
Lower Back Pain Assessment Form

Patient Information:

Full Name:

Date of Birth:

Gender:

Contact Information:

Medical History:

1. Previous history of lower back pain:

2. Any recent injuries or accidents:

Pain Description:

1. Onset of pain:

2. Location of pain:

3. Intensity of pain (scale of 0 to 10):

4. Type of pain:



Pain Triggers:

Activities that worsen the pain:

Pain Relief Measures:

Medications used for pain relief:

Home remedies or self-care:

Daily Activities:

Impact of pain on daily activities:

Medical Examination:

Physical examination findings:

Diagnostic Tests (if applicable):



Treatment Plan:

Recommended treatment:

Follow-up appointments

Patient's Signature:

Date:


	Full Name: Colton Gross
	Date of Birth: 01/15/1980
	Gender: Male
	Contact Information:  (555) 123-4567
	1 Previous history of lower back painRow1: Yes.
	2 Any recent injuries or accidentsRow1: Fell while playing sports, two weeks ago.
	1 Onset of painRow1: Sudden
	2 Location of painRow1: Lower back, centered around the lumbar region
	3 Intensity of pain scale of 0 to 10Row1: 7
	4 Type of painRow1: Dull and aching
	Activities that worsen the painRow1: 	•	Sitting for long periods
	•	Lifting heavy objects

	Medications used for pain reliefRow1: Ibuprofen 400mg, twice a day
	Home remedies or selfcareRow1: 	•	Heat therapy
	•	Gentle stretching exercises

	Impact of pain on daily activitiesRow1: 	•	Difficulty at work, particularly when sitting for extended periods
	•	Sleep disruptions due to discomfort

	Physical examination findingsRow1: 	•	Tenderness in the lower back region
	•	Limited range of motion

	Diagnostic Tests if applicableRow1: 	•	X-ray conducted on February 1, 2024
	•	Results showed February 2, 2024

	Recommended treatmentRow1: 	•	Prescription for muscle relaxants
	•	Referral to a physical therapist for further evaluation and exercises

	Followup appointmentsRow1: Follow-up in two weeks
	Patients Signature: 
	Date: February 5, 2024



