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O R T H O P A E D I C  A N D  S P I N A L  S U R G E R Y
      
  
  

             

Name: ___________________________  Age: ________  Occupation: ________________________

Marital Status: ____________________ No. of children: _______  Today’s date: _________________

HISTORY

1. Date of onset of present episode of back/neck pain __________________________________

2. Did you have back/neck pain before the present episode?    Yes/No

3. If yes, date of onset of original episode of back/neck pain _____________________________

4. What was the cause of your back/neck pain 

□
No accident

□
Lifting

□ Bending/Twisting/Pulling


      □   Fall

        □
Motor vehicle accident (see separate questionnaire)

                 □
Other (specify) ____________________________________________________________

5: PAIN INTENSITY

0 □  I have no pain at the moment

1 □ The pain is very mild 
2 □ The pain is moderate 
3 □ The pain is fairly severe 
4 □ The pain is very severe 
5 □ The pain is the worst imaginable 
6. PERSONAL CARE (E.G. WASHING, DRESSING) 
0 □  I can look after myself normally without causing extra pain

1 □ I can look after myself normally but it causes extra pain
2 □ It is painful to look after myself and I am slow and careful
3 □ I need some help but can manage most of my personal care
4 □ I need help everyday in most aspects of self-care
5 □ I do not get dressed, wash with difficulty and stay in bed
7. LIFTING

0 □  I can lift heavy weights without extra pain

1 □ I can lift heavy weights but it gives me extra pain
2 □ Pain prevents me lifting heavy weights off the floor but I can manage if they are conveniently placed  e.g. on a table
3 □ Pain prevents me lifting heavy weights but I can manage light to medium weights if they are conveniently positioned
4 □ I can only lift very light weights
5 □ I cannot lift or carry anything
8. WALKING

0 □  Pain does not prevent me from walking any distance

1 □ Pain prevents me from walking more than 2 kilometres
2 □ Pain prevents me from walking more than 1 kilometre
3 □ Pain prevents me from walking more than 500 metres
4 □ I can walk using a stick or crutches
5 □ I am in bed most of the time
9. SITTING

0 □  I can sit in any chair as long as I like

1 □ I can only sit in my favourite chair as long as I like
2 □ Pain prevents me from sitting more than 1 hour
3 □ Pain prevents me from sitting more than 30 minutes
4 □ Pain prevents me from sitting more than 10 minutes
5 □ Pain prevents me from sitting at all
10. STANDING

0 □  I can stand as long as I want without extra pain

1 □ I can stand as long as I want but it gives me extra pain
2 □ Pain prevents me from standing more than 1 hour
3 □ Pain prevents me from standing more than 30 minutes
4 □ Pain prevents me from standing more than 10 minutes
5 □ Pain prevents me from standing at all
11. SLEEPING

0 □  My sleep is never disturbed by pain

1 □ My sleep is occasionally disturbed by pain
2 □ Because of pain I have less than 6 hours of sleep
3 □ Because of pain I have less than 4 hours of sleep
4 □ Because of pain I have less than 2 hours of sleep
5 □ Pain prevents me from sleeping at all
12. SEX LIFE (if applicable)

0 □  My sex life is normal and causes no extra pain

1 □ My sex life is normal but causes some extra pain
2 □ My sex life is nearly normal but is very painful
3 □ My sex life is severely restricted by pain
4 □ My sex life is nearly absent because of pain
5 □ Pain prevents any sex life at all
13. SOCIAL LIFE

0 □  My social life is normal and gives me no extra pain

1 □ My social life is normal but increases the degree of pain
2 □ Pain has no significant effect on my social life apart from limiting my more energetic interests e.g. sport
3 □ Pain has restricted my social life and I do not go out as often
4 □ Pain has restricted my social life to my home
5 □ I have no social life because of pain
14. TRAVELLING

0 □  I can travel anywhere without pain

1 □ I can travel anywhere but it gives me extra pain
2 □ Pain is bad but I manage journeys over 2 hours
3 □ Pain restricts me to journeys of less than 1 hour
4 □ Pain restricts me to short necessary journeys under 30 minutes
5 □ Pain prevents me from travelling except to receive treatment
15. SATISFACTION 

□  I am very satisfied with the treatment that I have received so far for my back/neck condition

□ I am somewhat satisfied with the treatment that I have received so far for my back/neck condition
□ I am neither satisfied or dissatisfied 

□ I am somewhat dissatisfied
□ I am very dissatisfied
16. TREATMENT SUCCESS

□  I would rate the overall result of the treatment for my back/neck condition as very good

□ I would rate the overall result as good
□ I would rate the overall result as satisfactory
□ I would rate the overall result as bad
□ I would rate the overall result as worse than before
MEDICAL HISTORY

17. Please list all current medication (including pain killers) __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

18. Have you had back/neck surgery?   Yes/No

19. If yes, when and what type ____________________________________________________________________________________________________________________________________________________________

20. List other operations ____________________________________________________________________________________________________________________________________________________________

21. List allergies (if any) ____________________________________________________________________________________________________________________________________________________________

22. General medical problems
□
Stomach problems, ulcers, etc.
□
Diabetes
□ Arthritis

      □   Cancer

        □
Heart
                 □
Epilepsy


     □
Gout


     □
Blood pressure


     □
Other __________________________________

23. Name other Doctors that you have seen for your back/neck condition __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

PAIN DRAWING/VAS

24. Indicate in RED the areas of your body where you feel pain.  Shade in BLACK the areas of your body where you feel numbness.  Include all affected areas.
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25. Please indicate by a mark on the line below how much pain you are getting on average at present

    
0
1
2
3
4
5
6
7
8
9
10
No pain at all









        Worst pain imaginable
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