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Dr. David M. Allensen

1. Describe your present symptom(s)

2. On the following diagrams, indicate the location of your complaint(s), using the symbols

A=ACHE B=BURNING N=NUMBNESS
P=PINS AND NEEDLES S=STABBING O=0THER
Back Front

Left Right

3. The lines below represent the intensity of the pain described above. Please MARK an "X"

at the position on the scale which indicates how much pain you feel at this time.

Low Back Pain

no pain worst pain imaginable
Mid Back Pain

no pain i worst pain imaginable
Neck Pain p

no pain worst pain imaginable
Other Pain

no pain worst pain imaginable






4. Indicate which of the following activities make your symptom (s) better [image: image2.png]


  or worse  [image: image3.png]
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   Sitting
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   Bending Forward
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   Movement/ Activity
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   Standing
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   Bending Backward
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    Inactivity     [image: image16.png]
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   Laying Down
5. Describe how and when your present symptom(s) started

How did your symptom(s) start?

1. Gradual Onset

2. Work Injury







3. Motor Vehicle Accident
4. Injury other than 1-3







5. Other

When did your Symptom(s) start?




6. 

	List All medications you

are taking
	Type
	Amount taken 

per day
	Condition 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Types of medications (Rx – Prescription, OTC – Over the counter)

1. Antidepressant – Rx

4. Narcotic/ Codeine – Rx

2. Anti inflammatory – Rx

5. Acetaminophen, aspirin, ibuprofen - OTC

3. Muscle Relaxant – Rx

6. Other – Describe above

7.

	List All surgical procedures you have had


	Date Performed
	Condition

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


8. Tobacco and Alcohol use

Cigarette usage:
1. Non-smoker, never smoked

4. smoke 1-2 packs per day




2. Non-smoker, used to smoke

5. Smoke more than 2 packs per day




3. Smoke less than ½ pack per day

How many years have you smoked?





How many alcoholic beverages (beer, wine, liquor) do you consume in an 

average week?









Has your use of alcohol or other chemicals increased since your symptom(s)    

began?

9. Legal and Insurance Information
Are you currently, or do you anticipate being, involved in any litigation relating to your symptom(s)?




( Yes

(No
Indicate the type of disability benefits you are receiving, or applying for:

          1. Workers compensation
2. Auto Insurance

3. Long term disability


4. Social Security

5. General Assistance

6. None


7. Other

10. Personal information

Handedness:

( Right

( Left

( Both

Height: 
  in

Weight:  
     lbs
Please mark any condition or symptoms you have had in the past or are currently experiencing

