Eldin E. Karaikovic, MD, PhD, FAAOS
New Patient LOWER BACK Questionnaire: Orthopaedic Surgery

Patient Name: ____________________________________________________ Today’s date ______________________
Date of Birth _____ / ______ / ______		Age Today __________		Height _______	 Weight ________                   
Dominant Hand: Right / Left / Both			Problem Side: Right / Left / Both
Describe your current problem:
_________________________________________________________________________________________________
Describe how and the date your injury occurred:
_________________________________________________________________________________________________
When/Where did you first see a doctor for this?
_________________________________________________________________________________________________
Is this work related? Yes / No / I don’t know  		How long have you been off work? ______________________
Is there on-going litigation? Yes/ No	 If yes, please describe: _____________________________________________
Case # ________________________ Contact: _________________________ Phone # (           ) ___________________
Do you have any of the medical problems? (Check all that apply)
___ High blood pressure 		___ Diabetes	Insulin Dependent?    Yes  /  No
___ Angina / Heart Attack		___ Arthritis
___ Over / Under Active Thyroid	___ Gout
___ Gastritis / Peptic Ulcer 		___ Lung Disease 
___ Asthma 				___ Cancer- Specify: _________________	___ Other- Specify:__________
Prior surgeries and dates: 
__________________________________________________________________________________________________
List all medications including over the counter medications and dosages: 
__________________________________________________________________________________________________
List all allergies: 
__________________________________________________________________________________________________
Are you pregnant?  Yes / No / Not applicable 
Do you smoke? Yes / No 	How much? _________		Do you drink? Yes / No  	      How much? _____________
Do you use recreational drugs?  Yes / No 
What is your marital Status? Single / Married / Separated / Divorce / Widowed
Do you have any children?  Yes / No      If yes, how many? __________
What is your current occupation? ______________________________________________________________________ 
P1
Is there any family history of any medical condition(s) (mother, father, siblings, and/ or grandparents)?   Yes   No 
Please identify the medical condition(s) and which family member(s): ________________________________________
_________________________________________________________________________________________________

Review of Systems – (Please heck if you are experiencing any of the following):
___ General body weakness	____ Fever	____Weight loss	____ Change in appetite     ____ Visual changes
___ Chest pain	___ Shortness of breath		____ Abdominal pain	____ Diarrhea       ____ Bloody or tarry stools
___ Nausea or vomiting     ___ Difficulty with urination    _____ Sexual problems     ____ Easy bruising or bleeding
___ Difficulty sleeping 	  ___ Depression    Other: ________________________________________________________

Please Mark if you have current problems with any of the following listed below and describe:
 YES      NO
(      )   (      ) General Symptoms ________________________________________________________________________
(      )   (      ) Skin ____________________________________________________________________________________
(      )   (      ) Ear, Nose, Throat _________________________________________________________________________
(      )   (      ) Neck ___________________________________________________________________________________
(      )   (      ) Breasts__________________________________________________________________________________
(      )   (      ) Cardiovascular ___________________________________________________________________________
(      )   (      ) Respiratory ______________________________________________________________________________
(      )   (      ) Gastrointestinal __________________________________________________________________________
(      )   (      ) Genito-urinary ___________________________________________________________________________
(      )   (      ) Last Pap Smear ___________________________________________________________________________
(      )   (      ) Sexual Problems __________________________________________________________________________
(      )   (      ) Obstetric/ Menstrual ______________________________________________________________________
(      )   (      ) Neurological _____________________________________________________________________________
(      )   (      ) Musculoskeletal __________________________________________________________________________
(      )   (      ) Blood Disorder ___________________________________________________________________________
(      )   (      ) Vascular ________________________________________________________________________________
(      )   (      ) Psychiatric ______________________________________________________________________________
Who is your Primary Care Physician (PCP)?
Name: ________________________________________________________
Address: _____________________________ City: ____________________ State: _____________ Zip Code: _________
Phone: (        ) _______________________

If your Primary Care Physician did not refer you, who referred you to Dr Karaikovic?
Name: ________________________________________________________
Address: _____________________________ City: ____________________ State: _____________ Zip Code: _________
Phone: (        ) _______________________

 
SPINE QUESTIONNAIRE (NECK pain)



