14.

15:

16.

17.

Have you had any other serious accidents which required medical care? ( )Yes

Describe:

( )No

Have you had any serious illnesses that required hospitalization? ( )Yes ( )No

Describe:

Have you had any surgeries? ( )Yes ( )No

If yes, list type of surgery and date:

Have you had any nervous or mental illnesses? ( )Yes ( )No

Have you had psychiatric care? ( )Yes ( )No

18. Have you received a medical discharge from the Armed Forces? ( )Yes ( )No
19. Have you returned to work since this accident? ( )Yes ( )No
If you have returned to work since your accident, please fill out the information below:
DATE EMPLOYER OCCUPATION leggTDDUUTTYY ;E'ﬁﬂmg
CURRENT MEDICAL COMPLAINTS
BACK PAIN:
1. Currently, | have pain in my: ( )low back ( )mid back ( )upper back
2. My pain began: ( ) gradually () suddenly
3. | have pain: ( )sometimes ( )all of the time
4. My pain goes into my: ( )right leg () left leg ( )both
5. | have tingling and/or numbness in my: ( )right leg () left leg ( )both
6. My pain is worse when I:

7o
8.
9.

cough or sneeze ( )Yes (NG
sit ( )Yes ( )No
bend ( )Yes ( )No
walk ( )Yes ( )No
lift ( )Yes ( )No
push (- )Yes ( )No
pull ( )Yes { )No
My back is worse with sexual activity ( )Yes ( )No
My pain wakes me up during the night ( )Yes ( )No
Changes in the weather affect my pain ( )Yes ( )No




