

	Patient Name: 
	Patient Account Number: 
	Patient DOB: 
	Patient Weight lbs: 
	Middle back pain: 
	How long: 
	Pain elsewhere: 
	Any numbness or tingling: 
	Where: 
	Any weakness: 
	Where_2: 
	Do you have cancer: 
	What type: 
	Has it spread: 
	Have you had surgery on your middle back: 
	When: 
	What level: 
	Have you ever had a previous MRI of the thoracic spine: 
	When_2: 
	Where_3: 
	Did you injure your back If yes how 1: 
	Did you injure your back If yes how 2: 
	Did you injure your back If yes how 3: 
	problem 1: 
	problem 2: 
	problem 3: 
	Text1: 
	Text2: 


