
Date:                        Time:              AM       PM
 
NAME:        DOB: 
 
Historian:__patient     __other______________________            __reliable 
CHIEF COMPLAINT: __f/u low back pain  ______________________ 
HPI     Last Visit: ______    D     W      M     ago     ( f/u past due : Y    N  ) 
Condition is :   improved    same      unimproved      worse       different 
Treatment : __NSAID /  pain med__________________________________ 
                   __muscle relaxant_____________________________________ 
                   __heat   __hot soaks   __off work   __rest   __exercise   __PhysT   
Problems with treatment :     none     _______________________________ 
_____________________________________________________________ 
_____________________________________________________________ 
__New Sx:____________________________________________________ 
Pain worst at:  __mid back    __L side    __R side   __across lower back 
Pain radiates: __no    __leg  / buttock   L    R     to:    thigh    knee    calf    foot 
__leg :  __ numbness  __dysesthesias   __ weakness   on:   L    R     Both 
_____________________________________________________________ 
__prior X-rays   MRI     CT   of L/S Spine_____________________________   
Pain is worse with:______________________________________________ 
Pain is better with:______________________________________________ 
__Re-injury or trauma___________________________________________ 
__recently treated elsewhere______________________________________ 
__work related_________________________________________________ 

ROS   �=nl or present      \ =  neg or absent     + / - = somewhat      circle = abnl 
GENERAL/CONST 
__fever / chills_________________ 
__depression    __sleep trouble 
_____________________________ 
_____________________________ 
__malaise / fatigue    __wt loss 
_____________________________ 
GU 
__dysuria    __urgency  __frequency 
__UTI Hx    __stones     __flank pain 
    for women: __vag  disch /  itch 
           __pelvic pain __irreg menses 
           __LNMP___________   n / a 
_____________________________ 
    for men: __hesitancy 
              __weak stream  __nocturia 
_____________________________ 
_____________________________ 

NEUROLOGIC 
__HA    uni lateral    holocranial 
            facial / sinus     post cervical    
         sharp   dull    throbbing  aching 
vision Sx   aura   N/V   stress    light sens 
_____________________________ 
          __ times per D  W  M  Y 
         __last ___ min  hrs   days 
__burning pain   __numbness 
_____________________________ 
__vision trouble  __dizzyness 
__unilateral   N   T   W 
__memory  __tremor  __strength 
MUSCULOSKELETAL 
__Hx of     RA    OA    disc disease 
__myalgias____________________ 
__hot   red   swollen  joints________ 
_____________________________ 
__edema_____________________ 

VITAL SIGNS 
TEMP__________                                         BP: ___________/___________ 
PULSE_________         RESP________      WT: _____________ 
PHYSICAL EXAM    
APPEARANCE    __alert     __NAD    __NAI     __neat    __pleasant  
 __anxious    __depressed    __appears ill    __unkempt     __histrionic 
 __obese  __slender  __frail   __tired  __in pain    mild      mod     severe 
__stiff    __immobile   __trouble: walking     lying down    changing position 
__Cauc     __Black      __Hisp    __Asian     __Other                           M      F 

P  ALLERGIES   T 
__see face sheet 

____________

____________ 

Your Name Here 
Your Clinic Name or Specialty Here 

F / U Low Back Pain 

BACK: 
__unchanged 
__nontender to palpation 
__SLR neg to ____bilat 
__SLR improved 
__no muscle spasm 
__spasm improved 

 
__decr. ROM___________________________ 
__SLR + @ _____  R   L  _________________ 
______________________________________ 
______________________________________ 
______________________________________ 

EXT: 
__unchanged 
__no joint swelling 
__no joint redness 
 

 
__swelling  redness  pain of _______________ 
______________________________________ 
__decr. ROM___________________________ 

NEURO: 
__unchanged 
__fine motor nl 
__motor normal 
__sensory normal 
__gait normal 
__DTR’s  ___/ 4+  UE  LE 

 
__weakness____________________________ 
______________________________________ 
__abnl DTR’s___________________________ 
__abnl gait_____________________________ 
__sensory / motor deficit__________________ 
______________________________________ 

_____________________________________
_____________________________________
_____________________________________
_____________________________________ 
 
DIAGNOSIS: 
OA lumbar   
Traumatic Arthritis 
LBP / Lumbalgia 
Backache, unspecified 
Sacroileitis     
Coccydynia 
Compression Fx 

