






 
 

 
 

 
 

           Boulder Neurosurgical & Spine Associates 
 
LAST NAME:___________________________________ FIRST NAME: ____________________________ MI: ______ AGE: _____ 
 
PLEASE CIRCLE THE NUMBER THAT BEST DESCRIBES YOUR PAIN ON AVERAGE IN THE LAST 7 DAYS 

 
LOW BACK PAIN                             NO PAIN    0    1    2    3    4    5    6    7    8    9    10    SEVERE PAIN 

 
LEG PAIN                                         NO PAIN    0    1    2    3    4    5    6    7    8    9    10    SEVERE PAIN 
 
 
ARE YOU EXPERIENCING THE FOLLOWING SYMPTOMS:   
  
1WEAKNESS IN YOUR LEGS    1 LEFT 1 RIGHT 
 
1DIFFICULTIES WITH BOWEL AND/ OR BLADDER     
 
IF YOU ARE EXPERIENCING LOW BACK OR LEG PAIN, PLEASE ANSWER THE FOLLOWING: 

 
PLEASE MARK THESE DRAWINGS ACCORDING TO WHERE YOU HURT USING THE KEY BELOW TO ILLUSTRATE  
THE CHARACTER OF YOUR PAIN.  MARK A CIRCLED “X” IN THE ONE PLACE YOUR PAIN IS MOST SEVERE. 
 

SHOOTING-STABBING       BURNING / ACHING      PINS & NEEDLES               NUMBNESS 
                                         ///////////                             /\/\/\/\/\/\                    +++++++                        oooooo 
 

 
 
 
 
SIGNATURE:_____________________________________________________  DATE:____________________________ 
 
PRINT NAME: ____________________________________________________ 
 

CHART #:____________________________ 
                               FOR OFFICE USE ONLY 

 

PHONE (303) 938-5700        FAX (303) 998-0007                                                                                  Page 9 










