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Medications (Please attach list if available):

Medication or Vitamin Name: Dosage: Reason For Taking:
1
2.
3.
4.
5.
Drug Allergies (please also list reaction):

Past Surgical History:

Medical History (Please circle what condition applies to you):
AIDS/HIV Coronary Artery Hepatitis Obesity Spinal Stenosis
Disease
Alcoholism Crohn's disease High Cholesterol Osteoarthritis Spondyloarthropathy
Anemia Degenerative Joint Hypertension Osteoporosis Thyroid Disease
Disease
Angina {Chest Pain) Depression Inflammatory Bowel Parkinson’s Valvular Disease
Disease Disease
Arthritis Diabetes Rheumatoid Arthritis Peptic Ulcer
AFib Drug abuse Kidney Disease PVD Other:
Enlarged Prostate DVT (Blood Clot) Liver Disease Renal Disease
Cancer: Fibromyalgia Lyme Disease Scoliosis
CVA (Stroke) Gallbladder Disease Migraines Seizure
Disorder
Congestive Heart Gerd Multiple Sclerosis Sleep Apnea
Fallure
COPD Gout Myocardial Infarction SLE- Lupus

Family History (Please select which applies):

Father Mother Sibling Grandparent

Arthritis (o] (o) o) 0
Cancer 0 (8) o 0]
Colitis (o) (o) 0 (o)
Diabetes (o) o) (o) 0
Epilepsy o (o) o] o
Heart Disease (o) (o) o] 0
Hypertension (o) (o) (o) (o)
Kidney Disease o) o) (o) (o)
Osteoporosis o) o) 0o 0
Psoriasis 0 o] 0] (o)
Stroke (o] o) (o) 0
Thyroid Disease (0] (o) (o) 0



Review of Symptoms
Please CIRLCE current symptoms that apply.

Constitutional: Cardiovascular Skin/ Integumentary ~ Metabolic / Endocrine
Chills Chest Pain Contact allergy Cold intolerant
Fatigue Cyanosis Itchy skin Heat intolerant
Malaise Heart Murmur Rash Halr loss
Night Swears irregular Heartbeat Skin infection Psychiatric
Weakness Leg Swelling Skin lesion Anxiety
Weight Loss Syncope (fainting) Neurological Depression
HEENT Gastrointestinal Difficuity walking Insomnia
Blurred vision Abdominal Pain Dizziness Respiratory
Double vision Constipation Poor coordination Painful breathing
Dysphasia Diarrhea Memory loss Cough
Ear Drainage Heartburn Muscle weakness Shortness of breath
Facial Pain Jaundice Paresthesia Recent infections
Headache Loss of appetite Seizures Known TB exposure
Hearing loss Nausea Tremors Wheezing
Hoarseness Vomiting Immunological Hematologic
Nasal congestion Genitourinary Asthma Bleeding
Ringing in ears Dysuria Bee sting allergies Bruising
Vertigo Frequent urination Contact dermatitis FEMALES ONLY:
Vision loss Blood in urine Seasonal allergies Pregnant? YES NO
Urge incontinence Food allergies WEEKS:
Urinary incontinence Environmental allergies
Office staff only past this point:
Height:
Weight:
BP:




BOURNEMOUTH QUESTIONNAIRE

PRINT NAME: DATE:

First, consider the location of your main complaint. Is it low back pain, neck pain, shoulder pain? Tell me the

one location that is your main complaint:

Please circle ONE number for each question related to your MAIN complaint.

1.

2.

4.

5.

6.

7.

Over the past week, on average, how would you rate your complaint?

No Pain Worst pain possible

0 1 2 3 4 5 6 7 8 9 10

Over the past week, how much has your complaint interfered with your daily activities (housework,
washing, dressing, lifting, reading, driving)?

No Interference Unable to carry out activity

0 1 2 3 4 5 6 7 8 9 10

Over the past week, how much has your complaint interfered with your ability to take part in recreational,

social, and family activities?

No Interference Unable to carry out activity

0 1 2 3 4 S 6 7 8 9 10

Over the past week, how anxious (tense, uptight, irritable, difficulty in concentrating/relaxing) have you
been feeling?

Not at all anxious Extremely anxious

0 1 2 3 4 5 6 7 8 9 10

Over the past week, how depressed (down-in-the-dumps, sad, in low spirits, pessimistic, unhappy) have
you been feeling

Not at all depressed Extremely depressed

0 1 2 3 4 5 6 7 8 9 10

Over the past week, how have you felt your work (both inside and outside the home) has affected (or

would affect) your complaint?

