	HEALTH RECORD
	CHRONOLOGICAL RECORD OF MEDICAL CARE

	DATE
	

	__/___/___

Time:  ______

Age: ____ yo

HT:  _____in

WT: _____ lb 

Temp: _____

BP:  ___/____

HR: _______

RR:  _______

BMI:  ____ 

TOB:    ( No
      ___________

ETOH:  ( No

___________

ALLERGIES
  ( NKDA

       ___________

       ___________

MEDS:

( Prednisone
	 Back Pain  -  Family Practice Clinic 

	
	TO THE PATIENT - PLEASE ANSWER THE FOLLOWING QUESTIONS:

	

	
	Date of  Onset  ___/ ___/ ___ 

Rate your Pain (0 none to 10 bad): ____

Initial Onset:  ( Sudden     ( Gradual
Frequency:  (Constant   ( Intermittent
 Was there an Injury?  ( No Injury   ( Sports    ( Work       ( Motor Vehicle

 Was there significant force with the injury?2   ( Yes   ( No    
 Describe the injury _________________________________________
 What have you used for the pain?

  (  Medications: _______________

  ( Rest (time off work)  ( Ice  ( Heat  

  ( Physical Therapy      ( Chiropractor     ( Massage      ( Acupuncture
 Prior back injuries?   ( None  ( Work-Comp    ( Disability
 Please describe:  ____________________________________________

 Evaluations:  ( Prior MRI or CT  (Years _____)   ( Herniated disc  (Levels______)

 Treatment:  ( Epidural steroid    ( Spine surgery  ( Other 
Please diagram your pain:

1. Circle areas of pain

2.  Mark the Most painful spot with an ‘X’

3.  Use arrows to show where the pain goes (radiates)
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	 Occupation: _________________

 Sports:  ______________________

  (Gymnastics (Football  (Weight lifting  6,7
 Level of activity at work::

    Lifting:   (None   (Light     (Heavy

    Bending: (None  (Limited  (Frequent

Do you have medical problems?
( Heart Disease8
( Osteoporosis2

( Cancer10
( Arthritis1,6,7

( Diabetes9
( Psoriasis5

( Immune deficient9

( Stomach ulcers8

( Other:  _______________________

Have you noticed any of the following?
( Rash5

( Painful menses8

( Abdominal pain8

( Painful urination11

( Indigestion8

( Blood in the urine11



	
	Please circle  “Yes”  or  “No”  to the following questions:
	

	
	When is your pain worse?       Sitting


Standing or walking


Coughing, or straining


Extending your back
	No

No

No

No
	Yes1

Yes3,7

Yes1

Yes4,6
	

	
	
	
	
	

	
	When is  your pain better?      Lying with knees flexed




     Sitting

                                                Nothing relieves my pain
	No

No

No
	Yes1

Yes3
Yes8, 9, 10
	

	
	
	
	
	

	
	Does the pain radiate down either leg?
	No
	Yes1
	

	
	
	
	
	

	
	Is your back stiff in the morning?
	No
	Yes5
	

	
	
	
	
	

	
	Do you have pain that awakens you at night?
	No
	Yes8, 9, 10
	

	
	
	
	
	

	
	Have you lost >20 pounds in the last 6 months?
	No
	Yes10
	

	
	
	
	
	

	
	Have you had a fever recently?
	No
	Yes9
	

	
	
	
	
	

	
	Have you been dragging either of your feet?
	No
	Yes1,3
	

	
	
	
	
	

	
	Have your inner thighs been numb?
	No
	Yes3
	

	
	
	
	
	

	
	Have you lost control of your bowels or urine?
	No
	Yes3
	

	
	
	
	
	

	
	

	PATIENT’S IDENTIFICATION (Use the Imprint Card)

	

	

	

	

	
	                                                                                   Back Pain,  FPC          07/14/ 02



M

	DATE
	SYMPTOMS, DIAGNOSIS, TREATMENT, TREATING ORGANIZATION (Sign each entry)
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	Back Examination
Normal

Right
Left
Diagram Legend

T – Tender

V – Vertebral pain

S –  Spasm

E  - Edema

B  - Bruising

K – Kyphosis

L  - Lordosis

Also mark:

Scoliosis

Levels not even

     Shoulders

     Iliac spines

[image: image3.wmf]
Range of  Motion (‘P’ if painful)

     Flexion (or distance fingers to floor)

80(- 90(
     Extension

20(- 35(
     Lateral Bending (fingers to knees)
15(- 20(
     Rotation

  3(- 18(
     Hamstring flexibility

>80(
Straight Leg Tests (SLR)
     Sitting straight leg test1, 12

     Supine straight leg test (at 30(-60()1

Sacroiliac Tests

    One legged extension4, 6, 7

    Patrick Test (Fabere Test)4
Waddell’s Tests (3 or more suggest nonorganic cause)12
  ( Superficial non-anatomic tenderness
  ( Sitting - supine SLR discrepancy
  Pain on simulation:

         ( Pain on axial loading of skull

         ( Pain on passive rotation
  ( Cogwheel or give-way weakness

  ( Non-dermatomal sensory loss

  ( Overreaction
Muscle Strength
Right

(0-5)

Left

(0-5)

Sensation

Right

Left

L2 (med. thigh)

L3 (med. knee)

L4 (ant. knee)

L5 (lat. knee )

S1 (lat. foot)

S2  (med. heel)


Hip Flexion
L2

Knee Extension
L3

Ankle and foot dorsiflexion 
L4-5

Ankle plantar flexion
L5

Great toe extension

L5

Heel walking
L5

Toe walking
S1

Diagnostic Testing

( Urinalysis10,11

( Sedimentation Rate4,5,9,10

( Complete Blood Count9,10

( L-S Spine XRay  (for pain >4 weeks, age <17 or >50)2,5,6,7,9,10
Assessment (circle diagnoses that apply)
0.  Musculoskeletal low back pain

1.  Lumbar disc disease

2.  Vertebral fracture (Osteoporosis or trauma)

3.  Lumbar spinal stenosis or *Cauda equina

4.   Sacroiliac joint disease

5.   Spondyloarthropathy

6.   Spondylolysis     7.   Spondylolisthesis

8.   Abdominal aortic aneurysm, visceral cause

9.   Spinal osteomyelitis

10. Spinal mass suspected

11. Urinary tract source ___________________  12.  Functional or Psychogenic Back Pain

Plan

( Handout given on general measures for back pain

( Flexion exercise for posterior column disease3,6,7

( Extension exercise for anterior column disease1,2

( Medications: _____________________________

   ________________________________________

( Spine MRI1,3,9,10   ( Spine CT2     ( Bone Scan2,9,10

( Physical Therapy

( Back Stabilization Program1    ( Traction1

( Spine Referral      ( Routine    ( Urgent3*,8,9,10

( Vertebroplasty2 
( Acupuncture      ( Massage   (  Chiropractor

 ( Chronic Pain Management   ( Epidural Steroid1
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	______________________________________

	
	     Provider’s Signature  and   Stamp

	Back Pain,  FPC                   BACK 








