Southwest Orthopedic Group, L.L.P
Michael G. Kaldis, M.D.

Patient Form

Thoracic And/Or Lumbosacral Spine

Name_____________________________________ Age_______Sex______________ Height __________ Weight ______________

Date of Evaluation_________________________ Referred by ___________________________________________

List all medications you are currently taking (including vitamins, or herbs), or attach a list:


________________________     
_____________________
________________________

Drug Allergies   _____No _____Yes  (if yes, please list)
________________________
_____________________
________________________

Date of injury (if involved in accident):________________  ________ Auto accident?  ________On the job? 


Name of Employer (if work related)?_______________________________________________

Occupational/Physical Requirements?________________________________________________

Attorney involved in case?________________________________________________________

Mechanism of injury:

                  1)Twisting


_____Yes
_____No

2) Lifting


_____Yes
_____No

3) Fall

                  _____Yes
_____No

4) Blunt Trauma
                  _____Yes
_____No

5) Motor Vehicle Accident
_____Yes
_____No

6) Other ____________________________________

Chief Complaint:
Lower back pain
_____Yes
_____No

Leg pain only
_____Right_____Left
_____Both

Low back & leg pain
_____Right_____Left
_____Both

Is the pain/problem constant or intermittent, and how long does it last (be specific)?

_______________________________________________________________________________

When did Lower Back pain begin?
   Month _____    Day _____    Year 20 _____

Character of back pain:


Frequency of back pain:

_____None



_____None

_____Dull ache



_____Intermittent

_____Sharp/stabbing



_____Constant

_____Shooting



_____Other______________




_____Other_________________


________________________



When did leg pain begin?
__________________________

Does pain radiate into leg(s)?  ____ Yes
_____No    Which leg?_____Right_____Left_____Both

Frequency: 
_____Constant_____Intermittent

Location: (Specify right/left/both as L/R/B below)

_____Buttock____Thigh_____Calf_____Foot_____Toes

Numbness:
_____Yes
_____No
_____Right  _____Left_____Both

Frequency
_____Constant
_____Intermittent

Location (Specify right/left/both as L/R/B below)

_____Buttock
_____Thigh
_____Calf
_____Foot
_____Toes

Weakness:
_____Yes
_____No
_____Right
_____Left
_____Both

Frequency
_____Constant
_____Intermittent

Location (Specify right/left/both as L/R/B below)

_____Buttock_____Thigh_____Calf_____Foot_____Toes

Any loss of bowel or bladder control?  
_____Yes
_____No   (Please explain)
________________________________________________________________________ 

Tingling?
_____Yes
_____No
_____Right
_____Left
_____Both

Frequency of tingling 
_____Constant
_____Intermittent

Location (Specify right/left/both as L/R/B below)

_____Buttock
  _____Thigh    _____Calf
  _____Foot
_____Toes

What makes pain better: 


What makes pain worse:
_____Nothing



_____Nothing
______Sitting
_____Medication



_____Lifting
______Climbing Stairs
_____Heat




_____Bending
______Coughing
_____Ice




_____Stooping
______Sneezing
_____Exercise



_____Standing
______Riding in an mobile
_____Other__________________

_____Walking

Review of systems
Do you know or have you had problems related to the following systems?
GU



NEURO/PSYCH

ENT/PULMONARY

____Trouble with urination

____Headache

____Sore throat

____Frequent urination

____Depression

____Cough

____Blood in urine





____Trouble breathing








____Chest pain

OTHER



GI


SKIN

________Fever ______(F

____Abdominal pain

____Skin rash

________Chills


____Nause




____Vomiting





____Diarrhea





____Black/bloody stool

Past Medical and Social History
Past medical history:





_____Peptic ulcer disease


____High blood pressure




_____Heart disease



_____Diabetes (Insulin, oral, diet)


_____Compression fracture


_____Cancer

_____Intervertebral disc disease


_____Prior back pain/injury



_____Arthritis



_____Sciatica



_____Other________________________

Previous Surgeries and dates:

________None


________Back    Laminectomy
Fusion
discectomy


________Other    ____________    ____________   _______________ 

Social History:

________Smoker
_____packs per day


________drugs


________Alcohol
_____rarely _____occasionally ____heavy

Family History:

________________________________
_________________________
________________________________
_________________________
Recent  physical therapy?_____Yes_____No

Frequency/duration: ______x per week for _____weeks/months    
Improvement with physical therapy:
_____Hot packs


_____Massage



_____None
_____Moderate
_____Ultrasound



_____Some
_____Very good





_____Other_________




