Signature Health Services, Inc. Spine Center History Sheet

Dr. Sohn Dr. Lieb Date:

Name Age

Primary Care Physician Referring Physician

Dominant hand? JRight OLeft Sex: "Male TFemale Height Weight

Reason for Visit/Chief Complaint

Date of Injury/Onset of Symptoms Work Related? Yes No
Describe:

Treatment for Current Problem

Have you had any of the following for your current problem? (Circle all that apply)
X-Ray MRI CatScan Myelogram When and Where?

Have you had any Treatment for your problem? (Circle all that apply)
Physical Therapy  Chiropractic ~ Acupuncture  Spine Injections  Pain Clinic

What helped? What did not help?

Past Medical History (Please check all that apply) INONE of the below

THeart Attack DAsthma ' OOsteoarthritis [JHepatitis

[JAngina UEmphysema ORheumatoid Arthritis JCirrhosis
TICongestive Heart {JPneumonia DOsteoporosis TDiabetes-Insulin Y N
CMitral Valve Prolapse [IChronic Bronchitis =~ THiatal Hernia OThyroid
THypertension JPulmonary Embolus [Reflux {Incontinence
~iHigh cholesterol ObVT DUlcers Enlarged Prostate
CArrhythmia TVascular Disease TCrohn’s TFrequent UTD’s
TJAnemia "INeuropathy DUlcerative Colitis {IPsychiatric History
{IBleeding Disorder [JHeadaches Dlrritable Bowel TJAnxiety

JSeizures JHIV+ UDiverticulitis TDepression
OIStroke MReaction to Anesthesia OSleep Apnea
TCancer: Type O0ther:

TiCurrent Infection: Where?

Past Surgical History and Date

Past Spine Surgeries and Date

Current Medications
Name of Medication/Dosage

1. 7.
2. 8.
3. 9.
4, 10.
5. 11.
6. 12.




Allergies (list name and type of reaction)

1. 4,

2. S.

3. 6.

Known Metal Allergy iYes No Known LATEX Allergy TYes [No

Family History (Check al] that apply to your mother, father or siblings)

iJHeart Disease _High Blood Pressure [iStroke Lung Disease
iZLiver Disease UKidney Disease UDiabetes UCancer
JOsteoporosis OOsteoarthritis UORheumatoid Arthritis [Psychiatric
“None of Above "JUnknown/Adopted OOther

Secial History

IYes Packs per day for years Stopped
~Yes  Type of alcohol/how often?

Tobacco Use: 'No
Alcohol Use: . .iNo
Other substance abuse:

Do you exercise? .JNo

Occupational History

Are you working: OYes

{iYes Describe

ONo [ODisabled DRetired

Work Demands: [Sedentary Ulight [CModerate [JHeavy

Current Employer:

Have you lost time from your job due t6 the current problem? OYes [INo

Review of Systems (Please answer if negative or check symptoms)

Constitutional:

ONegative OWeight Gain
Cardiovascular:

Negative CUChest Pain
Respiratory:

-Negative [IWheezing
Gastrointestinal:

{Negative “Diarrhea
Genitourinary:

“Negative _Incontinence
Musculoskeletal:

Negative {ZJoint Pain
Neurological:

“Negative JHeadaches
Skin:

“Negative Tltching
Psychiatric:

“Negative ©IMemory loss
Hematologic/Lymphatic:
—Negative _Bruise easily

Physician Review

OWeight Loss  [JFever UFatigue ONight sweats
[JPalpitations UShort of breath on exertion Fleg Edema
OFrequent Cough CISpitting up blood

CConstipation © [JNausea OVomiting IBloody stool
IBloody Urine  [IFrequent urination “IPainful urination

JBack Pain OWeakness Difficulty walking

{Paralysis OWeakness UNumbness/Tingling
JRash OVaricose Veins [0Skin Ulcers ODry Skin
HConfusion UNervousness  Dlnsomnia CODepression

UBleed easily  ISlow to heal after cuts LiSwollen lymph nodes

Date

KLG/2008




Signature Health Services, Inc. Spine Center Pain Questionnaire

Dr.Sohn Dr. Lieb Date:
Name MRN
What describes your pain? (Circle all that apply) :
Throbbing Shooting Stabbing Bumning Aching Sharp
Cramping Sickening Splitting Numbing Heavy Tender
What makes your pain better? (Circle all that apply) |
Sitting Standing Walking Bending Coughing Lying down
Straining Ice Heat Medications  Other:
What makes your pain worse? (Circle all that apply) ‘
Sitting Standing Walking Bending Coughing Lying down
Straining Ice Heat Medications  Other:
On a scale from 1 to 10 where 1 equals no pam and 10 equals severe pam

What is your pain at its worse?

