
A Spine Center of Excellence TM

Date:_________________________________________________________

Name:________________________________________________________
                            Last Name                                                First Name

Address:_ _____________________________________________________

Phone:________________________________________________________

Where is your pain located?

r Neck	 r Mid-back	 r Low back

When did the pain begin:__________________________________________

Pain is a result of:

r Accident	 r Injury	 r Fall	 r Other ____________

Have you had any previous treatments for your pain?_______If yes, what _
type of treatment and date(s):______________________________________
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________

On a scale of 1 to 10 with 10 being the worst, what is your pain level at this time:_
_____________________________________________________________

Please bring this completed form along with your  
MRI to our office for review.

Dr. Jeff Phelps
8801 North Tarrant Parkway
North Richland Hills, TX 76182
Ph: 817.616.0700 
Fax: 817.616.0708

MRI REVIEW


