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 NAME: _______________________________________________________________ DATE: _______________ 

1. Chief complaint             Spinal Deformity (Scoliosis, Kyphosis, Flatback Syndrome, etc.)  

        (check all that apply):            Neck pain         Arm:  Pain   Numbness   Weakness 

                                         Back pain                Leg:  Pain   Numbness   Weakness     

Other__________________________________________________________________________________ 

    

  2.  If recommended, please rate how interested you are in having surgery to treat your problem:  

                  0                                                  5                                                  10 

        
                          Not at all                                        Maybe                                         Definitely 

 
  A.   *****ALL PATIENTS SHOULD ANSWER THE FOLLOWING*****  
  1.  Coughing or sneezing    Increases  Sometimes increases     Does not increase      the pain. 

  2.  There is:  No loss of bowel or bladder control  Loss of bowel or bladder control since_______________. 

  3.  I have:  Not missed any work because of this problem   Missed (how much?) ________________   work. 

  4.   Treatments have included:  No medicines, therapy, manipulations, injections, or braces 

    Neck Back         Neck  Back 

         Physical therapy, exercise         Anti-inflammatory medications 
         Massage & ultrasound         Narcotic medication 
         Traction           Epidural steroid injections ______ times which 
         Manipulation          relieved the pain for (how long)?_________________ 
         Tens Unit             Trigger point injections _______ times which 
         Shoulder injections        relieved the pain for (how long)?_________________ 
         Braces           Other ______________________________________ 

 
        5.  Generally speaking, are your symptoms getting better or worse? (Fill in one circle) 

  Getting much better     Getting somewhat better    Staying about the same 

  Getting somewhat worse    Getting much worse 

        6.  If you had to spend the rest of your life with the symptoms you have right now, how would you feel 

    about it?  (Fill in one circle) 

         Very dissatisfied    Somewhat dissatisfied    Neutral  Somewhat satisfied   Very satisfied 

 
MY PAIN / DISCOMFORT IS:              0       1         2         3         4   5         6       7         8        9  10                                  

          (circle number) 

            
                              No Pain    Slight                 Mild      Moderate             Severe        Excruciating   Pain as bad 
                                                                     as it could be 
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 Please fill in drawings: 

 

   (shade the areas) 
 

(shade the area) 

 

 

 

 

 

 

 

 

             

 

 
My main goal(s) today is (are) to get (check all that apply): 

 Second opinion 

 Recommendation for Physical therapy 
 Medications 
 Injection treatments 
 Surgery 

 
If you have seen other surgeons for this problem and were not happy, why? 

 Didn’t answer my questions 
 Had no suggestions on what to do  
 Personality issues 
 Office staff problems 
 Spent too little time with me 
 Other ___________________________________________________________________________________________ 

 
 

For the following sections, patients being seen for a neck problem 
should only fill out section B. Even if you have other problems such 
as back or leg pain, do not fill out Section C. Likewise, patients with 
back or leg problems should only fill out Section C and not section 
B. 
 
 
 

LEFT RIGHT LEFT RIGHT 

ACHING 
        No 

  Yes 

LEFT RIGHT LEFT 
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        No 
  Yes 

(shade the 
area) 

LEFT RIGHT LEFT RIGHT 

STABBING 
PAIN 

        No 
  Yes 

(shade the 
area) 
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B. For patients with NECK OR ARM problems:  DON’T DO IF BEING SEEN FOR A BACK PROBLEM  

 1. What % of your pain is neck pain and what % is arm pain? (check appropriate box) 

   Neck 0%, Arm 100%   Neck 10%, Arm 90%   Neck 25%, Arm 75%   Neck 40%, Arm 60% 

   Neck 50%, Arm 50%   Neck 60%, Arm 40%   Neck 75%, Arm 25%   Neck 90%, Arm 10% 

   Neck 100%, Arm 0% 

 2. There is:   No arm pain   Arm pain is as follows (check the following): 

  a.  Right 0%, Left 100%   Right 10%, Left 90%   Right 25%, Left 75%  Right 40%, Left 60% 

    Right 50%, Left 50%   Right 60%, Left 40%   Right 75%, Left 25%  Right 90%, Left 10% 

    Right 100%, Left 0% 

    b. The arm pain is present in the (check the following): 

Right:  Upper back   Shoulder   Upper arm   Forearm   Hand/finger 

Left:  Upper back   Shoulder   Upper arm   Forearm   Hand/finger 

  3.  Raising the arm:  Improves the pain  Worsens the pain   Does not affect the pain 

  4.  Moving the neck:  Improves the pain  Worsens the pain   Does not affect the pain 

  5.  There is:   No weakness of the arms and hands   Weakness of the (check the following): 

    Right:   Shoulder   Upper arm   Forearm   Hand/finger 

    Left:   Shoulder   Upper arm   Forearm   Hand/finger 

  6.  There is:  No numbness of the arms and hands   Numbness of the (check the following): 

    Right:  Upper arm  Forearm   Thumb    Index finger  Long finger   Ring finger  Small finger 

    Left:  Upper arm  Forearm   Thumb    Index finger  Long finger   Ring finger  Small finger 

  7. There    is   is no difficulty picking up small objects like coins or buttoning buttons. 

  8.  There   is a   is no problem with balance or tripping frequently. 

  9.  There are:   Frequent   Occasional   No headaches in the back of the head. 

Patients with HEADACHES.   

