NEW PATIENT QUESTIONNAIRE

Name: Date:

Birthdate: Family Doctor:

Mark these drawings using the symbol that best describes your pain

Numbness  =——=== Ache AAANAAN Pins and Needles 000000
Stabbing i Buming XXXXX Cramping +HHH+

OUTER




Wt
1. Age: Sex: M/F Bp
‘ P
2."Right or Left handed: R /L R
3. Who referred you?
4. Are your current symptoms due to: When did they start? Were you hospitalized? Y/ N
Car Accident Date
Work Injury Date
No Injury/Accident Date
Briefly Describe: ‘
i
5. Which hurts you more, your legs or back? (check only ONE statement)
l. Legs hurt much more than back % back pain (total of back and leg
2. Back hurts more than legs % leg pain  percentage should equal
3. Back hurts same as legs 100%)
6. Which hurts you more, your neck or arms? (check only ONE statement)
1. Arms hurt more than neck
2. Neck hurts more than arms % neck pain (total of neck and arm
3. Neck and arms hurt same . % arm pain percentage should equal
' 100%)
7. Please circle the ONE number which best describes your pain level. .
0 represents no pain 10 is the worst pain you can imagine
CURRENT PAIN _
0 12 3 4 5 6 7 8 9 10
WORST PAIN
0 1 2 3 4 5 6 7 8 9 10
LEAST PAIN
0 1 2 3 4 5 6 7 8 9 10
8. Do your symptoms affect your sleep? Yes/No

If “yes’ how long do you sleep before you are woken up by your symptoms?



8 How do the following activities affect your symptoms? Circle a number for each activity.

0 represents no increase in symptoms 10 a significant increase i in symptoms
1 Sitting 012 3 45 6 7 8 9 10
2 Standing 012 3 45 6 7 8 9 10
3 Rising from sitting 012 3 45 6 7 8 9 10
4 Bending forward 012 3 45 6 7 8 9 10
5 Bending backward 012 3 45 6 7 8 9 10
6 Walking 012 3 45 67 8 9 10
7 Lying on your back 012 345 6 7 8 9 10
8 Lyingonyourstomach 0 1 2 3 4 5 6 7 8 9 10
9 Coughingandsneezing 0 1 2 3 4 5 6 7 8 9 10

10 Reaching overhead 012 345 6 7 8 9 10
11 Lifting from the floor 012 345 67 8 9 10

10 | can sit in a chair for:
~ 1 Less than 5 minutes :
2 5-15 minutes ’
3 15-30 minutes
4 30-60 minutes
5 As long as | want

11 1 can stand for:
1 Less than 5 minutes
2 5-15 minutes
3 15-30 minutes
4 30-60 minutes
~ 9 Aslong as  want

12 I can walk for:
1 Less than 5 minutes
2 5-10 minutes
3 15-30 minutes
4 30-60 minutes
5 As long as | want

13 Do you use a cane, walker, or a wheelchair? Y/ N
Inside the house Outside the house
Cane
Walker
Wheelchai

14 Have you been treated for your symptoms? Y / N




15. Have you ever had back/neck surgery? Y/ N. If yes, how many surgeries? __

16. Describe your current work status:
1. I am currently working full time

oA wN

I am currently working part time
1 am not working because of my current symptoms

"I am not working for a reason other than my current sympfoms
Date I last worked

have pain while working? Y / N

7. What kind of work do you do’

If you are still working, do your current 'symptoms affect your work or do you

8. How much work have you missed because of your current symptoms or

similar symptoms?

17. Has your pain restricted your social and recreational life? Y / N

Brief Describe:

18.

19.

20.

21.

22.

23.

Have you hored a lawyer because of your condition? Y / N

Do you currently smoke cigareettes? Y / N

Do you currently use snuff or chew? 'Y / N

Do you use alcohol?

Education:
1 High school
2 2 year college
3 4 year college
4. Post 4 years

Martial Status

Type?

Y/N
Y/N
Y/N
Y/N

Married Single

How much packs a day?

How much snuff or chew?

Amount?

Divorced Widowed

Do you live alone. With family members or friends ( Circle one ).

4



