CONSULTATION EXPRESS
QUESTIONNAIRE"

Name Date of Birth Present Age

Home Address

City State Zip Code
Home Phone Work Phone
Fax Number E-Mail

Name and Address of Your Referring Health Professional

Your Present Occupation Your Previous Occupations

Your Present Level of Activity

Do You Work Full-Time? Yes [
Does Your Problem Involve a Lawsuit? Yes [
Does Your Problem Involve a Worker’s Compensation Claim ? Yes [
Have Any of Your Family Members Had Back Problems? Yes [
Have Any of Your Family Members Had Back Surgery? Yes [
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Explain Family History

Present and Past Health History

What Are Your Back Complaints at This Time?

(Please Fill Out the Body Drawing on Page 2 at This Time)

What Health Problems Have You Had in the Past?

Have You Had Any Significant Injuries To Your Spine in the Past?

Have You Ever Had Any of the Following?
A Myelogram (Water Soluble Dye) Yes[] No[ ]
A Myelogram (Oil Based i.e. Pantopaque) Yes[] No[ ]

An Injection of Epidural Steroid (Explain if Yes) Yes[] Nol[ ]
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Mark the areas on your body where you feel the described sensation. Use the appropriate symbol. Mark areas of radiation.
Include all atfected areas.
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Choose no more than five that describe your pain. Please (X). Most important (XX).

1. Steady [] 5. Intermittent [ ] 9. Electrical [1] 13. Throbbing [
2. Tiring [1 6. Punishing [ 10. Killing [1 14. Miserable [
3. Crawling [1] 7. Boring [1 11. Gnaw ing [] 15. Heavy [1]
4, Suffocatingl ] 8. Cruel (1] 12. Annoying [ 16. Unbearable []



Page 3

Have You Ever Had Spine Surgery? Yes[] Nol[ ] If Yes Fill Out the Questions Below:
How Many Surgeries? Where? When?
Where You Better After Spine Surgery? Yes[ ] No[ ]

Rate Your Present Level of Activity

Normal [1]

Slightly Restricted [1

Moderately Restricted [1]

Severely Restricted [1
Does Walking Make Your Pain Worse? Yes[] Nol[ ]
Is Your Pain Worse at Night? Yes[ ] No[ ]
Do You Have Any Weakness in Your Legs? Yes[ ] No[ ]

What Percent of the Time Are You in Pain? [ |
If There is Pain, How Many Hours a Day Must You Be Lying Down? [ 1
If There is Pain How Severe Does it Get Each Day (On a Scaleof 1-10) [ ]

What Medications Do You Take for Pain Relief? (Include aspirin, non-steroidal and steroidal
inflammatories such as ibuprofen, and narcotics with frequency and dosage)

What Other Medications Do Take On a Daily Basis?

Do You Have Any Drug Allergies?

List Your Height [ 1 Weight [ ] Have You Lost Height? Yes[ ] No[ ]
List Any Noteworthy Medical Problems (i.e. diabetes, hear disease, cancer, lung problems)

List All Previous Noteworthy Non-Spine Surgical Procedures and Results:

Are You Now A Cigarette Smoker? Yes[ ] No[ ]
If Yes How Much a Day? [ ] For How Many Years? [ 1

If Yes Are You Aware That Cigarette Smokers Have a 3-4x Higher Incidence of Disc
Degeneration in Their Spines Compared to Non-Smokers? Yes[ ] No[ ]

Do You Do Aerobic Exercise On a Regular or Daily Basis? Yes[ ] No[ 1]

Thank You For FiCling Out This Questionnaire.
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