What is your pain at its best?

What is pain most commonly?_

What is your pain right now?
How long have you had back pain? years months weeks

On the diagram below, please indicate where you are experiencing pain, right now.
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This questionnaire provides information as to how your pain has affected your ability to manage in everyday life. Please answer
every question by placing a mark in the box that best describes your condition.

During the past 4 weeks.........

1. Pain Intensity:
[ can tolerate the pain I have without having to use pain medication.

CiThe pain is bad, but I can manage without having to take pain medication.

“IPain medication provides me with complete relief of pain.
{IPain medication provides me with moderate relief of pain.
{JPain medication provides me with little relief of pain.
{JPain medication has no effect on my pain.

2. Personal Care:

7 can take care of myself normally without causing increased pain.
T can take care of myself normally, but it increases my pain.

iIt is painful to take care of myself, and I am slow and careful.

I need help, but I am able to manage most of my personal care.

i need help every day in most aspects of my care.

71 do not get dressed; I wash with difficulty, and stay in bed.

3. Lifting:
I can lift heavy weights without increased pain.

£l can lift heavy weights, but it causes increased pain.

{Pain prevents me from lifting weights off the floor, but I can manage
if the weights are conveniently positioned. (e.g., on a table)
JPain prevents me from lifting heavy weights, but I can manage light
to medium weights if they are conveniently positioned.

7l can lift only very light weights.
71l cannot lift or carry anything at all.

4. Walking:

TPain does not prevent me from walking any distance.
TPain prevents me from walking more than 1 mile.

{IPain prevents me from walking more than % mile.

{JPain prevents me from walking more than % mile.

O can walk only with crutches or a cane.

“I'am in bed most of the time and have to crawl to the toilet.

5. Sitting:

O can sit in a chair as long as I like.

[71 can sit in my favorite chair as long as I like.

Pain prevents me from sitting for more than 1 hour.
TPain prevents me from sitting for more than %2 an hour.
CPain prevents me from sitting for more than 10 minutes.
TPain prevents me from sitting at all.

6. Sleeping:

My sleep is never disturbed by pain.

~I can only sleep well only using pain medication.
~Even when [ take medication, I sleep less than 6 hours.
TEven when I take medication, I sleep less than 4 hours.
TEven when I take medication, I sleep less than 2 hours.
TIPain prevents me from sleeping at all.

7. Standing:

I can stand as long as I want without increased pain.
[ can stand as long as [ want but it increases my pain
{JPain prevents me from standing more than 1 hour.
(JPain prevents me from standing more than % hour.
(JPain prevents me from standing more than 10 min.
ClPain prevents me from standing at all.

8.Social Life:

My social life is normal and does not increase my
pain.

[JMy social life is normal, but it increases my level of
pain.

(JPain prevents me from participating in more
energetic activities (sports, dancing).

[Pain prevents me from going out very often.

{Pain has restricted my social life to home.

01 have hardly any social life because of my pain.

9.Traveling:

OI can travel anywhere without increased pain.

01 can travel anywhere, but it increases my pain.

My pain restricts my travel over 2 hours.

OMy pain restricts travel over 1 hour.

UMy pain restricts my travel to short necessary
journeys under 2 hour.

OMy pain prevents all travel except for visits to the
Physician, therapist or hospital.

10. Changing Degree of Pain:

UMy pain is rapidly getting better.

My pain fluctuates, but overall is definitely getting
better.

My pain seems to be getting better, but improvement

is slow at present.

My pain is neither getting better or worse.

OMy pain is gradually worsening.
UMy pain is rapidly worsening.

DISABILITY INDEX SCORE %