     1. If you have headaches, how would you describe their intensity and frequency?   

       I have (check one):  slight  moderate   severe headaches  

      They come (check one):  infrequently  frequently  almost all the time  

 2. The headaches are located (check the following): 

  a.  In the back of my neck     b.  In the back of my head 

  c.   The side of my head/temple area    d.  In the front of my head (near my eyes) 

 3.  How long have you suffered from headaches?   Several days    Several weeks   

                                                                           Several months    Greater than 1 year 

 4.  When do the headaches occur most commonly? 

      Morning    Afternoon    While at work    Evening    No pattern 

5. What is your average headache pain level throughout the day? (please circle)  

  0     1      2     3     4     5     6     7     8     9     10 

 6.    How would you describe your pain?    Throbbing    Squeezing    Pressure   

                                                            Dull    Stabbing    Shooting 

7.  What medications (either prescription or over-the-counter) do you take for your headaches?      

_________________________________________________________________________ 
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8. Please shade in the areas where you experience your 

discomfort.                 

 

 

 

 

C. For patients with BACK OR LEG Problems:  DON’T DO IF BEING SEEN FOR A NECK PROBLEM 

 1. What % of your pain is back pain and what % is leg or buttock pain? (check appropriate box): 

   Back 0%, Leg 100%   Back 10%, Leg 90%   Back 25%, Leg 75%   Back 40%, Leg 60% 

   Back 50%, Leg 50%   Back 60%, Leg 40%   Back 75%, Leg 25%   Back 90%, Leg 10% 

   Back 100%, Leg 0% 

 2. There is:  No leg pain   Leg pain as follows (check the following): 

  a.  Right 0%, Left 100%   Right 10%, Left 90%   Right 25%, Left 75%  Right 40%, Left 60% 

    Right 50%, Left 50%   Right 60%, Left 40%   Right 75%, Left 25%  Right 90%, Left 10% 

    Right 100%, Left 0% 

 b. The pain is present in the (check the following): 

 Right:   Buttock   Thigh-front   Thigh-back   Calf   Foot 

 Left:    Buttock   Thigh-front   Thigh-back   Calf   Foot 

 3.  There is:  No weakness of the legs   Weakness of the (check the following): 

   Right:   Thigh    Calf   Ankle   Foot   Big toe 

   Left:   Thigh    Calf   Ankle   Foot   Big toe 

 4.  There is:  No numbness of the legs   Numbness of the (check the following): 

   Right:   Thigh    Calf   Foot           Left:   Thigh    Calf   Foot 

 5.  The worst position for the pain is:  Sitting    Standing   Walking 

 6.  How many minutes can you stand in one place without pain?  0-10  15-30  30-60  60+ 

 7.  How many minutes can you walk without pain?   0-10   15-30   30-60   60+ 

 8.  Lying down:   Eases the pain  Does not ease the pain  Sometimes eases the pain 

 9.  Bending forward:  Increases the pain  Decreases the pain   Doesn’t affect the pain 

   In the past week, how often have you suffered:   (Please circle the number that applies) 

None of 

the time 

A little of 

the time 

Some of 

the time 

A good bit 

of the time 

Most of 

the time 

All of the 

time 

      10. Low back and/or buttock pain………………   1   2                3   4   5 6 

      11. Leg pain……………………………………     1           2   3   4   5 6 

      12. Numbness or tingling in leg and/or foot……    1           2   3   4   5 6 

      13. Weakness in leg and/or foot (such as difficulty 
           lifting foot)…………………………………     1    2   3   4   5 6 
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 In the past week, how bothersome have these symptoms 

been? (Please circle the number that applies) 
Not at all 

bothersome 

Slightly 

bothersome 

Somewhat 

bothersome 

Moderately 

bothersome 

Very 

bothersome 

Extremely 

bothersome 

      14. Low back and/or buttock pain…………  1  2  3      4   5   6 

      15. Leg pain…………………………………      1  2  3      4   5   6 

      16. Numbness or tingling in leg and/or foot…    1  2  3      4   5   6 

      17. Weakness in leg and/or foot (such as 
         difficulty lifting foot)………………….  1  2  3       4  5   6 
 

For patients with a SPINAL DEFORMITY/ BACK CURVATURE.   

1. How was your spinal deformity discovered? ______________________________________________________ 

2. Do you know your present curve measurement(s)? _________________________________________________ 

3. Reason(s) for seeking treatment at this time:    progressive deformity      pain         can’t stand straight                                       

               I don’t like the appearance of my back/waistline       Other: ___________________________________               

Back Disability Index    
***For patients with a back problem or spinal deformity only; NECK PATIENTS SKIP THIS PAGE*** 
 
Please read:  This questionnaire has been designed to give the doctor information as to how your back pain or deformity has affected your 
ability to manage in everyday life.  Please answer every section and mark in each section only the ONE box which applies to you.  We realize 
you may consider that two of the statements in any one section related to you, but please just mark the box which most closely describes your 
problem. 


