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Health History  

                  Optimal health &regenerative medicine 
Name: _____________________________________  Phone _______________   
    email______________________      
Date of Birth: _________________   Today’s Date: _____________ 
 
Reason for Visit: 
_________________________________________________________________ 
_________________________________________________________________ 
_________________________________________________________________ 
 
Who Referred You To See Dr Costabile   (IE: A friend, a doctor, the internet.)  
_________________________________________________________________ 
 
Please list the injuries you have had such as falls, blows to head or auto accidents that 
you recall in your lifetime.  
_______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 
_______________________________________________________________ 

                                                                                      
Pain Severity   
Think back over the past 2 
WEEKS for the WORST pain 
you have had.  Please put 
NUMBERS in the circles that 
indicate how bad that pain 
was.   0 = No pain.  10 = The 
worst pain imaginable.  
 
When did you first notice any 
pain or functional difficulty?  
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________________________ 
 
How did your pain spread?  
________________________ 
________________________ 
________________________ 
 
What makes your pain worse?  
________________________ 
________________________ 
________________________ 
 

 
What type of practitioners have you seen for your pain?   Circle 

General   Orthopedic   Neurology   Neurosurgery  Chiropractor   
 
What studies (IE X-ray, MRI, electrical tests, or Lab Work) have you received to evaluate your 

pain?    
(Please bring in the written report with you if at all possible or try to find out who would have that)  
Study             Date              What you were told.  
_______    _________      ____________________________________________ 
 
_______    _________      ____________________________________________ 
 
_______    _________      ____________________________________________ 
 
_______    _________      ____________________________________________ 
 

What diagnoses do you remember receiving for your pain?  
___________________________________________________________________ 
___________________________________________________________________ 
 

What type of treatments have you received for your pain?  
Medications: (Circle)   Neurontin/gabapentin,    Savella    Cymbalta     Amitriptyline 
Cyclobenzaprine/Flexeril   Baclofen    Ultram/tramadol   Hydrocodone/Lortab   
Oxycodone/Percocet/Oxycontin     Morphine  
Non Medication Treatments: (Circle)   Physical Therapy   Massage Therapy     Active Release 
Therapy      TENS    Acupuncture   Manipulation   Trigger Injection   Epidural Steroids    
Radiofrequency Rhizotomies. 
 

How is your Function Affected by Pain?  
 
 
ACTIVITY 

 
Unaffected or 
Not Applicable 

 
Pain but Not 
Limited 

 
Pain 
Limited 

 
Can=t Do 
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- frequent urinary tract infection  __________  
    

Social History 
Are you: (Circle) 
Married       With Significant Other        Single         Divorced (year ____)   Widowed (year ____) 
 
What is your education? ______________________________________________________________ 
 
What is your present job? _____________________________________________________________ 
 
What is your spouse or significant other=s occupation? _______________________________________ 
 
Do you have children? ________________________________________________________________ 
 
How many total people (including yourself) live in your home? _________________________________ 
 
Do you exercise? ____________________________________________________________________ 
 
What are the major stressors in your life?   ________________________________________________ 
 
What do you do to relieve stress? _______________________________________________________ 
 
Do you have a spiritual or religious practice? ______________________________________________ 
 
What brings you joy? _________________________________________________________________ 
 
What is most important to you? _________________________________________________________ 
 
If you need to have a driver for sedation, is someone available for that? _________________________ 
 
If you need someone to stay with you after sedation , is someone available for that?   ______________ 
 
TOBACCO/ALCOHOL/DRUG USE:  
Have you ever smoked? Yes   or No   If yes how many packs per day for how many 
years ______________________ 
How many alcoholic drinks a day or week do you have?  
________ per day   ________ per week   or   _______rare or ________ never  
If you have other drug history, let us know privately at the time of your visit in the event 
it may be important.    
 
BE SURE TO BRING THIS WITH YOU to your first visit.  
 
Thank you,  
 
Dr Costabile   