715.18 
716.18 
724.2 
724.5 
720.2 
724.79 
733.13 

HNP Lumbar 
Sciatica 
Degen. Disc Disease 
Lumbar disc disease  
      with  myelopathy 
Lumbosacral Radiculitis 
Lumbar Spinal Stenosis 

722.10 
724.3 
722.52 
 
722.73 
724.4 
724.02 

OTHER____________________________________________ 
TREATMENT:  __rest  of painful area    __hot soaks     __heat 
__off work  /  PE  for _______ D    W      __Physical Therapy  ____________ 
__ consult :   ORS    Neuro    Spine   Neurosurgery      __X-ray   MRI    CT 
__back sheet given w / exercise instruction   __walk program        
_____________________________________________________________ 
_____________________________________________________________ 
_____________________________________________________________
_____________________________________________________________ 
_____________________________________________________________ 
_____________________________________________________________ 
_____________________________________________________________ 
__F / U  or   call   if not better  /  well  in  _____ /______  D     W       M 
__F / U  in  _____  D      W       M  
__  instructed to call  if  SX   worsen  or   if  new SX develop 
 
Physician Signature     
  __see reverse    __addendum dictated       __ > 50% OV in consult mode 

This Doc-U-Chart Template set exclusively licensed to:  “***” 



ROS  additional 
DERM 
__rash_______________________
_____________________________ 
__pruritis_____________________ 
__lesion______________________ 
RESPIRATORY 
__asthma       __smoker_________ 
_____________________________ 
__bronchitis    __pneumonia______ 
_____________________________ 
__TB  __cough  __SOB  __wheeze  
_____________________________ 
_____________________________ 
GI 
__indigestion   __abd pain   __N / V 
_____________________________ 
_______ _____________________ 
__Stools  normal 
       loose    BRB    melena   change 
_____________________________ 
_____________________________ 
HEME / LYMPH 
__bruising_____________________ 
__bleeding____________________ 
__swollen nodes/ ”glands”________ 
_____________________________ 

ENT 
__hayfever    __nasal  allergies 
_____________________________ 
__HOH     __sneezing   __tinnitus 
__freq URI’s___________________ 
_____________________________ 
EYES 
__pain  __decreased vision 
__irritation  __discharge_________ 
_____________________________
CARDIAC 
__angina  often   rare   mild   severe 
__CP________________________ 
__palp   __dizzy  __chest heaviness 
_____________________________ 
__DOE  __edema______________ 
_____________________________ 
ENDOCRINE 
__POLY     uria      dipsia      phagia 
__dry skin,   sluggishness,   wt gain 
__breast or skin  lumps / tenderness 
_____________________________ 
PSYCH 
__depression__________________ 
__anxiety_____________________ 
_____________________________

_______________________________________________________
_______________________________________________________
_______________________________________________________
_______________________________________________________ 
 
Other Problems: 
#1_______________________________________ONSET______________
_____________________________________________________________ 
_____________________________________________________________
_____________________________________________________________ 
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________ 
_____________________________________________________________
_____________________________________________________________ 
#2_______________________________________ONSET______________
_____________________________________________________________ 
_____________________________________________________________ 
_____________________________________________________________ 
_____________________________________________________________
_____________________________________________________________ 
_____________________________________________________________ 

X-RAY: 
 
 
                                                    __report dictated           __films sent out 
Doc-U-Chart TM        © S Spain 2000 - 2004           www.docuchart.com
Unauthorized reproduction or unlicensed use of Doc-U-Chart Templates is prohibited 

 

PMH   __reviewed, see form   __unchanged from previous documentation 
___________________________________________________________ 
____________________________________________________________ 
HTN      DM      CHF      MI      Heart Disease    PUD      GB     Hepatitis 
CA      Pneumonia     TB      Anemia     Asthma    Arthritis    Thyroid 
_____________________________________________________________
_____________________________________________________________ 
Hospitalizations____________________________________   __recent 
                        _________________________________________________ 
                        _________________________________________________ 
Surgeries_____________________________________________________
_____________________________________________________________
_____________________________________________________________ 
 
SH      __reviewed, see form   __unchanged from previous documentation 
         __smoker _________________      2nd hand smoke_______________ 
         __ETOH:   never     seldom    occl     frequent____________________ 
          __Married       __single     __divorced    __widow 
          __employed______________________________________________ 
 
FH      __reviewed, see form   __unchanged from previous documentation 
        DM         HTN          High  Chol          MI          Vascular  Disease 
        CA_________        PUD           GB           Hepatitis         Thyroid disease 
 
Subsequent notes______________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
______________________________________________ 
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