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To be completed by the PATIENT
Directions: Answer every question by filling in the correct circle or writing in the information. [f you need to change an answer,

complelely erase the incorrect mark and fill in the correct circle. If you are unsure about how to answer a question, please give the
best answer you can. Mark only one answer for each question unless instructed otherwise.
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0la. What is your ethnicity/ractal background?
(Mark all that apply)

O Hispanic or Latino Black

(O Hispanic or Latino White

(O American Indian/Alaska Native

(O Asian

(O Nastive Hawaiian or Other Pacific Islander

O White
(O No response
O Other
b. If ‘Other’, please specify.

- 05. If 'No', specily below, .. e

04, If *Yes', how much do you smoke?

(O <1 pack per day

(O 1 pack per day

(O 2 packs per day

(O >2 packs per day

(O N/A, currently use chewing tobacco

02. What is your current marital status?
O single, never married
(O Married or Jiving with partner
(O Widowed, divorced, or separated
(O No response
03. Do you currently smoke or chew tobacco?
O Yes
i ONo

N
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(O Never smoked

(O Quit ¢ - 6 months ago

(O Quit 6 - 12 months ago

(O Quit > 1 year ago, < 2 years ago
O Quit > 2 years ago

06. What Is your current work status?

(O Currently working

(O Homemakes

O Retired (due to il] health)

O Retired (voluntarily)

O Full-time student

(O Unpaid leave

(O Mcdical disabitity - short-ferm
(O Medical disability - long-term
O Unemployed

( No response

Please continne on next page
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07a. If 'Currently working’, indicate work status.
‘O Full-time
O Part-time
b. If 'Currently working', Indicate your work's physical
demands.
O Scdentary - little or no Jifting, scated most of the time
O Light™Moderate - light to moderate lifling, on feet part or most

of time
(O Hcavy - heavy lifling, stairs, ladders, squaliing, etc

¢. If *Currently working', has your spine condition impacted
your work status and/or the amount of physical work you can
perform?

O Yes
O No
08z. If 'Retired (due to {1l health)', ‘Unpald Jeave', or "Medlcal
disabllity', is I¢ related o your spinc condition?
) Yes
O No
b, Indicate date last worked below.
.. ovmpry
09a. Indlcate the highest recreational level you engaged In just
prior to your spine condition.
‘(O Contact sports
‘O Non-contact sports
O Light recreational
O Sedentary
(O N/A - Disabled

OO No response
b. Is your recreational level affected by your spine condition?

O Yes

10a. What s your current insurance coverage?

{Select single primary coverage)
(O Private insurance {HMO, PPO, ctc.)
O Medicaid '
(O Medicare
(O Workers Compensation
(O No coverage
() Government insurance outside the U.S.
() Other

b. If 'Other', please specify.
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11a, Arc you taking pain medication?
(Mark all that apply)

(O No

(D Yes, over-the-countes pain medication
O Yes, prescribed pain medication
b, I 'Yes', how often do you take pain medication?
O One doso/week as needed
(O 1 dosc every 2 days
(O 1 or 2 doses per day
(O 3 or more doses per day

121, Indicate if you have undergone any of the following
therapics for your back/leg and/or neck/arm pain before

today. (Mark all that apply)

O None O Medications

O Anti-depressant O EMG biofeedback
O Acupuncture O Exercise therapy
O Bed rest O Physical therapy
(O Behavior therapy O TENS

O Bracing/immobilization O Traction

(O Chiropractor O Other

(O Epidural steroid injections

b. If *Other", please specify.

13. Indicate if you are cxperiencing any of the following
symptoms. (Mark all that apply)

(O Back pain
O Neck pain

(O Sensory deficits - numbness, tingling in limbs, etc.
(O Motor deficits - weakness in limbs, etc.
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