PREVIOUS TREATMENTS:

What previous treatments have you had for your neck or back problems? (Please check all that apply)

____Bed rest	____ Exercise 	____ Medications   If yes, which medication(s): _________________________________
____ Physical Therapy  If yes when and where: ____________________________________________________________
____ Epidural Steroid Injections	 If yes, why, when and where: _______________________________________________
____ Chiropractor    ____ Acupuncture      ____ Massage Therapy


FOR THOSE WITH NECK OR ARM PAIN: 
How long have you had this pain? ______________________________________________________________________
Please rate the severity of your neck pain:    Mild _______       Moderate _________	Severe ________
Do you have pain in your arm(s)?    Yes ___     No___  If yes, where is the pain: Right arm ___ Left arm: _____ Both ____
What does you pain feel like? Aching ___  Cramping ___  Burning ___ Other (please describe): ____________________
Any numbness in your arm(s) or hand(s)?      Right arm _____      Right hand ____     Left arm _____      Left hand ______
Have you noticed any weakness in your arm(s) or hand(s)?       Yes ______   No ________
Do you have any difficulty walking?    Yes _____    No _______


FOR THOSE WITH BACK OR LEG PAIN:
 
How long have you had this pain? _____________________________________________________________________
Please rate the severity of your pain:    Mild ______	Moderate ________	Severe ____________
Do you have any pain in your leg(s)?  Yes ___ No ___   If yes, where is the pain: Right leg ___ Left leg____ Both legs ___ 
What does your pain feel like? Aching _____  Cramping ___ Burning _____ Other (please describe) _________________
If you have back and leg pain, what percent is your back? ________%     In your leg? _________%
Have you noticed any weakness in your leg(s)? Yes ____    No _____
Do you have difficulty walking? Yes ____     No _____







PHYSICAL  EXAM						(To be completed by Dr Karaikovic – THIS PAGE ONLY) 

____________________________________________________________________________________________________________________________________________________________________________________________________
Skin: ______________________________________________________________________________________________
Rom:
L-SPINE:    Flexion: ______ Extension: _______ Lateral Bending:   R: __________  L: ______________
C-SPINE: : Flexion: ______ Extension: _______ Rotation  R: ______   L:  ______ Lateral Bending:   R: _______  L: _______
MOTOR: __________________________________________________________________________________________
SENSORY: _________________________________________________________________________________________

REFLEXES: 							VASCULARITY:
Brachioradialis:  R ______  L: _______				Pulses:  Radial Artery:        R ______  L: _______
Triceps:  R ______  L: _______						Ulnar Artery:         R ______  L: _______
Biceps:   R ______  L: _______						Tibialis Posterior: R ______  L: _______
Patellar: R ______  L: _______						Dorsalis Pedis:      R ______  L: _______
Achilles: R ______  L: _______					Capillary Refill: ________________

Hoffman: R ______  L: _______					SLR: R ______◦  L: _______◦
Babinski: R ______  L: _______					Crossed SLR: _________________
Clonus: Patella: R ______  L: _______				Hip Hyperextension: R ______  L: _______
	Ankle: R ______  L: _______				Patrick’s Tests (SI joints): R ______  L: _______

Spurling: R ______  L: _______
Tinel’s elbow: R ______  L: _______
Tinel’s wrist: R ______  L: _______				SCOLIOSIS:
Phalen’s R ______  L: _______					Rib Prominence: Thoracic: R ______◦  L: _______◦
Median Compression: R ______  L: _______			Rib Prominence: Lumbar: R ______◦  L: _______◦

								Gait (myelopathy?): ________________
Pain with percussion: Yes (location): _____________ No: _____	Horner’s: _______________
DIAGNOSTIC TESTS: __________________________________________________________________________________
XR: ____________________________________________	MRI: _________________________________________
CT: ____________________________________________	EMG: ________________________________________
OTHER: ___________________________________________________________________________________________
IMPRESSION: _______________________________________________________________________________________
__________________________________________________________________________________________________
PLAN: _____________________________________________________________________________________________
Medications: _____________________________________	PT: __________________________________________
Tests: ___________________________________________	Other: ________________________________________