	General History

( Trauma/Injuries

( Height change

( Weight change

( Fever/Chills

( Sweats

( Allergies

( Bleeding/Bruising

( Malaise/ Fatigue

( Weakness

( Cancer


	Family History

( Diabetes

( Thyroid disease

( Tuberculosis

( Kidney disease

( High Blood Pressure

( Heart Disease/stroke

( Musculoskeletal Disease

( Cancer

( Other
	Endocrine System

( Heat/Cold Intolerance

( Thyroid problems

( Diabetes

( Neck surgery/ Irritation

( Other
	Eye/Ear/Nose/Throat

( Visual problems

( Eye irritations

( Pain in the eyes

( Other eye problems

( Difficulty hearing/deaf

( Ringing in the ears/dizziness

( Ear growth/discharge

( Ear pain

	Eye/Ear/Nose/Throat continued

( Nose Bleeds

( Change in ability to smell

( Sneezing

( Nose growths/discharge

( Nose pain

( Sinusitis
	Cardiovascular System

( Shortness of breath

( Time of day 

( How often 


( Chest discomfort/pain

( Type

( How often 


( Sudden calf pain/ while walking

( How often


	Cardiovascular System Continued

( High Blood pressure

( Past heart disease

( Rheumatic fever

( Other problems
	Gastrointestinal System

( Change in appetite

( Food intolerance

( Nausea/Vomiting

( Vomiting of Blood

( Peptic Ulcer

( Indigestion/Heartburn

( Abdominal pain

( Abdominal Swelling

( Gas

( Change in stool/color/etc

	Gastrointestinal System continued

( Diarrhea

( Hernia

( Hemorrhoids

( Gallbladder disease

( Pancreatitis

( Alcohol intake

( Type 


( Amount 

( Other



	Urinary System

( Frequent urination

( Day 
Night

( Daily fluid intake 


( Pain on urination

( Change in urine color

( Difficulty in starting stream

( Difficulty in holding urine

( Discharge

( Flank pain
	Urinary System continued

( Urinary tract infections

( Kidney disease

( Pelvic pain

( Other problems

Respiratory System

( Difficulty in breathing

( Cough

( Blood in sputum

( Wheezing/Asthma

( Tuberculosis/exposure


	Respiratory System continued

( Pneumonia/Lung infections

( Cigarette smoking history: daily # 

Years 


( Other tobacco use/cigar/pipe/chewing tobacco

Amount 


Years 





	Neurological System

( Headaches

( Epileptic seizures

( Tics/spasm

( Dizziness/fainting

( Disturbances of sensation

( Unusual weakness

( Head trauma

( Stroke

( Other problems


	Musculoskeletal

( Joint stiffness

( Joint pain

( Joint swelling

( Muscle cramps

( Muscle weakness

( Muscle wasting

( Neck pain

( Mid back pain

( Low back pain
	Breast

( Bumps/Lumps/Mass

( Pain/tenderness

( Dimples in breast

( Change in colour, size or shape

( Other breast problems
	Diet/Vitamins

( Vegetarian

( Take supplements

Implants

( Breast implants

( Cardiac/pacemaker

( Other

	Skin/Hair/Nails

( Change in skin texture

( Change in skin temp 

( Skin dryness/wetness

( Unusual skin coloration

( Rashes/itching sores

( Skin growths
	Musculoskeletal

( Sacroiliac pain

( Tailbone pain

( Arm problem


( Leg pain

( Fracture/dislocation

( Sprain/Strain

( Other injuries/problems


	Reproductive System

( Genital lesions/sores

( Genital mass/growth/pain

( Syphilis

( HIV positive

( Gonorrhea

( Birth control method

Type 

How long 
	Female patients

( 1st period

( Age

( Year

( Pain 0 1 2 3 4 5

( First day of last cycle 

( Day of last pap 




	Skin/Hair/Nails

( Mole growths

( Skin cancer

( Skin pain

( Change in color of nail 

( Other



	Psychological History

( Anxiety

( Depression

( Hospitalization 


( Therapy

Hospitalization/Meds

( Other hospitalizations not listed above

( Current use of drugs/prescription or recreational
	Diet/Vitamins

( Do you eat meals sporadically

( Large/small appetite

( Do you skip breakfast

( Are you on a special diet


	Female patients

Menopause

( Post menopausal bleeding

( Abdominal pain  


( Premenstrual fluid retention 

# of pregnancies


# of children



( Difficult delivery

( Hysterectomy  


     Date: 





	How would you rate your:  →
	Overall Health

( Above Average

( Average

( Below Average
	Strength

( Above Average

( Average

( Below Average
	Flexibility

( Above Average

( Average

( Below Average


Please mark any condition or symptoms you have had in the past or are currently experiencing

	Section 1 – Pain Intensity

( I have no pain at the 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 worse imaginable at the moment.



Section 2 – Personal Care (Washing, Dressing etc.)

(  I can look after myself normally without extra pain.

(  I can look after myself normally but it causes extra pain.

(  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; I wash with difficulty and stay in bed.


Section 3 – Lifting

(  I can lift heavy weights without 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.

( Pain prevents me from lifting heavy weights 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 4 – Reading

(  I can read as much as I want to with no pain in my eck.

(  I can read as much as I want to with slight pain in

       my neck.


(  I can read as much as I want to with moderate pain in

       my neck.


(  I cannot read as much as I want because of moderate

       pain.

( I can hardly read at all because of severe pain in my

       neck.

(  I cannot read at all.


Section 5 – Headaches

(  I have no headaches at all.


(  I have slight headaches which come infrequently.


(  I have moderate headaches which come infrequently.
      

(  I have moderate headaches which come frequently.


(  I have severe headaches which come frequently.


(  I have headaches almost all of the time.                                            
	Section 6-Concentration

( I can concentrate fully when I want to with no difficulty.

( I can concentrate fully when I want to with slight difficulty.

( I have fair degree of difficulty in concentrating when I   want to.

( I have a great deal of difficulty concentrating when I want to.

( I cannot concentrate at all.

