


Draw the location of your pain on the body outlined below using the following symbol or symbols that BEST describe
your pain. Please indicate ALL the areas that are affected.

Symbols: ----Numbness 0000 Pins & Needles  xxxx Burning Pain ~ vvvv Aching Pain

FRONT BACK

LEFT RIGHT
CURRENT PAIN PROFILE:
Is your pain mostly in your: ~ Back ~ Neck ~ lLeg  Arm
How would you compare your current pain ratio? (Check one)
100% Back: 0% Leg 100% Neck: 0% Arm
- 75% Back: 25% Leg _ 75% Neck: 25% Arm
- 50% Back: 50% Leg _ 50% Neck: 50% Arm
25% Back: 75% Leg 25% Neck: 75% Arm
0% Back: 100% Leg _ 0% Neck: 100% Arm

Have you noticed any muscle weakness?  Yes No
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Please rate your pain level: (Circle the NUMBER which applies)

No Pain Unbearable

A. Pain TODAY: Oo-1-2-3-4-5-6-7-8-9-10
B. Average Pain: 60-1-2-3-4-5-6-7-8-9-10
C. Worst Pain: 0o-1-2-3-4-5-6-7-8-9-10
D. Mildest Pain: Oo-1-2-3-4-5-6-7-8-9-10
E. In the Morning:

1) BEFORE getting up: 60-1-2-3-4-5-6-7-8-9-10

2) AFTER getting up: 60-1-2-3-4-5-6-7-8-9-10
F. Midday: Oo-1-2-3-4-5-6-7-8-9-10
G. Evening: 0o-1-2-3-4-5-6-7-8-9-10
H. During the Night: 60-1-2-3-4-5-6-7-8-9-10
Have you noticed any difficulty controlling your bowel / bladder? ___Yes ___No
If so, explain:
Have you had any fever or chills? _ Yes ___No
Does the pain spread / radiate to your abdomen? ___Yes ___No
Does the pain wake you up at night? _ Yes ~_ No
Do you have any numbness? ___Yes ___No

How do the following activities change the nature of you pain?

Aggravates Pain Relieves Pain
Sitting _ -
Standing
Lying
Walking
Driving

Bending Forward

Please go back and put an asterisk (*) next to the most aggravating activity and the most relieving activity.
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Please indicate if you have had any of the following studies of your neck or back and when (date, month, year)
they were performed:

Regular X-ray of spine: Myelogram:
CAT Scan / CT Scan: Discogram:
EMG / NCS / SSEP: MRI:

Bone Scan:

PAST BACK /NECK TREATMENTS:
Using the following list of treatments, please indicate the effect of all that have been used in an attempt to help your
present problem:

Helpful Not Helpful
Back School:

Heating Pad:

Electrical Stimulation:

Ice:

Ultrasound:

TENS Unit:

Traction:

Stretching / Exercise:
Massage:

Chiropractor / Manipulator:
Brace / Corset / Neck Collar:

Medications:

Biofeedback / Psychology:

Injections: (Please check below all that apply)
_ Trigger point _ Epidural steroid _ Facet block
_Nerve root block _Sacroiliac injection _ Stellate-ganglion
Other:

Please go back and place an asterisk (*) next to the treatments you are currently using.
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REVIEW OF SYSTEMS:

Please circle any of the following that have occurred to you in the LAST SIX MONTHS:

1) Weight Loss

2) Weight Gain

3) Marked Fatigue
4) Fever

Lungs: A) Recurring Cough
B) Wheezing / Asthma
C) Chest X-ray

Breast: A) Lumps
B) Discharge

Heart: A) Chest Pain / Tightness
B) Palpitations

5) Chills
6) Difficulty Sleeping
7) Depression

8) Stress

C) Biopsy

D) Mammogram Date:

D) Murmurs
E) Cardiac Cath / Treadmill

C) Shortness of Breath (Normal Activity)

Gastrointestinal: A) Persistent / Recurring Belly Pain D) Blood in stool

B) Diarrhea
C) Constipation

Joints: (Other than Neck or Back)  A) Pain
B) Stiffness
C) Redness
D) Swelling

Genitourinary: A) Urinary Frequency
B) Painful Urination
C) Blood in Urine

E) Pain with Bowel Movement
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Please indicate ALL ILLNESSES - PAST AND PRESENT:

__ High Blood Pressure _ Diabetes _ Stomach Ulcers / PUD
_ Cancer _ Heart Disease / Attacks _ Lung Disease
_Kidney Disease _ Liver Disease __ Bleeding Disorders
__ Thyroid Disease _ Migraine Headaches _ Arthritis

_ Stroke ___ Abdominal and/or Other Aneurysm Last Menstrual Cycle

Any other Medical Problems:

Please list ALL PREVIOUS SURGERIES:

Please list ALL CURRENT MEDICATIONS:
1.

=N W

2
3.
4

List ALL the medications you have PREVOIUSLY used to RELIEVE YOUR BACK/NECK SYMPTOMS:

List any DRUG ALLERGIES OR SENSITIVITIES:

Please list ALL physicians involved in your care:

Family History of: _ Arthritis _ Back Pain _ Neck Pain _ Heart disease
____Cancer ____ Tuberculosis ____Abdominal aneurysm

_ Migraine Headaches

I have listed ALL the medical problems and all illnesses that affect me.

