


Medical History

Have you ever been diagnosed and/or treated for any of the following?

Obesity
Cataracts
Chronic Sinus/Rhinitis
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Parkinson’s Disease
Alzheimer's
Migraine Headaches
Convulsions

Stroke

Depression

Sleep Apnea
Insomnia
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Heart Trouble
Chest Pain/Angina
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Congestive Heart Failure
COPD

Atrial Fibriliation
Myocardial Infarction
DVT

Asthma

GERD

Inflammatory Bowel Disease
Rectal Bleeding

Stomach Ulcer

Kidney Stones

Kidney Disease

Liver Disease

Hepatitis
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Back Pain

Spinal Stenosis
Scoliosis
Osteoporosis
Arthritis
Fibromyalgia
Multiple Sclerosis
Lupus

Varicose Veins

Thyroid Disease
Diabetes
Psoriasis
Bleeding/Bruising
Anemia
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Gallbladder Disease Cancer
Gout

Dialysis

Heart Palpitation
Valvular Disease
Coronary Artery Disease
Hypertension
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AIDS/HIV
Acute Infections
Alcoholism

Drug Abuse
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Past Surgical History
Have you ever had any of the following surgeries?

ACL Surgery CABG Hernia Repair Tonsillectomy

Angioplasty Carpal Tunnel Release Hip Replacement Valve Replacement

Angio w/ Stent Cataract Extraction Knee Replacement Gender Specific

Appendectomy Cholecystectomy Pacemaker Cesarean Section

Arthroscopy Gall Bladder Removal Rotator Cuff Repair Hysterectomy

Back Surgery Gastric Bypass Thyroidectomy Mastectomy

Past Fractures

Family History
Have any family members ever been diagnosed and/or treated for any of the following? If so, what age were they?

Brother
Age
Onset/
Death

Sister
Age
Onset/
Death

Mother
Age
Onset/
Death

Father
Age
Onset/
Death

Brother
Age
Onset/
Death

Diagnosis Diagnosis

Alive and Well Drug Abuse

Alcoholism Gout

Alzheimer's Disease Heart Disease -

Arthritis Hypertension

Blood Disease Kidney Disease
Cancer Liver Disease
COPD

CVA (Stroke)
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Mental lliness
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Obesity
Other
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Depression
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Diabetes




Social History

Language

Primary Language Spoken Primary Language Spoken at Home

' Birthplace Hand Dominance o Right O Left O Ambidextrous

Education/Employment/Occupation/Military Experience

| Name of School Degree Obtained Country

Employer

Occupation

| Employment Status

#a Full-Time o Part-Time o Self-Employed o0 Unemployed O Retired (Date: ) O Laid Off
O Active Military Duty o Activated Military Reserve 0 Disabled O Private Disability O Social Security Disability
o Child

Restrictions
0 Avoid Dust/Fumes O No Climbing o0 No Heavy Lifting

Marital Status/Family/Social Support

Marital Status: Married O Single o Divorced O Widowed O

Tobacco

Use Tobacco? Y/ N/ Formerly
If Yes or Formerly: Type: o Chewing 0o Cigar 0O Cigarettes O Pipe O Smokeless
Number of Years
Tobacco per Day: O Less than 1 pack/day O Greater than 1 pack/day o 1 pack/day
O Less than 2 bowls/day o More than 2 bowls/day
o 1 can/day o % can/day
Ever tried to quit? Y/N Year Quit

Alcohol

Drink Alcohal? Y /N /Formerly If Formerly, year quit
Frequency: o Daily o Occasionally o Rarely 0O Socially

Advanced Directives in Place

o None o Do Not Resuscitate O Living Will

O Durable Power of Attorney O Healthcare Proxy
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LOW BACK EVALUATION
GENERAL INFORMATION QUESTIONNAIRE
L. Patient Information
Date: AFO PT#:
Patient Name: SS#:
Address:
Street City State Zip
Birthdate: Age: Sex: Home Phone:

Married D

Education (years):

Single [_—___] Separated D

Occupation:

Divorced D

Years:

Employer: Address:

Referring Physician: Phone:

Insurance Company: Adjuster:

Address: Phone:

Insurance Policy/Contract Number:

II. Chief Complaint (what pain or other problem that lead you to see doctor)

a) When did the pain begin?
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b) How did the pain begin? (“** ALL that are appropriate)

Suddenly D Gradually [:] LiﬁingD Twisting D Fall D Bending[j Pulling D

Injured at work D Injured in auto accident D Hit from behind [:]

Sports injury [:] No apparent incident D

c) Describe injury or onset (if appropriate):

d) My current pain is worse in: (“v” ALL that are appropriate)

Lower back D Upper back D Neck D Hip (right/left) D Down leg to knee D
Down leg below knee to foot D Arm (right/left) D

e) My pain is: (“V”* appropriate box) Better Worse No Diff.