Section 7 – work

( I can do as much work as I want to.

( I can only do my usual work, but no more

( I can do most of my usual work, but no more.

( I cannot do my usual work.

( I can hardly do any work at all.

( I can’t do any work at all.

Section 8 – Driving

( I can drive my car without any neck pain.

( I can drive my car as long as I want with slight pain in my neck.

( I can drive my car as long as I want with moderate pain in my neck.

( I can hardly drive at all because of severe pain in my neck.

( I can’t drive my car at all.

Section 9 – Sleeping

( I have no trouble sleeping.

( My sleep is slightly disturbed (less than I hr. sleepless)

( My sleep is mildly disturbed (1-2 hrs. sleepless)

( My sleep is moderately disturbed (2-3 hrs. sleepless)

( My sleep is greatly disturbed (3-5 hrs. sleepless)

( My sleep is completely disturbed (5-7 hrs. sleepless)
Section 10 – Recreation

( I am able to engage in all my recreational activities with no neck pain at all.

( I am able to engage in all my recreational activities with some pain in my neck.

( I am able to engage in most, but not all of my usual recreational activities because of pain in my neck.

( I am able to engage in a few of my usual recreational activities because of pain in my neck.

( I can hardly do any recreational activities because of pain in my neck.

( I can’t do any recreational activities at all.


Neck Disability Index
This questionnaire is designed to provide information as to how your neck pain has affected your ability to manage your everyday life.  Please answer every section and mark only ONE sentence that applies to you.  We realize you may consider that two of the statements in any one section relate to you, but please mark the sentence that most closely describes your problem.
Oswestry Disability Questionnaire (Back)
This questionnaire has been designed to provide information as to how your back pain has affected your ability to manage in everyday life.  Please answer every section and mark only ONE sentence that applies to you.  We realize you may consider that two of the statements in any one section relate to you, but please mark the sentence that most closely describes your problem.
	Section 1 – Pain Intensity

( I have no pain at the 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 worse imaginable at the moment.
Section 2 – Personal Care (Washing, Dressing etc.)
(  I can look after myself normally without extra pain.
(  I can look after myself normally but it causes extra pain.
(  It is painful to look after myself and I am slow and careful.
(  I need help every day in most aspects of self care.
(  I need some help but manage most of my personal care.
(  I do not get dressed; I wash with difficulty and stay in bed.
Section 3 – Lifting
(  I can lift heavy weights without 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
(  Pain prevents me from lifting heavy weights 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 4 – Walking
(  Pain does not prevent me walking any distance.
(  Pain prevents me walking more than 1 mile.
(  Pain prevents me walking more than ½ mile.
(  Pain prevents me walking more than ¼ mile.
(  I can only walk using a stick or crutches.
(  I am in bed most of the time and have to crawl to the toilet.
Section 5 – Sitting
(  I can sit in any chair as long as I like.
(  I can only sit in my favourite chair as long as I like
(  Pain prevents me from sitting more than 1 hr.
(  Pain prevents me from sitting more than ½ hr.
(  Pain prevents me from sitting more than 10 mins
(  Pain prevents me from sitting at all.

	Section 6 - Standing

(  I can stand as long as I want with no extra pain.

(  I can stand as long as I want but it gives me extra pain.

(  Pain prevents me from standing for more than 1 hr.

(  Pain prevents me from standing for more than 30 mins.

(  Pain prevents me from standing for more than 10 mins.

(  Pain prevents me from standing at all.

Section 7 –  Sleeping

(  I have no trouble sleeping. 

(  I can sleep well only by using pills.

(  Even when I take pills I have less than 6 hrs. sleep.


(  Even when I take pills I have less than 4 hrs. sleep.

(  Even when I take pills I have less than 2 hrs. sleep.

(  Pain prevents me from sleeping 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 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 affect on my social life apart from limiting my    more energetic interests (dancing etc).

(  Pain has restricted my social life and I do not go out

(  Pain has restricted my social life to my home.

(  I have no social life because of pain. 

Section 10 – Traveling 

(  I can travel anywhere without extra pain.

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

(  Pain is bad but I manage trips over 2 hrs.

(  Pain restricts me to trips of less than 1 hr.

(  Pain restricts me to trips under 30 mins.

(  Pain prevents me from traveling except to the doctor or

hospital 


