
 

Conservative Treatment Form 

Your Insurance Company requires Dr. Morreale to have this information in your 

record for any further treatment. This includes Radiology testing’s and Surgery. 

Not having this Information will DELAY getting your tests or Surgery 

AUTHORIZED! 

Please list ANY conservative treatment you have had within the last 6 months for the condition 

you are being seen for, this should include treatment prescribed by ANY of your physicians. 

If you are unsure of the dates please give us an approximate date or contact the facility for this 

information. Your Insurance company is requesting this information from us. 

 

Physical Therapy Start date: __________________ End date: _____________________ 

 

Steroid Injections Start date: __________________ End date: _____________________ 

 

Muscle Relaxers Start date: __________________ End date: _____________________ 

 

Pain Medications Start date: __________________ End date: _____________________ 

 

Ibuprofen/Motrin Start date: __________________ End date: _____________________ 

 

Back/Neck Braces Start date: __________________ End date: _____________________ 

 

Pain Management Start date: __________________ End date: _____________________ 

 

If you have had any other treatment please list it below with who and start/end dates of your 

treatment/medication. 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

_____________________________________________________________________________ 

 

Signature: ____________________________________ Date: _________________________ 


