Diabetes Type 1 (insulin dependent) Diabetes Type 2 
 Dementia  

Other: _______________________________________________________________________ 
 

Cardiac History: Yes ___ No ___.  If yes, check those that apply. 
    Hypertension   Coronary Artery Disease (CAD)   Myocardial Infarction (MI)   Atrial Fibrillation  
    Congestive Heart Failure (CHF)   Cardiac stents   Peripheral stents   Mitral Valve Prolapse  
    Aortic Stenosis   Aortic Valve Disease   Mitral Valve Disease   Pacemaker   Defibrillator 
    AAA (Abdominal Aortic Aneurysm)   Abnormal Heart Rhythm   Heart Palpitations  Heart murmur 
   Other heart conditions: ______________________________________________________________  
   Have you had an Echocardiogram? Yes  ___ No ___    
   When and where? __________________________________________________________________        

Pulmonary History: Yes ___ No ___       
If yes, check those that apply. 

 Asthma  COPD  Emphysema  Oxygen Dependency  Home Oxygen(O2)  Sleep apnea  CPAP 
 Tuberculosis  Dental Appliance 
 Other lung conditions: _______________________________________________________________ 

 
Have you had previous back or neck problems?  Yes ___ No ___ 
Explain: ___________________________________________________________________________ 
Have you received care from a mental health professional? Yes ___ No ___   Still seeing ___ 
Have you ever had an infection with MRSA? Yes ___ No ___ 
Have you had COVID-19? Yes ___ No ___ How many times? ___ 
 
Surgical History: 
Have you had Spine Surgery? Yes ___ No ___  

 Cervical  Thoracic  Lumbar  Laminectomy  Discectomy  Cervical Fusion  Cervical ADR 
Lumbar Fusion Lumbar ADR Scoliosis Surgery  Other                                                                

Description: ____________________________________________________________________   
Surgeon(s)______________________________________________________________________ 

Have you had Orthopedic Surgery? Yes ___ No ___  
 Shoulder  Elbow  Wrist  Hand  Hip  Knee  Ankle  Foot  Other __________________ 

 



 
Have you had any anesthesia complications? Yes ___ No ___  
Explain: ___________________________________________________________________________

Family History:  Please check those illnesses that your family members have had 
 Hypertension     Diabetes    Neurologic Problems     Heart Disease       Cancer         Arthritis 

Father                                                                                                              
Mother                                                                                                          
Siblings                                                                                                         
Grandparents                                                                                                       
Father:   Living  Deceased (Age) ___  Mother:   Living  Deceased (Age) ____  

    Social History:   
Do you now, or did you ever smoke?  Yes ___ No ___   Packs per day? ____   Quit? Yes ___  No ___ 
Do you drink alcohol? Yes ___  No ___    Daily    Weekly   Rarely 
Do you now, or have you ever had a drug or alcohol problem? Yes ___  No ___ 
Please explain:           
 
Marital Status: _______________________ 
 
Occupational History:  
Employer:             
Job Description: _________________________________________________________________ 

 Employed Full Time  Employed Part time  Regular Duty  Light Duty  Retired   
 Currently off work:  

Years at current job: _____________    Date last worked: ___________ 
How physically demanding is your job?  ________________________________ 
Rate your current job satisfaction:    Very Satisfied    Satisfied     Indifferent     Dissatisfied 
Have you ever been on disability? Yes ___ No ___ 
Explain: ______________________________________________________________________ 
 

Review of Systems:  Please check any of the symptoms you have had during the past year. 
 Fever    Chills   Unintentional weight loss of >10 # 
 Rashes    Skin infections  Itching of skin 
 Cataracts   Glaucoma   Double vision          Loss of vision 
 Ear infections    Mouth sores    Sore throat                          Nasal congestion 
 Chest pain   Leg swelling   Irregular heartbeat 
 Short of breath   Cough   Wheezing 
 Nausea    Vomiting   Abdominal pain 
 Blood in urine   Painful urination  Difficulty urinating 
 Dizziness    Seizures   Ringing in ears                  Memory loss  
 Face numbness   Arm numbness  Leg numbness                    Sudden weakness 
 Joint pain   Muscle pain   Difficulty walking 
 Depression   Anxiety   Hallucinations  
 High blood sugar  Thyroid disorder  Anemia 

 
The information I have provided in this document is true and accurate to the best of my knowledge. 
 
_____________________________________  _______________ 
Patient Signature       Date 
 
 