1) cough or sneeze

2) sitting in straight chair
3) sitting in soft chair

4) bending to brush teeth
5) awaken in the morning
6) getting out of bed

7) middle of the night

8) middle of the day

9) lying flat on back

10) lying flat on stomach
11) lying flat on side, knees bent
12) squatting

13) standing

14) lifting

15) Walking
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f) Pain intensity (circle appropriate number) (0 = no pain to 10 = worst pain)

Backpain 0 I 2 3 4 5 6 7 8 9 10
Leg pain 0 1 2 3 4 5 6 7 8 9 10

2) What specific job activities can you not do because of your pain?

h) What specific non-job activities can you not do because of your pain?
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L.

IV.

i)

How long have you been unable to work or do normal housework?

Date last worked

Have you been in the hospital for back, neck, leg or arm pain? Yes D No D

If “yes™ Number of times Attending Physician

Hospital (s) Date(s)

Diagnostic Tests to Date

a)

b)

What doctors have you seen for your back or neck problem(s)

Have you ever had: Yes No #times  Date Doctor
Nerve conduction, EMG [ 1 [ 1 [ 1 I 11
Regular X-rays L1 01 [ 11 11
MRI Scan A I O T R | 11
Myelogram L1 01 0 11 11

Treatments to date

a)

b)

d)

— ———

Results

What medications have you taken in the past for your back/neck problems and how much

did it help?
Medication Helped: A Lot AlLittle None Side Effects
[ ] [ 1 [ 1
[ ] (1 [ 1
[ ] [ 1 [ 1
[ ] 1 [ 1

Have you had Physical Therapy? Yes D No D

If “yes,” how many times? How often?

Did it help? Yes( ]  No[]
Do you use a back brace or corset?  Yes D No [:]

If “yes,” how long? How often?

Have you had back or neck surgery? Yes [___] No D

If “yes,” number of times Hospital Surgery

If “no,” explain:

What treatment has made your pain better?
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) What treatments have made your pain worse?
V. General Medical Information

a) Who is your primary doctor? Last exam:

b) Do you see other doctors regularly? Yes E] No D
List all doctors:

c) Please list all current medications:

d) Please list all current medications:

€) Do you smoke? Yes [:] No D If “yes,” how much?

f) Have you been in the hospital for any medical problems? Yes D NOD
Problem(s):
Date(s):

2) Mark all medical problems that are appropriate:

[ ] Stomach problems, ulcers, etc. [ ] Diabetes [ ] Bleeding problems
[ ] Bowel or bladder problems [ ] Gout [ 1 Kidney problems

[ ] High blood pressure [ ] Cancer [ ] Lung problems

[ ] Blood clots in legs [ ] Heart disease [ ] Bone disease

[ ] Current pregnancy [ 1 Arthritis [ ] Sexual problems

[ ] Other

VI.  Disability Status

a)
b)

Date last worked:

Is thisa Worker’s Comp case?  Yes D No O
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c) Do you have an attorney helping you?

d) Do you want a report sent to your attorney?

If “yes,” please provide Name, Address and Phone Number:

e) Do you have a rehab nurse or counselor assigned to your case?
Name Phone
VERY IMPORTANT!

Mark the areas on your body where you feel the described sensations. Use the
appropriate symbol. Mark area of radiation. Include all affected areas.

Numbness Pins & Needles Aching Burning Stabbing Other
------ 000000 uuuuuu aooog 11111 XXXXXX




HISTORY OF PRESENT ILLNESS

| What is your Chief Complaint (main reason you came to see the doctor)?

| Side
| O Right O Both

‘ Level of Pain

o Mild O Moderate 0O Severe

When did the symptoms start?

Were you injured?
If yes, how did it happen?

| Have you seen a physician for this?
| If yes, what treatment(s) did you have?

| Have x-rays been taken?
If yes, where?

| Do you have any allergies to medications?
If yes, please list:

Are you currently taking any medications?
1 If yes, please list:

1| Have you ever had a reaction to anesthesia?
H If yes, explain:




