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BACK-NECK QUESTIONNAIRE

NAME DATE

DOB AGE SEX REFERRING DOCTOR

PRESENT WORK STATUS

1. Areyou employed full or part time, retired, on restricted duty or disabled ? (circle one)

2. When did restriction or disability start?

3. What is your job description?

4. Do you have another job? Yes No (if yes, explain)

5. Areyou right or left handed? (circle one)

HISTORY OF PRESENT INJURY/SYMPTOM

1. How did your injury occur? (car accident, work, sports, fall or other: briefly describe)

2. When did your pain start?

3. Did your pain come on suddenly or slowly? (circle one)
4. Has your pain gotten better, worse or stayed the same? (circle one)

5. Have you had this pain in the past? (if yes, how often and what were you doing at the time)

6. How long can you stand before having pain? Sit?

7. What type of pain are you having? (circle all that apply)
sharp dull ripping hot
cold shocking electrical

8. On ascale of one to ten describe your pain, one being no pain and ten being the worst pain?



9. Isyour discomfort better, worse or unchanged? When?

PROVOCATIVE/PALLIATIVE BETTER WORSE UNCHANGED
COUGH/SNEEZE
STRAINING
SITTING STRAIGHT UPIN CHAIR
SITTING ON A SOFT CHAIR
WALKING UPSTAIRS
WALKING DOWNSTAIRS
LYING FLAT ON STOMACH
LYING FLAT ON BACK
LYING ON SIDE WITH KNEES BENT
BENDING FORWARD
TWISTING
LIFTING
OVER THE SHOULDER WORK
WEATHER CHANGES: HOT
COLD
MORNING
DAY
NIGHT
10. Do you have any of the following? (circle all that apply)
night pain fever/chills weight loss weakness
bladder problems bowel problems numbness tingling
11. What type of treatment have you had? (circle all that apply)
physical therapy traction epidural injections NSAIDS
electrical stimulation narcotics oral steroids chiropractor care
work hardening ultrasound bracing muscle relaxants
trigger point injections other
12. What type of studies have you had? (circle all that apply)
X-ray cat scan MRI EMG/NCV
SSEP bone scan discogram CT myelogram

tomogram other




MARK THE AREAS ON YOUR BODY WHERE YOU FEEL THE DESCRIBED
SENSATIONS. USE THE APPROPRIATE SYMBOL. MARK AREAS OF
RADIATION, AND INCLUDE ALL AFFECTED AREAS. DRAW IN YOUR FACE.

numbness --- burning xxx stabbing /// hot HHH
cold CCC tingling >>> sharp pain +++ dull ache \\\
pins and needles 000