Has made it no worse Has made it much worse

0 1 2 3 4 5 6 7 8 9 10

Over the past week, how much have you been able to control (reduce/help) your back pain on your own?

Completely control it No control whatsoever
1 2 3 4 5 6 7 8 9 10

Is there is a second region that you want to have evaluated? Please turn this form over or ask the receptionist for
the additional Bournemouth Questionnaire.
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BOURNEMOUTH QUESTIONNAIRE

PRINT NAME: DATE:
Now, consider where your SECONDARY complaint/location. Is it low back pain, neck pain, shoulder pain?

Tell me the one area that is your secondary complaint:

Please circle ONE number for each question related to your SECONDARY complaint:

1.

2.

S.

7.

Over the past week, on average, how would you rate your complaint?

No Pain Worst pain possible
0 1 2 3 4 5 6 7 8 9 10

Over the past week, how much has your complaint interfered with your daily activities (housework,
washing, dressing, lifting, reading, driving)?

No Interference Unable to carry out activity
0 1 2 3 4 5 6 7 8 9 10

Over the past week, how much has your complaint interfered with your ability to take part in recreational,
social, and family activities?

No Interference Unable to carry out activity
0 1 2 3 4 5 6 7 8 9 10

Over the past week, how anxious (tense, uptight, irritable, difficulty in concentrating/relaxing) have you
been feeling?

Not at all anxious Extremely anxious
0 1 2 3 4 S 6 7 8 9 10

Over the past week, how depressed (down-in-the-dumps, sad, in low spirits, pessimistic, unhappy) have
you been feeling

Not at all depressed Extremely depressed
0 1 2 3 4 5 6 7 8 9 10

Over the past week, how have you felt your work (both inside and outside the home) has affected (or
would affect) your complaint?

Has made it no worse Has made it much worse
0 1 2 3 4 5 6 7 8 9 10

Over the past week, how much have you been able to control (reduce/help) your back pain on your own?

Completely control it No control whatsoever
0 1 2 3 4 5 6 7 8 9 10



Neck Index SOB:
Form N1-100
rav 3/27/2603
Patient Name Date

This questionnaire will give your provider information about how your neck condition affscts your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ | have no pain at the moment.

@ The palnis very mild at the moment.

@ The paln comes and goss and Is moderate.

@ The palnis fairly severe at the moment.

@ The paln is very severe at the moment.

® The pain s the worst imaginable at the moment.

Sleeping

® 1 have o trouble siesping.

@ My sleep is slightly disturbed (less than 1 hour sleepless).
@ My sleep is mildly disturbed (1-2 hours sleepless).

© My slesp Is moderately disturbed (2-3 hours slespless).
@ My steep Is greatly disturbed (3-5 hours sleepless).

® My sleep is completely disturbed (5-7 hours sleepless).

Reading
© | canread as much as | want with no neck pain.

@ 1canread as much as | want with slight neck pain,
@® | can read as much as | want with moderate neck pain.

@ |cannot read as much as | want because of moderate neck pain.

@ |can handly read at all because of savere neck pain.
® ) cannot read at al) bacausa of neck paln.

Concentration

@ 1 can concentrate fully when | want with no difficulty.

@ | can concentrate fully when | want with siight difficulty.

@ |have a fair degree of difficulty concentrating when | want.
@ | have a lot of difficulty concentrating when | want.

® | have a great deal of difficulty concentrating when | want.
® | cannot concentrate at all.

Work

@ 1can do as much work as I want,

@ | can only do my usual work but no more.

@ 1can only do most of my usual work but no more.
@® | cannot do my usual work.

@ | can hardly do any work at all.

® | cannot do any work at all,

Personal Care

@ | can lock after myself normally without causing extra paln.
@ | can look after myseif rormally but it causes extra pain,
@ Itis palnful to look after myself and | am slow and careful.

® | need soma help but | manage most of my personal care,
@ | need help every day in most aspects of self care,

@® | do not get dressed, | wash with difficulty and stay in bed.

Lifting
@ | canlift heavy weights without extra pain.
@ | can fift heavy weights but it causes extra pain.

@ Paln prevents me from (fting heavy weights off the fioor, but | can manage
if they are conveniently positioned (e.g., on a table).

® Paln prevents me from [ifting heavy welghts off the floor, but | can manage
light to medium welights if they are conventently positioned.

@ | can only lift very light weights.
® | cannot lift or carry anytiing at all.

Driving
@© | can drive my car without any neck paln,
@ | can drive my car as long as | want with sfight neck paln.

@ | can drive my car as long as | want with moderate neck pain.

@ | cannot drive my car as long as | want because of moderate neck pain.
@ | can hardly drive at all because of severe neck pain,

® | cannot drive my car at all because of neck pain.

Recreation
© |am able to engaga in all my recreation activities without neck pain.

@ 1am able to engage in all my usual recreation activities with some neck pain.

@ |am able to engage in most but not all my usual recreation activities because of neck pain.
@ | am only able to engage In a fow of my usual recreation activities because of neck pain.

@ | can hardly do any recreation activities because of neck paln.
® | cannot do any recreation activities at all.

Headaches

@® |have no headaches at all,

@ |have slight headaches which come infrequently.

@ |have moderate headaches which coms infrequently.

@ | have moderate headaches which coms frequentiy.

@ ) pave severe headaches which come frequentiy.

® | have headaches almost all the time.

Neck
Index

MMWWGJ Score




16

Back Index

Ferm BI100

Patient Name

rov 3/27/2003

Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@® The paln comes and goes and is very mild,

@® The painis mild and does not vary much.

@ The pain comes and goes and Is moderate.

® The painis moderate and does not vary much.
@ The paln comes and goes and is very severe.
® The paln s very severe and doss not vary much,

Sleeping

@ Igetno paininbed.
@ |getpatn in bed but it does not prevent me from sleeping well.

@ Bacause of pain my nomal sleep s reduced by less than 25%.

@ Because of pain my normal sleep is reduced by less than 50%.

@ Because of paln my normal sleep is reduced by less than 75%.

® Paln prevents me from sleeping at all,

Sitting

® |cansitinany chalr as long as [ like.

@ | can only sit In my favorite chalr as long as | fike.
@ Pain prevents me from siiting more than 1 hour.

@ Pain prevents me from sitting more than 1/2 hour.
@ Pain prevents me from sitting more than 10 minutes.
® ) avoid siiting because it increases pain immediately.

Standing
@ | can stand as long as | want without pain.

@ |have some pain while standing but it does not Increase with time.

@ | cannot stand for longer than 1 hour without increasing pain.
® | cannot stand for longer than 1/2 hour without increasing pain.

@ | cannot stand for tonger than 10 minutes without increasing pain.

® |avoid standing bacauss it increases pain Immediately.

Walking
@ | have no pain while walking.

@ | have some pain while walking but it doesn't increase with distance.

@ | cannotwalk more than 1 mile without Increasing pain,
® | cannot walk more than 1/2 mile without increasing pain.
@ | cannot walk more than 1/4 mile without increasing pain.
® 1 cannot walk at all without increasing paln.

Personal Care

@© |do not have to change my way of washing or dressing in order to avoid pain.
@ 1do not nomally change my way of washing or dressing even though it causes scme pain.
@ Washing and dressing increases the pain but | manage not to change my way of doing it.

@ Washing and dressing increases the pain and | find it necessary to change my way of doing it.

@ Because of the pain | am unab!s to do some washing and dressing without help.
® Becauss of the pain | am unable to do any washing and dressing without help.

Lifting

@ | canliit heavy weights without extra pain.

@ |canlift heavy weights but it causes extra pain.

@ Pain prevents me from [ifing heavy weights off the flcor.

@ Pain prevents me from [fting heavy weights off the flcor, but | can manage
if they are convenlentiy positioned (e.g., on a tabls).

@ Pain pravents me from ffting heavy weights off the floor, but | can manage
fight to medium weights if they are convenlently positioned.

® | canonly lift very ight waights.

Traveling

® |getro pain while traveling.

@ | get some pain while traveling but none of my usual forms of trave! make It worse,

@ |gel extra pain whils traveling but it doss not cause me to seek altemate foms of travel,
@ | get extra pain while traveling which causes me to seek aftemats forms of travel,

@ Pain restricts all forms of travel except that done while lying down.

® Pain restricts all forms of travel,

Social Life

@ My saclal life is normal and gives me no extra pain.

@ My sedial life is normal but increases the degres of pain.

@ Pain has no significant affact on my social (ife apart from fmiting my more
energetic interests (e.g., dancing, efc).

@ Pain has restricted my social tife and | do not go out very often.

@ Pain has restricted my social {ife to my home,

® !have hardly any sccial [fe because of the pain,

Changing degree of pain
® My painis rapidly getting better.
@ My pain fluctuates but overall is definitely getting better.
@ My pain seems to be getting better but improvement is siow.
@ My palnis nslther getting better or worse,
@ My peinis gradually worsening,

® My painis rapidly worsening.
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