SIGNED: Date:
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SOCIAL HISTORY:

Occupation: Years at this job:

Is this a worker’s compensationcase? @ Yes _ No

Have you been given a rating? ~Yes _ No % Previous Rating Given

Have you been released by any other doctor for this injury? __Yes ___ No

Does/did you(r) job involve: __ lifting/  twisting: for hours; amount of weight lifted = pounds
Time each day spent lifting = hours and/or driving hours.

Are you satisfied with your job? __Yes ___ No

Education: Grade level completed _ HighSchool @~ College @~ Postgraduate

Are you: 1) Employed 2) Unemployed 3) Student 4) Retired

If you answered “1” or “2” above, how much time have you missed from work this year?

R 2 3o L 5
No time 1 week 1 month 1-6 months 6-12 months
Are you presently working? __Yes ___ No
If not, indicate the last day you worked: / /
Is your job still available? __Yes _ No _ Unsure
Did you leave work due to your back/neck problem? ~ Yes  No
Are you: ~ Single ~  Married ~ Divorced ~ Separated @~ Widowed
Number of Children: Ages:

Current Source of Income: (Check all that apply)

____Spouse ____ Employer ____Social Security ____Disability
_ Unemployment _ Worker’s compensation _ Private Earnings ~_ Other Funds
Do you want a copy of this report sent to your attorney? ~ Yes  No (*Must provide name and address)

What is your attorney’s name and address?*

Do you smoke cigarettes? Yes No How many? packs per day.

If you are a previous smoker, how long has it been since you quit?

Do you drink alcoholic beverages? ~_Yes _ No How much? per week.
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Only answer these questions if your symptoms have lasted longer than one month.

OSWESTRY FUNCTION TEST

Using the following chart, please answer the following questions by placing the number of the most applicable answer on
the blank lines.

1) How long have you had back pain?
2) How long have you had neck pain?

1 = about 1 week
2 = about 1 month
3 = about 3 months
4 = about 6 months
5 = about 1 year

Please circle the one answer in each section that best applies to your condition:

PAIN INTENSITY:
1) I can tolerate my pain without having to use painkillers.
2) My pain is bad, but I manage without taking painkillers.
3) Painkillers give me complete relief from my pain.
4) Painkillers give me moderate relief from my pain.
5) Painkillers give my very little relief from my pain.
6) Painkillers have no effect on my pain and I do not use them.

PERSONAL CARE: (Washing, Dressing, etc.)
1) Ican look after myself normally without causing extra pain.
2) Ican look after myself normally, but it causes extra pain.
3) Itis painful to look after myself and I am slow and careful.
4) Ineed some help, but I manage most of my personal care.
5) Ineed help every day in most aspects of self-care.
6) 1do not get dressed, wash with difficulty, and stay in bed.

LIFTING:
1) I can lift heavy objects without extra pain.
2) Ican lift heavy objects, but it gives extra pain.
3) Pain prevents me from lifting heavy objects off the floor, but I can manage if they are conveniently positioned.
4) Pain prevents me from lifting heavy objects, but I can manage light to medium objects if they are conveniently
positioned.
5) Ican only lift very light objects.
6) I cannot lift or carry anything at all.

WALKING:
1) Pain does not prevent me from walking any distance.
2) Pain prevents me from walking more than 1 mile.
3) Pain prevents me from walking more than _ mile.
4) Pain prevents me from walking more than _mile.
5) Ican only walk using a cane, crutches, or walker.
6) Iam in bed most of the time and have to crawl to the toilet.
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Oswestry Function Test continued:

SITTING:

1)
2)
3)
4)
5)
6)

I can sit in any chair as long as I like.

I can only sit in my favorite chair as long as I like.
Pain prevents me from sitting more than 1 hour.
Pain prevents me from sitting more than _ hour.
Pain prevents me from sitting more than 10 minutes.
Pain prevents me from sitting at all.

STANDING:

1)
2)
3)
4)
5)
6)

I can stand as long as I want without extra pain.

I can stand as long as I want, but it gives me extra pain.
Pain prevents me from standing more than 1 hour.

Pain prevents me from standing more than _ hour.

Pain prevents me from standing more than 10 minutes.
Pain prevents me from standing at all.

SLEEPING:

1)
2)
3)
4)
5)
6)

Pain does not prevent me from sleeping well.

In can sleep well only by taking medications for sleep.

Even when I take medication, I have less than 6 hours sleep.
Even when I take medications, I have less than 4 hours sleep.
Even when I take medications, I have less than 2 hours sleep.
Pain prevents me from sleeping at all.

SEX LIFE:

1)
2)
3)
4)
5)
6)

My sex life is normal and causes me no extra pain.
My sex life is normal, and causes me some extra pain.
My sex life is nearly normal, but is very painful.

My sex life is severely restricted by pain.

My sex life is nearly absent because of pain.

Pain prevents any sex life at all.

SOCIAL LIFE:

1)
2)
3)
4)
5)
6)

My social life is normal and causes me no extra pain.
My social life is normal, but increases the degree of pain.

Pain has no significant effect on my social life, apart from limiting my more energetic interests like dancing, etc.

Pain has restricted my social life and I do not go out as often.
Pain has restricted my social life to my home.
I have no social life because of pain.

TRAVELING:

1)
2)
3)
4)
5)
6)

I can travel anywhere without pain.

I can travel anywhere, but it gives me extra pain.

Pain is bad, but [ manage journeys over 2 hours.

Pain restricts me to journeys of less than 1 hour.

Pain restricts me to short, necessary journeys under _hour.

Pain prevents me from traveling, except to the doctor or hospital.

Revised: 02-03-2003
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