DRX-9000 Initial Patient Questionnaire                            
Name ________________________________________________________________ Date _____________________________

Address ___________________________________________ City _________________________ Zip ____________________

Telephone (Daytime) ________________________________________ (Evening) ____________________________________

Occupation __________________________________________    Male / Female (circle)      Birthdate ______________________        

Age ________     Married / Divorced / Widow / Single (circle)    Spouse’s Occupation _____________________________________   

Social Sec. Number__________________________ email_______________________________ Fax ______________________
How Did You Here About Our Office? (check)      □ TV     □  Newspaper   □  Yellow Pages   □ Patient - Community Newsletter      

□ Friend/Family Referral  □ Office Sign  (Radio  □Medical Doctor Referral  □ Chiropractor Referral   □ Physical Therapist Referral  

□ Other ____________________If you were referred to our office, whom can we thank for referring you: _____________________

Health History Information
So that the Doctor can better understand your condition, please answer the following questions to the best of your knowledge.

Are you currently experiencing:  □ Low Back Pain   □ Radiating Pain Into Buttocks  ( Muscle Spasms   ( Stiffness

                                                    □ Radiating Pain Down One Leg   □ Radiating Pain Down Both Legs  □ Muscle Weakness   

                                                    □ Pain While Sneezing or Coughing   □ Bowel or Bladder Problems

                                                    Other symptoms? ____________________________________________________________

How long has your problem been going on?    _____Hours   _____Days   _____Weeks   _____Months  ____Years

Since your problem started, has the intensity of your problem: □  Worsened   □  Improved  □  Not Changed

Have you seen any other doctors for this condition?    □  Yes   □  No  If yes, please specify type of Doctor: __________________

Have you had an MRI?  □  Yes   □  No   Have you had any epidural injections?  ( Yes  (  No 

Are you taking any medications?   ( Yes  (  No     If yes, than what_________________________________________________  

Were you diagnosed with any herniated disc?  □  Yes   □  No   □  Not Sure     If yes, what disc levels? _____________________

Have you had any spinal surgeries?  □  Yes   □  No       If yes, specify what type: ______________________________________

Was there any hardware such as rods, screws or wire inserted into your spine during surgery?  □  Yes   □  No  □  N/A

Is your condition affecting your:  □ Job Performance  □  Relationships   □  Exercise   □  Hobbies   Other____________________

How would your life be affected if your problem got  worse? _____________________________________________________

Is there anything specific that you can no longer enjoy doing because of your condition, that you would absolutely enjoy doing once again, if you were no longer in pain? _____________________________________________________________________ 

If the doctor determines your condition qualifies for non-surgical spinal disc decompression therapy, how committed are you to getting your problem fixed, on a scale of 1 – 10 (1 = not committed at all / 10 = totally committed)?  

□  1  □  2  □  3  □   4  □  5  □  6  □ 7  □  8  □  9  □ 10

( A Better Back Solution, 4545 Stockdale Hwy, Ste. C, Bakersfield, CA, 661-836-2359 (