PATIENT QUESTIONNAIRE (for THE LOWER BACK only) (Select One from Each Box)
Oswestry Score, Physiotherapy, 1980; 66:27 1-3
Please Read: This questionnaire is designed to enable us to understand how much your back has affected your ability to manage everyday activities. Please answer each Section by circling the ONE CHOICE that most applies to you. We realize that you may feel that more than one statement may relate to you, but please just circle the one choice which closely describes your problem right now. 
	Section 1:  Pain Intensity
__ I have no pain at this moment.
__ The pain is very mild at the moment.
__ The pain is moderate at the moment.
__ The pain is fairly severe at the moment.
__ The pain is very severe at the moment.
__ The pain is the worst imaginable at the moment.
	Section 6:  Standing
__ 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 for more than one hour.
__ Pain prevents me from standing for more than half hour.
__ Pain prevents me from standing for more than ten 
     minutes.
__ Pain prevents me from standing at all.

	Section 2:  Personal Care (washing, dressing, etc)
__ I can look after myself normally without causing extra pain.
__ I can look after myself normally, but it is very painful.
__ It is painful to look after myself and I am slow and careful.
__ I need some help, but manage most of my personal care.
__ I need help every day in most aspects of self-care.
__ I do not get dressed, wash with difficulty, and stay in bed.
	Section 7:  Sleeping
__ My sleep is never disturbed by pain.
__ My sleep is occasionally disturbed by pain.
__ Because of pain I have less than 6 hours of sleep.
__ Because of pain I have less than 4 hours of sleep.
__ Because of pain I have less than 2 hours of sleep.
__ Pain prevents me from sleeping at all.

	Section 3:  Lifting
__ I lift heavy weights without causing extra pain.
__ I can lift heavy weights, but it gives extra pain.
__ Pain prevents me from lifting heavy weights off the floor
     but I can manage if they are conveniently positioned, e.g
      on a table.
__ Pain prevents me from lifting heavy weights off the floor
     but I can manage light to medium weights if they are
     conveniently positioned.
__ I can lift only very light weights.
__ I cannot lift or carry anything at all.
	Section 8:  Sex Life
__ My sex life is normal and causes no extra pain.
__ My sex life is normal, but causes 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.

	Section 4:  Walking
__ Pain does not prevent me from walking any distance.
__ Pain prevents me from walking more than a mile.
__ Pain prevents me from walking more than a quarter of a 
     mile.
__ Pain prevents me from walking more than 100 yards.
__ I can only walk using a stick or crutches.
__ I am in bed most of the time and have crawl to the toilet.
	Section 9:  Social Life
__ My social life is normal and gives 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 e.g., sports.
__ 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.

	Section 5:  Sitting
__ I can sit in a chair as long as I like.
__ I can sit in my favorite chair as long as I like.
__ Pain prevents me from sitting for more than one hour.
__ Pain prevents me from sitting for more than half an hour.
__ Pain prevents me from sitting for more than ten minutes
__ Pain prevents me from sitting at all.
	Section 10:  Traveling
__ I can travel anywhere without pain.
__ I can travel anywhere, but it gives me extra pain.
__ Pain is bad, but I manage journeys over two hours.
__ Pain restricts me to journeys less than 1 hour.
__ Pain restricts me to short necessary journeys under 
     30 minutes.
__ Pain prevents me from traveling except to receive 
     treatment.


How would you rate your pain on a scale of zero to ten? __________________ (0 = no pain, 10 = maximum)
How would you rate your pain at its worst on a scale of zero to ten? _________ (0 = no pain, 10 = maximum)
How would you rate your pain on the average on a scale of zero to ten? _______ (0 = no pain, 10 = maximum)
[bookmark: Check1][bookmark: Check2]Do you have problems controlling your bowel or bladder?    |_| Yes    |_| No
[bookmark: Check3][bookmark: Check4]Do you have any pain sneezing/coughing?    |_| Yes    |_| No																	                           % (done by your doctor)%

Name: __________________________________________________Date: ___________________
WHERE IS YOUR PAIN NOW?
Mark the areas of your body where you feel the described sensations. Use the appropriate symbol. Include all affected areas. Just to complete the picture, please draw in your face. 
ACHE: ^^^^^^^^			PINS AND NEEDLES:  ======
BURNING: XXXXXX		NUMBNESS:  0000000                 STABBING: ///////////
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